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SEROUS  OTITIC  MENINGITIS,  WITH  SEPTIC  THROMBOSIS 
OF  THE  LEFT  LATERAL  SINUS  AND  INTERNAL 
JUGULAR  VEIN,  SUCCESSFULLY  TREATED  BY  OPERA- 
TION. 

By  E.  Malcolm  Stockdale, 

Surgeon  to  the  Liverpool  Eye  and  Ear  Infirmary. 

The  patient  (J.  K ),  a  boy,  aged  twelve,  was  first  seen  at  the 

Liverpool  Eye  and  Ear  Infirmary  on  September  28,  1908. 

History. — Constant  discharge  from  both  ears  since  tliree  years 
•of  age,  after  scarlet  fever.  Had  been  treated  at  another  hospital 
on  and  off  for  the  past  three  years.  A  scar  was  present  over  the 
left  mastoid  region,  dne  to  a  previous  operation,  and  from  the  centre 
•of  this  pus  was  freely  discharging  tlirough  a  sinus.  Thick 
offensive  pus  was  present  in  both  external  auditory  canals. 

Complete  post-aural  operation  (left)  was  advised. 

October  19,  1908. — Complete  post-aural  operation  (left)  per- 
formed. The  whole  mastoid  was  found  to  be  filled  with  in.spissated 
pus.     The  malleus  and  incus  had  been  previously  lost. 

After  leaving  the  Infirmary  the  boy  was  not  seen  again  until 
•October  11,  1909,  when  he  was  brought  to  the  out-patient  room 
•with  a  historv  of  pain  in  the   (right)   ear  for  a  week  and  a   stiff 

1 


2  The  Journal  of  Laryngology,       [jauukry,  1913. 

neck.     A  rigoi-  had  occurred  two  da\-s  before,  and  there  was  now 
tenderness  over  the  right  mastoid.     He  was  admitted. 

The  following  day  at  4.30  p.m.  he  had  a  rigor  lasting  five 
minutes.     Temperature  104°  F.,  pulse  170,  respirations  38. 

Operation. — At  5  p.m.  he  was  angesthetised.  Cerebro-spinal 
fluid  obtained  by  lumbar  puncture  appeared  normal.  On  exploring 
the  right  mastoid  the  bone  was  found  to  be  extensively  infiltrated 
with  purulent  material.  The  mastoid  emissary  vein  was  seen  to  be 
thrombosed,  and  the  bone  behind  it  to  be  of  a  peculiar  yellov^- 
colour,  with  non-adherent  periosteum.  On  exposing  the  lateral 
sinus  its  wall  was  found  to  be  in  a  sloughing  condition  and  its 
lumen  filled  with  very  offensive  clot.  On  performing-  the  radical 
mastoid  operation  the  mastoid  antrum  was  found  to  be  small,  the 
iter  and  tympanum  were  filled  with  granulations,  the  malleus  and 
incus  having  been  previously  shed. 

Lateral  Sinus. — The  infected  clot  in'this  blood  channel  was  very 
offensive  and  extended  half  way  toAvards  the  torcular  Heropliili. 
About  half  an  inch  beyond  this  the  sinus  was  opened  and  plugged 
with  cyanide  ribbon  gauze,  free  hasmorrhage  occurring.  -The 
wall  of  the  infected  portion  of  the  sinus  was  next  freely  incised  and 
the  clot  cleared  out  as  far  as  the  jugular  foramen.  As  there  was 
no  hgemorrhage  from  its  lower  end  a  dressing  was  applied,  and 
preparations  made  for  exposing  the  upper  half  of  the  internal 
jugular  vein.  The  thrombus  was  found  to  extend  beyond  the  point 
of  junction  with  the  facial  vein,  which  was  itself  involved  for  fully 
an  inch.  The  facial  and  some  large  lingual  and  thyroid  veins  were 
ligatured,  and  divided  at  some  distance  from  the  trunk.  The  internal 
jugular  was  then  exposed  as  far  as  the  inner  end  of  the  clavicle, 
where  it  was  divided  between  two  silk  ligatures.  It  was  then  dis- 
sected up  and  sutured  to  the  upper  angle  of  the  incision,  but  was 
not  opened  until  the  following  day,  Avhen  foetid  black  fluid  escaped. 

The  skin  incision  was  clo-sed  by  silk-worm  gut  sutures,  except 
at  its  upper  and  lower  angles,  Avhere  gauze  drains  were  inserted, 
and  healed  by  primary  union. 

For  a  few  days  after  the  operation  the  case  was  dressed  daily 
under  an  anaesthetic,  advantage  being  taken  on  several  occasions 
to  obtain  specimens  of  cerebro-spinal  fluid  by  lumbar  puncture, 
the  fluid  on  each  occasion  being  clear. 

Patliolocjical  Report  on  Cerebrospinal  Fluid  by  Dr.  It.  E.  Hakcourt. 
Pathologist  to  the  Infirmary. — "October  15,  1909:  ^licrococci 
present  in  the  fluid.  Octolu'r  IG.  1009:  ("ulture  of  staphylococci 
obtained    from    above    specinicn.       October     17,     1909:     Similar 
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re.sult  frt)in  ;i  secoiul  or  eontrol  .saiiipli'.  October  18,  l\H)U  :  A  fro.sli 
sample  was  obtaiiieil.  On  examination  immediately  after  with- 
drawal It  was  reported  to  contain  micrococci." 

Tlu'  l)oy's  temperature  on  this  afternoon  was  lU3-4^  F.  For 
three  days  the  evening  temperature  had  been  vising  and  there  was 
now  distinct  oi)tic  neuritis,  this  being  more  marked  on  the  leftside  ; 
twitchings  of  the  arms  and  legs  were  also  present,  and  the  boy's 
general  condition  was  getting  worse. 

Opemtion.—li  was  now  decided  to  drain  the  sub-arachnoid 
space  at  once.  Sufficient  bone,  much  of  which  Avas  yellow  in  colour, 
(necrotic)  having  been  removed,  a  free  horizontal  incision  was  made 
m  the  dura  and  arachnoid  above  the  position  of  the  lateral  sinus. 


Fig.  1. — Cerebellar  hernia. 

and  a  (half  inch)  ribbon  gauze  drain  inserted  along  the  upper 
surface  of  the  tentorium  cerebelli,  to  the  depth  of  about  one  inch. 

A  second  incision,  T-shaped,  was  made  below  the  lateral  sinus. 
Here  a  greater  quantity  of  cerebro-spinal  fluid  escaped,  and  the 
cerebellum  at  once  commenced  to  bulge  into  the  wound.  A  cyanide 
ribbon  gauze  drain  was  inserted  above  the  cerebellum,  jind  a 
second  between  the  cerebellum  and  floor  of  the  skull,  both  Ix-iiig 
passed  to  the  depth  of  about  one  inch. 

During  the  ensuing  week  the  boy  tooi^:  more  interest  in  his 
surroundings,  and  his  tempei*ature  improved,  varying  between 
97'4  F.  in  the  morning  and  100-101°  F.  in  the  evening,  but  a  cere- 
bellar hernia  had  formed,  and  was  slowly  increasing  in  size. 

On  October  27,  1909,  he  was  suddenly  seized  with  violent 
general  convulsions,  which  lasted  from  3  ]).m.  to  6.30  p.m.,  and 
was  quite  comatose,  Avith  Avidely  dilated  pupils.  He  had  vomited 
on   the  two  ])revious  days. 
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After  seeing  liiin  I  returned  home,  expecting  to  hear  next 
morning  that  he  was  dead,  but  instead  received  a  telephone  mes- 
sage to  say  he  was  going  on  well. 

By  December  13,  1909,  the  hernia  had  reached  the  size  of  a 
hen's  egg,  and  from  a  small  aperture  in  the  centre  of  it  cerebro- 
spinal fluid  had  been  discharging  for  three  weeks.  The  escape  was 
intermittent,  but  the  leak  was  rarely  absent  for  more  than  twenty- 
four  hours.  Nystagmus  lateral  and  rotatory,  equally  marked  on  look- 
ing either  to  the  right  or  the  left  side,  had  been  observed  for  some 


Fig.  2. — After  excision  of  cerebellar  hernia  and  plastic  operation. 

weeks.  Slight  paresis  of  the  right  arm  and  leg  Avas  present,  with 
some  inco-ordination  of  the  movements  of  tlie  right  arm,  including 
dysdiadocokinesis  ;  Rhomberg  slight,  pupils  equal  and  active,  no 
optic  neuritis,  knee-jerks  nornuil.  Recently  vomiting  had  occurred 
two  or  thice  times  almost  every  day. 

On  January  5,  1910,  it  was  found  that  he  was  unable  to  stand 
alone,  falling  towards  the  side  of  the  lesion. 

On  January  19,  1910,  I  received  a  message  from  the  House 
Surgeon  (Dr.  McAVilliam)  to  the  effect  that  the  hernia  had  burst. 
On  cxaminatiou  T  found  n,  transverse  slit  about  H  in.  across,  and 
there  had  Ix'cn  ii  \'vcv  csca,])e  of  cerebro-spinal  fluid.  The  patient 
Avas  somewhat  collapsed,  but  not  to  an  alarming  extent.     After  a 
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consultation  witli  my  colleaguo,  iMr.  Hugh  E.  Jones,  I  ck'cidc-d  to 
attenijjt  tlio  removal  of  the  ruptured  hernia,  and  to  bring  together 
the  soft  parts  as  a  covering,  in  order  to  prevent  its  recurrence. 

At  5. 30  p.m.  the  same  evening,  chloroform  having  been  ad- 
ministered, an  incision  was  made  around  the  base  of  the  hernia, 
forming  a  groove  for  the  reception  of  a  silk-worm  gut  ligature. 
This  was  applied  with  a  sliding  knot  (double  twist),  and  slowly 
tightened,  where  necessary  the  knife  being  used  to  allow  it  to  sink 
in.  As  it  was  subjected  to  considerable  tension  during  tightening, 
and  there  was  a  risk  of  it  breaking  at  the  knot,  a  second  similar 
ligature  was  applied,  having  its  knot  on  the  opposite  side  of  the 
tissue  to  be  removed. 

As  the  operation  proceeded,  tightening  of  the  ligatures  began 
to  be   followed  by  alarming  symptoms.     First,   the   intra-cranial 
tension  steadily  increased,  accompanied  by  marked  pulsation  of 
the  brain.   When  this  had  developed  to  a  certain  stage,  the  patient 
rapidly  passed  into  a  state  of  marked  collapse,  becoming  extremely 
])ale,  with   pulse   and   respirations    hardly  perceptible,  this   being 
immediately  followed   by   lowering  of   the  intra-cranial  pressure, 
arrest  of  the  brain  pulsations,  and  gradual  recovery.     The  opera- 
tion Avas  proceeded  with   cautiously  in   stages,  the  intervals  being 
used  to  freshen  the  edges  of  the  surrounding  scalp,  and  raise  a  flap 
with  a  view  to  covering  the   aperture  in  the  skull  and  closing  the 
wound.     The  hernia  was  finally  sliced  off   just    external  to   the 
ligatures,   and   these  were    further    tightened.     As    the    collapse 
now   became  vei'y  marked  and   sustained,  further  operation  was 
abandoned  for  the  time  being,  and  the   wound   dressed.     After 
receiving  a  hypodermic  injection  of   ether,  the  boy  was  sent  back 
to  bed.    On  the  following  day,  his  condition  being  very  satisfactory, 
it    was    decided    to    complete    the    operation.     The    silkworm-gut 
ligatures  were  further  tightened,  and  having  served  their  purpose, 
were,  by  a  little   manipulation,  replaced  by  one   of  strong  catgut. 
The  scalp-flap  was  then  completed  and  sutured  in  position.     Two 
rubber  drainage-tubes  were  employed,  one  being  inserted  through 
an  incision  in  the  flap. 

Specimen. — The  portion  of  the  cerebellum  excised  consisted  of 
medulla  and  cortex,  which  still  exhibited  well-marked  convolutions 
and  had  a  thick  surface  covering  of  plastic  exudation. 

Recovery  was  uneventful  and  complete,  the  removal  of  cere- 
bellar substance  causing  no  obvious  defect. 

Remarks. — It  being  observed  immediately  after  incising  the 
dura  that  the  cerebellum  bulg-ed  markedly  into  the  wound,  care- 
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fill  pressure  by  bandaging  was  employed  in  order  to  prevent  the 
formation  of  a  hernia,  but  without  success.  Pressure  from  this 
cause  may  have  originated  the  attack  of  violent  convulsions. 

The  gauze  strips  soon  ceased  to  serve  as  effective  drains,  and 
the  secondary  discharge  of  cerebro-spinal  fluid  always  issued  from 
a  very  small  aperture  situated  at  the  centre  of  the  hernia.  This  is 
not  the  position  it  would  be  expected  to  escape  at  if  it  came  from 
the  sub-arachnoid  space.  The  position  suggested  that  its  origin  was 
fi-om  the  fourth  ventricle.  In  a  previous  case  under  the  care  of  my 
colleague^  Mr.  Hugh  E.  Jones,  a  vei'y  similar  hernia  followed  the 
evacuation  of  a  cerebellar  abscess,  and  the  museum  specimen  shows 
a  tract  communicating  with  the  fourth  ventricle.  The  motlier  of 
my  patient  reported  in  September  1912  (nearly  three  years  after 
the  ojieration),  that  he  was  quite  well  and  working.  Xo  pad  or 
bandage  was  used  after  the  wound  was  firmly  healed. 


DIFFUSE    OSTEOMYELITIS   FROM   NASAL    SINUS 
SUPPURATION. 

By  Dan  McKenzie,  M.D.,  F.R.C.S.E., 

Surgeon,  Central  London  Throat  and  Ear  Hospital. 

"  In  the  pleasant  orchard  closes 
'  God  bless  all  our  gains,'  say  we. 
But,  '  May  God  bless  all  our  losses/ 
Better  suits  with  our  degree." 

Diffuse  osteomyelitis  of  the  bones  of  the  cranium  is  one  of  the 
rarest  complications  of  nasal  sinus  suppuration.  But  it  is  the 
cotnmonest  serious  sequela  of  nasal  sinus  operation. 

Within  the  last  seven  or  eight  years  several  important  treatises 
on  the  disease  have  been  published  abroad,  based,  for  the  most 
part,  upon  collections  of  the  isolated  cases  and  groups  of  cases  that 
have,  from  time  to  time,  appeared  in  the  medical  periodicals.  It 
is  to  the  work  of  Schilling,  Ropke,  Gerber  and  Luc  that  we  are 
indebted  for  these  papers  upon  which  our  present  knowledge  of 
nasal  sinus  osteomyelitis  so  largely  depends.  So  far  as  I  am  aware 
no  SA'stematic  discussion  of  the  disease  has  hitherto  appeared  in 
English.  This  hiatus  in  our  literature  is  my  excuse  for  the  present 
disquisition  on  the  subject,  to  which,  as  a  matter  of  fact,  my  atten- 
tion was  first  drawn  by  the  occurrence  of  a.  case  of  the  disease  in 
my  own  jn'actice. 
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History. 

Pri'iir  to  tlio  antiseptic  ei-a,  ostooiiiyolitis  of  tlif^  skull  was  a 
coniinon  conseciuence  ot"  open  injuries  of  the  cranial  bones.  It  is 
easy  to  gatlier_,  for  example,  from  the  case-narratives  in  such  books 
on  surgery  as  that  of  Fabricins  llildanus,  that  the  diseasi'  must 
have  been  a  familiar  experience  with  the  surgeons  of  the  seventeenth 
century.  Its  true  nature  was,  of  course,  unsuspected,  and  even  its 
most  striking  feature,  the  association  of  pericranial  abscess  with 
extra-dural  abscess,  remained  unknown  until  Percival  I'ott,  iu  1  760, 
first  di-ew  attention  to  what  came  to  be  afterwards  known  as  "Pott's 
]iuffy  tumour."  That  these  para-osseous  abscesses  depend,  upon  a 
tlisease  of  the  bone  was  Hrst  discovered  by  von  Bergniann  and 
I.annelongue  in  1879,  but  it  was  not  until  nearly  twenty  years 
later,  until  1897-98  to  be  exact,  that  the  occui*rence  of  osteomyelitis 
as  a  complication  of  nasal  sinus  suppuration  was  first  detected  by 
Tilley.^  Before  that  event  osteomyelitis  of  the  cranial  bones  had 
been  generally  ascribed  to  some  systemic  malady  of  the  septicemic 
order,  sucli  as  measles,  typhoid  fever,  erysipelas,  carbuncle,  and  so 
on.  But  since  then  the  cases  reported  in  the  literature  have  been 
fur  the  most  part  referred  to  nasal  sinus  or  aural  suppuration. 

In  1904  Schilling's  classical  monograph  appeared.  It  was 
based  upon  a  series  of  nine  cases,  and  of  these  only  five  were 
rhinogenic.  In  Gerber's  collection  the  number  of  rhinogenic  cases 
had  risen  to  29,  while  in  Luc's  paper,  which  appeared  in  the  same 
veai',  25  cases  wei-e  collated,  and  as  10  of  his  records  were  addi- 
tional to  those  of  Gerber,  the  total  number  reached  39. 

From  that  number  I  am  compelled  to  deduct  one,  that  of  Dr. 
Scanes  Spicer  (1905,  see  appendix),  which  proved  to  be  syphilitic 
and  not  septic  in  nature.  And  to  that  number  I  am  able  to  add 
seven  others  from  the  literature,  one  reported  by  Logan  Turner  in 
1905,  and  detailed  in  the  appendix  to  the  present  paper;  one 
))y  Van  den  Wildenberg  in  1909;  two  by  Yon  Eicken  in  1909; 
oue  by  Wolff  Freudenthal  in  1910;  one  by  Charters  Symonds  in 
I91I  ;  and  one  by  Walker  Downie  in  1911.  Finally,  I  report  in 
the  appendix  three  others;  one  a  case  nnder  my  own  care  ;  one  a 
case  of  Mr.  E.  J.  Davies  ;  and  the  third  a  case  of  my  colleague's 
Dr.  Andrew  Wylie.  In  Andrew  Wylie's  case  the  disease  definitely 
originated  in  the  maxillary  antrum  ;  and  it  is  apparently  the  only 
instance  recorded  having  this  origin,  with  the  possible  exception 

1  Lue  shares  with  Tilley  the  honour  of  this  discovery,  both  of  their  cases  being 
described  in  papers  read  before  the  British  Medical  Association  in  1889.  Luc's 
case  occurred  in  1898  99,  however,  the  year  after  Tilley's. 
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of  one  by  Claoue  (1905),  and  another  by  StClair  Tliomson 
(1905).^  Thus  I  am  basing  my  remarks  upon  the  records  of  48 
cases  in  all. 

These  figures  do  not,  I  am  constraiued  to  say,  bj-  any  means 
represent  the  total  number  of  cases  of  osteomyelitis  that  have 
occurred  in  the  practice  of  recognised  rhinologists  within  recent 
years,  for  there  are  very  few  specialists  of  position  who  have 
not,  at  some  time  or  another,  experienced  one  or  more  of  these 
cases. 

Pathology. 

Septic  osteomyelitis,  which  is,  in  reality,  an  infective  inflani- 
mation,  not  of  the  marrow  only,  but  of  all  the  constituents  of  bone, 
presents  several  different  varieties.  The  most  familiar  type  is  the 
osteomyelitis  which  attacks  the  vascular  epiphysial  line  of  the 
long  bones  during  the  period  of  growth.  With  this  type  before 
their  minds.  Schilling  and  the  other  earlier  writers  on  sinus  osteo- 
myelitis of  the  cranial  bones  were  inclined  to  draw  a  sharp  line  of 
distinction  between  the  disease  as  it  affects  the  loug  bones  and 
the  disease  as  it  affects  the  skull.  First  of  all,  it  was  said,  osteo- 
myelitis of  the  long  bones  is  a  disease  of  childhood  and  early 
youth,  while  osteomyelitis  of  the  cranial  bones  is  most  frequent  in 
the  second,  and  especially  in  the  third  decades  of  life.  Again, 
osteomyelitis  of  the  long  bones  Avas  described  as  a  circumscribed 
and  self-limiting  process,  while  osteomyelitis  of  the  cranium  is 
progressive  and  illimitable. 

It  is  obvious  that  the  antithesis  here  constituted  lies  between 
osteomyelitis  of  the  epiphysial  line  of  children,  a  common  and 
well-known  disease,  and  sinns  osteomyelitis  of  the  skull  of  adults, 
a  rare  disease.  And  the  natural  inference  to  be  drawn  from  that 
antithesis  is,  that  osteomyelitis  when  it  affects  the  cranium  behaves 
in  a  fasliion  altogether  unlike  its  habit  when  it  attacks  the  bones 
of  the  skeleton,  and  that  osteomyelitis  of  the  cranium  is,  there- 
fore, a  pathological  entity  separate  and  distinct  in  its  nature  from 
osteomyelitis  elsewhere. 

Such,  however,  is  not  the  case.  If  we  compare  nasal  sinus 
osteomyelitis,  not  with  epiphysial  osteomyelitis,  but  with  another 
type  of  the  disease,  with  what  is  known  as  "chronic  tliffuse  osteo- 

'  We  shall  have  occasion  from  time  to  time  to"  refer  to  Claoiie's  and  StClair 
Thomson's  cases.  They  occupy  a  doubtful  position  in  that  the  disease  followed 
operation  on  the  maxillary  antrniii,  but  appeared  first  in  the  ethmoidal  and  frontal 
regions. 
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myelitis"'  of  the  lono-  bones,  we  shall  iind  so  many  featnres  (rarity, 
chronicity,  intermissions,  etc.),  clinical  as  well  as  pathulo^'icai, 
common  to  both,  that  tlie  essential  identity  of  the  two  proces-ses 
will  become  visible  at  a  glance.  Whatever  diversity  inay  exist 
between  them  is  dne,  not  to  any  inherent  and  radical  difference 
in  nature,  but  solely  to  dissimilarity  in  environment  and  anatomical 
structure. 

The  most  striking  diversity  lies  in  the  fact  that  the  ditt'u.se 
osteomyelitis  of  the  cranium  is  refei-able  in  the  vast  majority  of 
cases  to  some  contiguous  infective  focus  in  the  ear  or  nasal  acces- 
sory sinuses.  (In  this  paper  I  propose  to  confine  my  attention 
chiefly  to  the  latter.)  "  Idiopathic  "  cranial  osteomyelitis  has  no 
doubt  been  recorded  by  several  trustworthy  observers,  among 
others  by  Fischer  and  Schilling.  (Schilling's  case  gave  no  evidence 
of  tuberculosis  or  tabes  ;  the  ears  were  normal ;  and  the  disease 
was  of  a  fulminating  character,  ending  fatally  in  seven  days.) 
But  these  idiopathic  fulminating  cases  are  extremely  rare,  and 
obvionsly  do  not  invalidate  the  comparison  we  have  drawn  between 
chronic  diffuse  osteonu'elitis  of  the  long  bones  and  nasal  sinus 
osteomyelitis  of  the  flat  bones  of  the  cranium,  which  also  merits 
the  title  '"chronic  diffuse."    To  it  we  now  turn. 

The  Sijtus  of  Origin.  — Oi  the  thirty-eight  valid  cases  collected 
by  Schilling,  Gerber  and  Luc,  thirty-six  originated  in  the  frontal 
sinus  and  two  in  the  maxillary  antrum.  If  to  these  Ave  add  the 
cases  appended  to  the  present  paper,  we  shall  find  forty-five  origi- 
nating in  the  frontal  sinus  and  three  in  the  antrum. 

In  speaking  of  osteomyelitis  as  originating  in  one  or  other  of 
these  sinuses,  we  do  not  mean  to  iniply  that  the  frontal  sinus  or  the 
antrum  was  the  only  sinus  diseased,  for  in  nearly  all  of  the  cases 
the  sinus  suppuration  was  multiple,  but,  as  the  first  sign  of  bone- 
disease  appeared  in  the  frontal  bone  or  superior  maxilla  respectively 
no  doubt  is  left  in  our  minds  as  to  the  actual  site  of  origin. 

With  regard  to  the  ethmoidal  cells  as  the  starting-point  of 
osteomyelitis,  the  only  indication  of  such  an  event  that  I  can  find 
in  the  literature  appears  in  Van  den  Wildenberg's  case  (No.  2  of 
iny  list;  see  appendix),  in  which  a  small  sequestrum  of  the  os  unguis 
was  first  removed  by  the  surgeon,  and  fourteen  days  later  a  large 
sequestrum  comprising  the  crista  galli  and  the  lamina  cribrosa  of 
the  ethmoid.  In  the  reporter's  opinion,  however,  the  disease  began 
in  the  frontal  sinus.  In  one  of  Sir  StClair  Tlwinson's  cases  also  the 
"  traumatism  caused  by  the  Caldwell-Luc  oi)eration  "  was  held  to 
have  "stimulated  the  latent  suppuration  in  the  ethmoid,"  as  well 
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as  in  the  frontal  sinus.  AVith  these  equivocal  exceptions,  the 
records  are  silent  tis  to  the  onset  of  osteomyelitis  from  ethmoidal 
cell  suppuration.  Nevertheless  in  all  probability  a  spreading 
bone  infection  starting  in  this  region  does  occur.  The  proximity 
of  the  ethmoid  to  vulnerable  parts  of  the  meninges,  however,  will 
lead  to  the  onset  of  meningitis  before  the  disease  in  the  bone  can 
declare  itself,  or,  at  all  events,  before  it  becomes  so  obvious  as  to 
be  readily  recognised  j-Kist-morfem,  and  the  case  will  pass  into 
history  as  one  of  an  intra-cranial  complication  pure  and  simple,  the 
osteomyelitis  being*  overlooked. 

A  study  of  the  literature,  indeed,  brings  to  light  many  cases  in 
which  the  importance  oF  osteomyelitis  as  the  stepping-stone  to  the 
final  stage  of  infection  failed  to  obtain  due  appi'eciation.  Guisez 
it  was  who  first  drew  our  attention  to  this  error.  He  does  not, 
howevei',  apply  his  remarks  to  the  ethmoidal  cells. 

As  an  illustration  in  defence  of  this  reasoning  we  may  cite  the 
instructive  case  recently  recorded  in  the  Journal  of  Lahyngology, 
Rhinology  axd  Otology  by  Dr.  Gregory,  of  Highgate,  in  which 
a  perforation  of  the  cribriform  plate,  the  hony  edges  of  irhich 
icere  discoloured,  led  to  the  terminal  event. 

When  we  turn  to  the  sphenoidal  cells,  we  find  here  also  an 
absence  of  any  record  of  osteoniA'elitis.  Whether  or  not  the 
argument  we  have  led  concerning  the  ethmoidal  cells  is  applicable 
also  to  the  sphenoidal,  time  alone  will  sliow. 

In  considering  the  frequency  of  osteomyelitis  as  a  complication 
of  nasal  sinus  suppuration,  it  must  not  be  forgotten  that  bone 
infection  with  caries  or  necrosis  is  frequently  encountered  in  the 
bony  wall  of  the  sinus  in  which  surgical  intervention  of  a 
comparatively  simple  kind  leads  to  rapid  cure.  But  in  these  cases 
the  disease  is  limited  to  the  osseous  walls  of  the  sinus  (the  so-called 
.nmisitis  abscedens) ,  awd  shows  but  little  tendency  to  overstep  these 
limits.  In  other  words,  this  type  of  osteomyelitis  is,  as  a  rule, 
discrete  and  self-limiting.  Consequently,  it  does  not  come  under 
the  heading  of  "  difi^use  "  or  progressive  osteomyelitis,  the  out- 
standing and  distinctive  feature  of  which  is  the  extension  of  the 
disease  beyond  the  boundaries  of  the  affected  sinus. 

Here,  on  the  very  threshold  of  our  inquiry  we  are  met  with  the 
question  :  Why  is  frontal  sinus  suppuration  more  prone  to  lead  to 
osteomyelitis  than  is  suppui'ation  in  the  maxillary  antrum  ? 

Before  we  attempt  to  answer  the  (juestion,  let  us  examine  the 
])resumed  fact.  That  frontal  sinus  suppuration  leads  to  fatal 
osteomyelitis  more  frequently  than  does  nuixillary  antrum  suppura- 
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tiou  is  ciTtaiii.  The  ligures  wo  liiive  ^'wcu  luavo  no  i-ikum  tor 
iloiibt  upon  this  score.  But  to  the  unrestricted  (juestion  as  to 
wlietlier  osteomyelitis,  localised  as  well  as  progressive,  is  more 
common  in  the  frontal  sinus,  the  actual  statistics  at  our  disposal 
supply  no  answer.  It  is  possible  that  localised  osteomyelitis  may 
occur  not  infrequently  in  the  walls  of  the  maxillary  antrum,  l)ut 
that  the  anatomical  and  particularly  the  vascular  arrantremcnts 
about  that  cavity,  permit  of  an  easy  cure  of  the  disease.  One  may 
wonder,  also,  Avhether  the  fatnl  septic  "  pneumonia "  whicli 
{occasionally  follows  operation  upon  the  maxillary  antrum  is  not 
sometimes  due  to  osteomyelitis  and  .«:e})tic  tlirombo-phlobitis  arising 
therefrom. 

At  the  same  time,  while  making  every  allowance  possible  for 
surmise  and  speculation,  most  rhinologists  will,  I  think,  agree  that 
in  their  experience  the  frontal  sinus  is  undoubtedly  the  more 
common  site  of  origin  of  osteomyelitis,  both  localised  and  diffuse. 

Further,  most  writers  explain  this  emphatic  pi'eponderance  by 
referring  it  to  the  readiness  with  Avhich  the  infundibulum  can  be 
obstructed  and  the  drainage  of  the  cavity  prevented. 

Process  of  Infection. — As  a  matter  of  fact,  from  none  of  the 
oases  so  far  recorded  and  described  is  there  any  information  to 
hand  regarding  the  route  by  which  the  bone  received  its  infection 
from  the  suppurating  sinus.  This,  the  first  stage  in  the  evolution 
of  the  disease,  still  awaits  demonstration.  Consequently  the 
opinions  that  have  been  formed  about  it  largely  depend  upon 
analogy  with  similar  processes  of  bone  infection  in  the  ear  and 
elsewhere. 

Two  methods  of  infection  are  presumed  ;  first,  direct  invasion 
by  the  organisms  of  the  osseous  spaces,  canalicular  and  medullary, 
of  the  bony  wall  of  the  sinus  ;  and  secondh',  primary  infection  of 
the  small  efferent  veins  of  the  lining  membrane  of  the  sinus  Avith 
subsequent  infection  of  the  bone  from  the  veins.  In  my  opinion 
the  former  is  the  more  important,  but  it  is  obvious  that  both 
methods  may  act  in  combination. 

In  the  first  method,  that  of  direct  infection  of  the  bone  from 
the  sinus,  it  stands  to  reason  that  the  pyogenic  organisms  may 
enter  the  bone  if  the  defensive  powers  of  the  lining  membrane  are 
weakened  or  destroyed  by  pathological  changes,  or  if  the  protect- 
ing barrier  is  removed  by  operative  manipulations.  As  a  result, 
a  Tocalised  osteomyelitis  Avill  be  produced.  But,  before  the  disease 
can  become  progressive  and  diffuse  some  other  factor  must  come 
into  play,  otherwise  osteomyelitis  would  be  much  commoner  than 
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it  is.  Schilling-  and  others  are  inclined  to  suggest  that  this  factor 
may  be  found  in  the  disposition  of  the  diploe  of  the  frontal  bone 
with  relation  to  the  sinus.  According  to  Schillings  tlie  diploe 
abuts  upon  the  walls  of  the  sinus,  as  a  rule  at  one  place  only ;  namely, 
in  the  neighbourhood  of  the  upper  recess  where  the  anterior  and 
posterior  walls  come  together.  Occasionally,  however,  the  diploe 
will  be  found,  ou  section,  to  extend  down  for  some  distance  in  the 
anterior,  or,  more  rarel}',  in  the  posterior  wall.  Variations  in  this 
arrangement  are  often  manifested  in  different  parts  of  the  same 
sinus  (see  Figs.  1  and  2).     The  proximity  of  the   diploe  in   such 


-a. 


Fig.  1. 


Fig.  2. 


Sagittal  sections  through  the  same  frontal  sinus  (from  Schilling),     a.  Anterior  ; 
p.  posterior;  i.  inferior,  walls  of  the  sinus  :  d.  diploe;  /".  infunclibulum.  , 

cases  to  the  diseased  cavity,  or  its  exposure  when  cut  through  by 
the  surgeon,  lays  it  open  to  infection,  and  the  presumption  is  that 
those  bones  in  which  this  anatomical  arrangement  holds  good  are 
thereby  rendered  specially  liable  to  osteomyelitis. 

In  this  argutnent,  it  seems  to  me,  rather  too  much  weight  is 
laid  upon  the  part  played  by  macroscopically  spongy  or  diploic 
bone.  No  doubt  the  infection  is  able  to  extend  more  rapidly  when 
once  the  diploe  has  been  reached,  but  in  my  opinion  the  essential 
spreading  quality  of  the  disease  is  not  necessarily  conditioned,  and 
perhaps  not  even  favoured,  by  the  proximity  or  the  exposure  of 
the  di[)loic  medulla. 

My    reasons  for  this   conclusion  are  as  follows  :  Osteomyelitis 
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(that  is,  ilitfuse  osteomyelitis)  is  not  liinitcd  in  its  spread  to  <li|.|.,ic 
bone  and  to  diploic  bone  only.  As  we  shall  see  later  on,  the  disease 
extends,  not  infrequently  and  cpiite  early  in  its  course,  to  involve 
the  thill  hard  bones  of  the  ethmoid,  lacliryinal  bone,  nose  and  orltit. 
-Moreover,  in  its  extension  the  disease  does  not  spare  the  frontal 
eminences,  where  the  diploic  tissue  is  attenuated  or  altofrother 
deficient.  Finally,  as  every  operator  knows,  a  spongy  or  diploic 
structure  of  the  anterior  wall  of  the  frontal  sinus  is  by  no  means 
an  uncommon  finding,  Avhereas  spreading  osteomyelitis  is  an  ex- 
tremely rare  disease. 

Indeed,  one  might  just  as  reasonably  assume  tliat  frontal  bones 
of  unusually  dense  consistence  were,  by  reason  of  their  very  poverty 
in  blood-vessels,  more  prone  to  undergo  necrosis  and  to  become 
tlie  starting-point  of  a  spreading  osteomyelitis  than  those  bones  and 
parts  of  bones  which  are  more  highly  vascular  and  so  more  able  to 
oppose  the  invading  organisms.  And  one  could  cite  in  support  of 
this  theory  the  relative  inf  requency  of  osteomj-elitis  in  the  maxillary 
antrum,  the  bone  of  which  is  thinner  and  more  vascular  than  that 
of  the  frontal ! 

It  should  be  remembered  that  osteomyelitis  is  an  infection,  not 
of  the  bone-marrow  only,  but  of  every  constituent  tissue  of  the  bone. 

So  that — and  this  is,  after  all,  tacitly  admitted  by  Schilling  and 
the  other  writers — the  question  is  not  one  solely  of  the  structure  of 
the  bone  adjoining  the  sinus.  Some  other  factor  must  be  necessary 
(see  ".Etiology"). 

The  second  method  of  origin,  that  of  infection  through  tlie 
veins  of  the  accessory  sinus,  speaks  for  itself.  But  here,  again, 
the  existence  of  venous  infection  would  not  necessarily  entail 
progressive  or  diffuse  osteomyelitis.     We  recur  to  this  topic  below. 

The  Spread  of  the  Disease  in  the  Bone. — By  what  path  soever 
the  infection  reaches  the  bone,  it  tends  to  spread,  this,  as  we  have 
so  often  remarked,  being  the  essential  characteristic  of  diffuse 
osteom3'elitis ;  and  the  extent  to  which  the  cranial  bones  may 
become  affected  is  practically  unlimited.  Thus  in  Tilley's  case,  the 
necrosis  involved  the  whole  of  the  cranial  vault,  and  the  infection 
spread  down  to  implicate  the  petrous  portion  of  the  temporal  bone. 
Similar  findings  are  recorded  in  many  other  cases. 

This  unrestricted  extension  is  generally  attributed  (partly,  at  all 
events)  to  thrombo-phlebitis  of  the  dipjoic  veins,  and  in  support  of 
this  view  there  may  be  cited  an  interesting  case  of  Laurens,  in 
which  thrombosis  of  the  diploic  veins  w.is  found  far  in  advance  ot 
the  general  bone  disease. 
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Wliile  venturing'  to  express  a  doubt  as  to  the  importance  of  the 
diploe  as  the  prime  factor  in  the  production  of  spreading  osteo- 
myelitis, I  nevertheless  admitted  that  the  loose  structure  of  the 
diploe  and  its  medullary  spaces  must  favour  the  rapid  extension 
of  the  disease  in  any  particular  bone. 

In  like  manner  we  may  regard  the  part  played  by  the  veins. 
No  doubt,  when  the  infection  reaches  the  interior  of  the  veins  its 
rapid  extension  is  facilitated.  And  as  the  diploic  veins  traverse 
the  cranial  sutures  the  infection  is  thereby  rendered  independent 
of  these  barriers.  But  it  must  also  be  remembered  that  although 
the  diploe  is  interrupted  by  the  sutures,  nevertheless  in  adult  life 
there  is  direct  continuity  of  the  osseous  tissue  of  all  the  bones  of 
the  skull,  the  sutures  notwithstanding,  so  that  apart  from  any 
venous  route,  the  infection  would  be  capable  of  passing  from  one 
bone  to  another  across  the  sutures.  For  as  we  see,  the  skull  is,  for 
pathological  processes,  equivalent  to  one  continuous  bone,  and  it 
behaves  as  such.  In  a  long  bone  chronic  diffuse  osteomyelitis  is 
limited  by  the  articulations.  In  the  skull  there  are  no  such 
divisions,  and  the  spread  of  the  infection  throughout  the  whole'  of 
the  osseous  structure,  whether  by  dense  bone  or  by  veins,  is  not 
prevented  by  any  natural  impassable  barrier. 

That  the  infection  makes  a  general  advance  and  does  not  select 
any  particular  path  is  shown  microscopically.  In  sections  made  of 
the  bone  at  the  edge  of  the  disease  in  the  frontal  bone  from 
Wylie's  case,  cocci  (?  staphylococci)  can  be  seen  in  the  Haveisian 
canals  under  the  periosteum,  as  well  as  in  the  diploic  spaces  and 
tissues. 

Direction  of  the  Extension. — As  we  have  already  indicated  in 
one  of  the  foregoing  paragraphs,  the  spread  of  the  disease  is  not 
limited  to  the  cranial  vault,  although  its  favourite  extension  would 
seem  to  lie  in  the  upward  direction.  But  the  nasal  bones,  the 
ascending  process  of  the  superior  maxilla,  the  ethmoid  with  its 
cribriform  ])late  (van  den  Wildenberg^s  case,  No  2  of  my  list),  the 
delicate  bones  of  the  sides  and  roof  of  the  orbit — any  one  or  all  of 
them  nuiy  be  invaded  from  above,  and  extension  from  the  squa- 
mous to  the  petrous  portion  of  the  temporal  bone  is  by  no  means 
unusual. 

I'atholoyical  Ancdomy  :  Macroscopic. — The  affection  of  tliebune 
is  a  purulent  rarefying  osteitis,  or  pan-osteitis,. leading  to  more  or 
less  extensive  destruction  of  all  its  constituent  elements. 

The  appearances  vary  with  the  stage  of  the  disease.  In  the 
earliest  stage,  siich  as  is  represeiited  in  the  section  from  Wylie's 
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Ciise  referred  to  above,  the  bone  presents  no  naked-eye  iibnorniiili- 
ties,  althoufrh  during-  life  the  dipk)e  niio-lit  porliaps  sliow  sum,' 
coiio-estion.  In  the  next  stage  the  diph)e  on  section  is  seen  to  br 
niarkiMlly  liypemeniic  and  to  bt>  interspersod  liere  and  tliert^  witli 
drops  of  pus.  This  is  foHowed  by  the  conversion  of  the  nieibilhirv 
tissue  of  the  dijdoe  into  g-ranuhition-tissue  l)a,tlied  in  pus,  whicli, 
on  section  of  tlie  bone,  exudes  copiously  fi-oni  tlie  cut  surfaces. 
Sometimes  thrombosed  and  purulent  veins  may  be  seen  occupving- 
channels  in  the  osseous  tissue.  The  purulent  secretion,  finding  its 
way  to  the  outer  and  inner  surfaces  of  the  bony  cranium  l)y  the 
vascular  channels  which  penetrate  the  osseous  tables,  collects  to  form 
abscesses  between  the  bone  and  the  pericranium  on  the  one  hand, 
and  between  the  bone  and  the  dura  on  the  other — the  pam-os.s«o«,v 
abscesses.  There  can  be  no  doubt  that  pus  may  also  form  prim- 
arily in  the  deeper  layers  of  the  periosteal  membranes,  whether 
dural  or  pericranial. 

The  pericranium,  raised  olT  tlie  surface  by  the  accunnilation, 
quickly  undergoes  dissolution,  so  that  the  abscess  collection  comes 
to  lie  in  the  soft  tissues  of  the  scalp.  Here,  however,  no  delimit- 
ing abscess  wall  is  formed,  although  the  pericranial  abscesses  are, 
when  they  are  multiple,  quite  discrete  and  separate  from  each 
other.  In  this  way  are  produced  the  doughy  or  pufPy  swellings 
of  the  scalp,  which  form  a  striking  clinical  feature  of  the  disease. 

Unlike  the  pericranium,  the  dura  shows  little  or  no  tendency 
to  break  down,  and,  for  considerable  periods  of  time,  it  opposes  a 
persistent  barrier  to  the  infection.  This  is  one  of  the  most  inte- 
resting and  instructive  facts  in  the  pathology  of  osteomyelitis, 
illustrating  as  it  does  the  extraordinai*y  powers  of  the  dura  to 
protect  the  soft  membranes  and  the  brain  from  the  action  of  septic 
organisms,  even  after  the  more  obvious  osseous  defences  have  been 
destroyed.  Gramdations  sprout  from  the  outer  surface  of  the 
dura,  and,  aided  by  pseudo-membranous  adhesions  binding  its 
deep  surface  to  the  arachnoid  (Jacques),  generally  succeed  in 
keeping  the  infection  at  bay.  In  some  cases,  comparatively  few  in 
number  however,  the  local  defences  instituted  by  the  duia  are 
penetrated,  and  direct  infection  of  the  brain  or  its  membranes 
ensues. 

The  formation  of  pericranial  and  extra-dural  abscess  j)recedes 
and  accompanies  the  third  stage  of  the  disease,  which  consists  in 
the  destruction  of  the  tables  of  the  skull,  the  external  usually  giving 
way  before  the  harder  vitreous.  By  this  time  more  or  less  exten- 
sive areas  will  have  undergone  necrosis,  and,  if  time  ])ermits,  they 


16  The  Journal  of  Laryngology,       [January,  1913. 

proceed  to  exfoliate  as  sequestra,  sometimes  of  a  considerable  size, 
but  usually  in  small  flaky  fragments,  whieli  present  the  familiar 
eroded  or  worm-eaten  appearance  cliaracteristic  of  bone  under- 
going molecular  disintegration  and  absorption  by  granulation- 
tissue.  In  this  manner  the  entire  outer  table  may  come  to  be 
shed,  and  during  the  process  it  looks  "like  lace-work  '^  (Tilley),  or 
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Fig.  3. — Diffuse  osteomyelitis  of  frontal  bone.  Bone  from  neighbourhood  of 
extra-dural  abscess,  showing  round-cell  infiltration  of  medullary  and  canali- 
cular spaces.     Erosion  commencing. 

as  if  it  had  been  "  corroded  with  an  acid  "  (Luc),  or  small  islets  of 
necrosed  bone  may  be  seen  lying  in  flat  masses  of  granulation- 
tissue. 

]?y  the  ohh'r  writor.s  tlie  necrosis  of  l)one  was  usually  attril)uted 
to  the  isolating  effect  of  the  granulation-tissue  nuisscs,  or  to  the 
separation  of  the  pericranium  and  the  dura,  but  modern  pathology 
roerards  necrosis  as  nn  earlv  event  in  the  course  of  the  disease, 
])ro(liiced  partly  by  iiilhiimiiatoi'v  ohsti-iu'tii^n  of  tlie  osseous  vessels 
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in  tlie  rigid  Haversian  canals,  and  partly  by  the  direct   action  oF 
the  bacterial  products  upon  the  cell  element. 

New  formation  of  bone,  which  occin-s  with  sucii  rapidity  and 
exuberance  in  epiphysial  osteomyelitis,  either  does  not  appear  at 
all,  or  is  scarcely  perceptible.  On  microscopic  examination  some 
little  attempt  at  regeneration  may  be  visible,  but  it  is  entirely 
overshadowed  by  the  processes  of  destruction.  Indeed,  in  this 
respect,  as  in  many  others,  the  reactive  efforts  of  the  tissues  seem 
to  be  feeble  and  incompetent. 

At  the  same  time,  it  is  only  during  the  active  })eriod  of  the 
disease  that  this  absence  of  reg-eneration  is  to  be  observed.  In 
favourable  cases,  when  the  osteomyelitis  has  been  brought  to  a 
final  standstill  by  the  natural  or  surgical  removal  of  all  the 
necrosed  bone,  the  gaps  made  in  the  skull  by  the  ravages  of  the 
disease  are  almost  entirely  filled  up  again  by  the  formation  of  new 
bone. 

Microscojiicallij,  early  specimens  show  that  the  first  changes 
consist  in  an  invasion  of  the  bone  spaces  by  micro-organisms,  with 
round-cell  infiltration  of  the  medullary  spaces,  the  walls  of  which, 
at  this  period,  are  still  quite  smooth,  or  are  only  just  beginning 
to  show  some  signs  of  lacunar  absorption  (see  Fig.  3).  The  later 
changes,  which  we  may  regard  as  secondary  to  the  neci'osis  of  the 
bone,  consist  in  the  replacement  of  the  bone-marrow  by  granula- 
tion-tissue, with  absorption,  erosion,  and  finally  disappearance  of 
the  bony  trabeculas  of  the  diploe.  The  outer  and  inner  tables 
withstand  the  eroding  action  till  a  still  later  period,  so  that  exten- 
sive sheets  of  granulation-tissue  develop  between  the  still  intact, 
though  lifeless  tables.  The  blood-vessels  contain  thrombi  more  or 
less  infiltrated  with  pus-cells,  and  signs  of  peri-vascular  inflamma- 
tion iiccompany  the  thrombosis  when  it  progresses  in  advance  of 
the  general  bone-disease. 

Extension  of  Infection  heyond  the  Bone. — We  have  already 
described  the  extension  of  the  septic  process  from  the  bone  to  the 
neighbouring  soft  tissues  of  the  scalp  and  to  the  extra-dural 
region.  It  remains  to  follow  the  infection  in  its  migrations  to 
other  tissues  and  organs. 

^letastasis  to  distant  parts  of  the  body  is  common  in  the  osteo- 
myelitis which  follows  accidental  trauma  of  the  skull-bones,  but, 
curiously  enough,  it  seems  to  be  rather  rare  in  accessory  sinus 
osteomyelitis,  whether  spontaneous  or  post-operative.  In  this 
variety,  to  borrow  an  expression  from  the  pathology  of  tumours, 
the   malignancy  is  local  rather   than   general.     I  have  not  been 
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able  to  find  an}'  more  than  five  cases  of  definite  metastasis  in  the 
records;  in  three  of  these  (Macewen-Millar's,  cited  by  Killian, 
Tilley's  and  Durand's)  the  metastasis  was  secondary  to  intra- 
cranial sinus  thrombo-phlebitis,  and  affected  the  lungs  only  ;  in  the 
fourth  (Korner's  case,  No.  9  of  Gerber's  list,  and  No.  6  of  Luc's) 
osteomyelitis  of  the  radius  occurred  as  a  sequel  to  the  cranial 
disease — the  patient  recovered  ;  and  in  the  fifth  (Logan  Turner's, 
No.  1   of  my  list)  an  abscess  formed  around  the  rectum. 

Thus  we  have  to  deal  mainly  with  local  extensions. 

The  following  table,  based   upon  one    constructed  by  Gerber, 
gives  some  idea  of  the  variety  and  comparative  frequency  of  the 
local    extensions     and    complications.      I    have    omitted    pachy- 
menino-itis   and  extra-dural  abscess    as    thev   have   alreadv    been 
considered. 

Subdural  abscess         ......       3 

Thrombo-phlebitis  (intra-cranial)         ...        9 
Brain -abscess      .  .  .  •  •  .10 

Lepto-meningitis  .....  .15 

Thus  the  most  frequent  complication  is  lepto-meningitis.  -We 
have  seen  that  lepto-meningitis  in  consequence  of  direct  invasion 
through  the  dura  of  the  vault  is  unusual.  As  a  rule  the  stout 
resistance  oifered  to  the  infection  in  that  situation  staves  oif  this 
fatal  complication  for  weeks.  .And  meningitis  only  sets  in  when 
the  infection,  foiled  in  the  frontal  attack  upon  the  dura,  turns  its 
flank  by  spreading  to  the  temporal  bone  and  the  labyrinth 
(Schilling's  case),  or  by  invading  the  lepto-meningeal  spaces 
through  the  nerve-sheaths  of  the  orbit  (m}'  own  case)  or  the  cribri- 
form plate.  In  a  number  of  the  recorded  cases,  the  route  taken 
by  the  infection  to  reach  the  lepto-meninges  could  not  be 
determined. 

The  inference  to  be  drawn  from  these  facts  is  that  the  danger- 
zone  lies  towards  the  base  of  the  cranium  where  so  many  natural 
portals  pierce  the  cranial  fortifications. 

Brain  abscess,  unlike  meningitis,  is  generally  produced  by  direct 
extension  through  the  meninges  in  the  manner  familiar. 

Septic  thrombo-phlebitis  has  been  found  to  aifect  the  superior 
longitudinal,  the  cavernous,  the  circular,  the  petrosal,  and  even 
the  lateral  sinuses.  Its  development  is,  of  cour.se,  due  to  the 
extension  of  the  thrombosis  from  the  (lii)loic  veins.  lireschet, 
Zuckerkandl  and  Killian  have  demonstrated  the  free  anastomosis, 
often  amounting  really  to  direct  'communication,  which  exists  be- 
tween the  veins  of  the  frontal  sinus,  the  diploic  veins  of  the  frontal 
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bone,  and  the  superior  longitudinal  sinus.  And  Killian,  in  1900, 
reported  a  case  of  tlu-onibo-plilobitis  of  the  superior  longituflinal 
sinus  as  a  complication  of  frontal  sinus  suppuration,  and  collfrtcd 
five  others  from  the  literature. 

The  venous  sinuses  at  the  base  of  the  cranium  are  usual  I  v  infcfted 
by  way  of  the  ethmoidal  and  orbital  veins. 

We  may  conveniently  repeat  here  the  remark  we  made  in 
an  earlier  section  that,  since  attention  has  been  turned  to  nasal 
sinus  osteomyelitis,  we  have  come  to  realise  that  lesions  such  as 
those  in  the  cases  collected  by  Killian  often  really  represent  the 
terminal  event  in  a  spreading  osteomyelitis.  We  make  this  com- 
ment without  in  any  way  throwing  doubt  upon  the  evidence  in 
favour  of  septic  throrabo-phlebitis  being  sometimes  due  to  simple 
nasal  sinusitis. 

Care  should  be  taken  in  performing  autopsies  upon  such  cases 
to  note  particularly  the  condition  of  the  bone  in  and  around  all  the 
nasal  accessory  sinuses,  and  to  note  carefully  pericranial  and  extra- 
dural collections  of  pus — the  sign  manual  of  osteomyelitis.  The 
patch  of  osteotn3'elitis  may  be  so  small  as  to  escape  anything  but 
an  expectant  scrutiny,  for  the  supervention  of  a  fatal  intra-cranial 
lesion  may  cut  short  the  bone-disease  in  the  very  earliest  stages  of 
its  development. 

Bacteriology. 

The  bacteriological  factor  in  diffuse  osteomyelitis  of  the  bony 
cranium  cannot  be  satisfactorily  discussed,  for  the  very  good  reason 
that  the  causal  organism  is  recorded  only  in  eleven  or  twelve  cases. 
Staphylococci  {albus  and  aureus)  are  noted  six  times,  streptococcus 
five  times,  and  the  pneumococcus  once.  There  is  an  impression 
prevalent;  that  osteomyelitis  from  the  streptococcus  is  more  perni- 
cious than  that  due  to  the  staphylococci,  but  the  cases  as  recorded 
give  no  support  to  this  idea.  Luc  at  one  time  believed  that  he 
had  had  a  case  which  exemplified  the  greater  virulence  of  the 
streptococcus,  but  he  has  withdrawn  the  instance  as  the  bacterio- 
logical finding,  upon  which  his  belief  rested,  turned  out  to  be 
erroneous. 

In  the  case  of  the  long  bones  pathologists  generally  suppose 
that,  while  staphylococcus  infection  is  the  most  common  cause  of 
osteomyelitis,  any  of  the  pyogenic  organisms  may  induce  the 
disease.  And  all  the  writers  on  nasal  sinus  osteomyelitis  now 
agree  that  so  far  as  the  morphological  type  of  the  organism  is 
concerned,  no  light  whatever  is  thrown  upon  the  aetiology  of  the 
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disease.     The  part  possibly  played  by  variations  in  the  virulence 
of  tlie  micro-oro^anisnis  we  shall  discuss  in  a  later  section. 


Etiology. 

gQX. — Schilling  found  a  preponderance  of  females  in  his  nine 
cases,  the  ratio  being  8:1.  Gerber's  proportion  was  thirteen 
females  to  fourteen  males.  The  latter  author  discredits  the  value 
of  these  figures,  seeing  that,  in  osteomyelitis  of  the  other  bones  of 
the  skeleton,  males  are  affected  three  times  oftener  than  females. 
Until  a  laro-er  assemblage  of  cases  has  been  made  and  analysed 
Gerber's  agnosticism  may  well  be  imitated,  and  until  that  time  we 
shall  defer  discussing  the  theory  Avhich  accounts  for  a  female  pre- 
ponderance by  referring  it  to  the  greater  relative  amount  oT  diploic 
medulla  in  the  female  skull. 

Age. — The  following  table  has  been  made  up  from  Gerber's, 
Luc's,  and  my  own  collections  : 

0-10  years  of  age        ....     2  cases. 
11-20      „         „  ....     8     „ 

21-30      „         ,,  ....   18     „ 

31-40      ,,         ,,  ....     4     „ 

41-50      „         „  .         .         .         .     3     „ 

51-60      „         „  ....     0  case. 

Over  60  ,,         „  ....     1     „ 

The  danger  of  arguing  from  the  particular  to  the  general,  an 
instance  of  which  we  quoted  in  the  preceding  paragraph,  forbids 
us  to  accept  these  figures  as  a  correct  and  reliable  guide  to  the 
age-incidence  of  the  disease.  Moi-eover,  the  figures,  small  jis  they 
are,  must  be  further  subdivided  into  two  separate  categories — the 
spontaDeous  and  the  post-operative — before  their  significance  can 
become  evident.  This  I  have  done,  and  although  but  little  weight 
can  be  placed  upon  the  result,  it  is  interesting  to  be  able  to  report 
that  in  the  second  decade  of  life  spontaneous  c:ises  preponderate, 
while  in  the  third  decade  the  post-operative  cases  form  a  small 
majority.  Most  operations  on  the  frontal  sinus  are,  of  course,  per- 
formed on  patients  between  twenty  and  thirty  years  of  age. 

Schilling  believes  that  age  may  exercise  some  moderating 
influence  upon  the  course  of  the  disease,  and  selects  the  difference 
in  years  as  the  reason  for  the  great  contrast  in  rapidity  of  extension 
shown  by  two  cases  in  his  collection.  Both  were  ear  cases.  In  the 
one,  a  child  of  nine  months,  the  Avhole  cranium  became  infected  in 
a   few   diiys;    in  the  other,  a  woman,   aged   66   years    (Laurens' 
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case),  the  disease  ran  a  course  of  several  inuiiths,  and  ended  in 
recovery. 

In  starting-  out  to  discuss  the  aetiology  of  spreading  osteomyelitis 
of  tiie  cranium  from  nasal  sinus  sui)puration,  we  enter  upon  tlie 
most  puzzling,  and  to  us,  as  practising  surgeons,  the  most  important 
of  all  its  problems. 

From  the  standpoint  of  general  pathology,  there  is  no  unusual 
mystery  about  the  nature  of  the  disease.  Nasal  sinus  osteomyelitis 
is  a  septic  process,  which  owes  its  existence  to  pyogenic  organisms 
derived  from  a  conveniently  situated  local  focus.  So  much  we 
know.  But  Avhen  we  come  to  inquire  how  it  is  that  some  patients 
contract  osteomyelitis  and  die  of  it ;  that  others  contract  it  and 
recover  ;  while  a  third,  and  much  the  largest  class,  in  spite,  some- 
times, of  apparently  dangerous  circumstances,  do  not  contract  it  at 
all — then  we  are  confronted  with  a  riddle  which  still  awaits  solution. 

From  a  list  drawn  up  by  Gerber  we  learn  that  influenza,  syphilis, 
trauma,  dental  disease,  "cold,"  and  measles  have  all  been 
looked  upon  as  having  caused  the  disease,  but  as  each  of  these  is 
responsible  for  only  one  or  two  instances  in  his  list  of  twenty-nine 
cases,  we  may  pass  them  by  as  unworthy  of  further  consideration. 
AVith  regard  also  to  "  nasal  obstruction  and  polypi,"  which  is 
credited  with  five  cases,  nothing  more  need  be  said.  This  is  only 
another  way  of  expressing  nasal  sinus  suppuration. 

We  have  to  deal  with  something  very  different  when  we  come  to 
the  final  cause  in  Grerber's  list,  namely,  operation  on  the  frontal 
sinus  or  maxillary  antrum. 

In  order  to  obtain  some  idea  of  the  significance  of  operation  on 
the  nasal  sinuses  in  the  causation  of  osteomyelitis  I  have  submitted 
the  cases  recorded  to  a  detailed  scrutiny,  excluding  doubtful  cases, 
and  including  only  those  in  which  the  diffuse  or  spreading  quality 
of  the  disease  was  unmistakable.  Forty-one  cases  in  all  were 
deemed  valjd  for  the  purpose.     Of  these  : 

A.  In  twenty  cases  osteomyelitis  developed  after  operation. 

B.  In  twenty-one  cases  osteomyelitis  appeared  spontaneously  ; 
that  is,  before  any  operation  had  been  performed. 

With  regard  to  the  post-operative  class  a  word  of  explanation 
is  necessary.  In  several  of  the  instances  recorded  the  disease  did 
not  appear  until  some  weeks  after  operation,  and  it  may  be  asked 
whether  an  interval  so  long  does  not  exclude  the  operation  from 
the  possible  causes  of  the  disease.  The  doubt  may  be  disposed  of 
when   .we   consider    that    progressive   osteomyelitis    is    due    to    a 
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tenacious  infection,  capable  of  long  periods  of  latency,  and  an 
incubation  period  of  several  weeks  is  quite  in  keeping  with  the 
general  characters  of  the  disease.^ 

Again,  it  may  be  argued  that  the  fost  has  been  taken  for  the 
'pro'pter,  that  the  onset  of  osteomyelitis  after  opei'ation  is  merely 
a  temporal  coincidence,  and  that  the  disease  would  have  developed 
anyhow.  But  one  has  only  to  point  to  the  figures  in  the  above 
lists  to  destroy  this  contention.  The  proportion  of  twenty  post- 
operative cases  out  of  a  total  of  forty-one  proves  the  association 
to  be  more  than  a  mere  coincidence. 

As  to  the  nature  of  the  operation  that  preceded  the  bone 
disease,  I  find  that  fifteen  followed  operation  on  the  frontal  sinus  ; 
two  followed  operation  on  the  frontal  and  ethmoidal  cells;  and 
three  followed  operation  on  the  antrum.  lu  two  of  the  records  the 
disease  was  consequent  upon  such  simple  procedures  as  resection 
of  the  anterior  end  of  the  middle  turbinal  (Sciiilling's  case),  and 
removal  of  nasal  polypi  by  the  en  do-nasal  route  (Roth's  case). 

The  connection  between  operation  and  disease  seems  so  remote 
in   these  two  latter  instances  that  one  hesitates  to  regard  them  as 
belonging  to   the  post-opeiative  class,  but  even  larger  claims  are 
made  upon  us  by  another  series.     The  course  of  events  in  Claoue's 
and  StClair  Thomson's  cases  have  led  to  the  belief  that  operation 
upon  one   sinus,  the  maxillary  antrum  for  example,  may  wake  up 
osteomyelitis  in  another  sinus,  such  as  the  frontal.     The  belief  is 
not  altogether  acceptable,  perhaps.     In  both    of    these  cases   an 
abscess  of  the  floor  of  the  orbit  formed  quite  early  in  the  course  of 
the  illness — a  circumstance  which  suggests  that  the  osteomyelitis 
in  the   frontal   bone    may  have   been  secondary   to   osteomyelitis 
in  the  superior  maxilla;   in   other  words,    that   the   frontal    bone 
Avas    infected    by  extension  in   the   ordinary   manner.      But  in  a 
third  case  (van  den  Wildenberg's,  No.  2  of  my  list ;  see  appendix) 
the  radical  Killian  operation  on  the  left  frontal  sinus  was  followed 
in   three  weeks  by  osteomyelitis  in  the  region  of  the   riyht  orbit. 
In  this  instance  also,  however,  caution  compels  us  to  add  that  there 
is  a  note  of  an  endo-nasal  operation  on  the  right  side — date  not 
mentioned.     Thus  in  none  of  these  cases  is  the  documentary  evi- 
dence quite   unimpeachable.     At  the  same  time,  the  testimony  of 
'  In  one  case,  that  of  Mr.  E.  J.  D.avis  (No.  9  of  my  list),  I  felt  some  hesitation. 
Three  operations  had  been  performed  on  the  frontal  sinus,  the  last  in  August,  1910. 
Osteomyelitis  appeared  in  January,  1911.    The  interval  seems  to  be  too  long  forusto 
refer  the  disease  to  the  operation.     On  the  other  hand,  to  call  it  spontaneous  seems 
to  be  stretching  a  point.     I  have  therefore  placed  this  case  among  the  doubtful 
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the  authors  rlicinselves  is  expressed  (juite  distinctly  ou  the  side  oi 
the  opinion  tluat  the  osteomyelitis  originated  in  a  sinus  untouched 
l)y  the  actnal  operative  niani])ulations. 

Further  analysis  of  the  41  cases  brings  to  light  tlie  following 
remarkable  fact : 

Of  the  21  cases  in  which  osteomyelitis  developed  spontaneously, 
7  recovered  after  appropriate  surgical  treatment. 

Of  the  20  cases  which  followed  operation  not  one  recovered. 

Spontaneous  osteomyelitis,  though  not  unknown  in  chronic  sinu- 
sitis, more  frequently  follows  the  acute  form,  and,  indeed,  Guise/ 
and  other  observers  hold  that  the  same  is  true  of  post-operative 
osteomyelitis — that  is  to  say,  that  it  is  more  prone  to  supervene 
after  operation  on  an  acute  than  ou  a  chronic  case. 

As  to  the  propoi'tion  of  cases  of  frontal  sinus  suppuration  which 
develop  osteomyelitis  spontaneously  we  have  no  figures  to  guide  us. 
The  number  recorded  is  no  indication  of  the  frequency  of  the  disease- 
On  the  one  hand,  spontaneous  osteomyelitis,  when  fully  developed, 
is  sufficiently  striking  to  secure  recognition  and  sufficiently  rare  to 
lead  generally  to  its  publication.  Against  that  consideration  we 
nuist,  on  the  other  hand,  remember  that  many  cases  are  regarded 
as  primarily  iutra-cranial  which  are,  in  reality,  cases  of  osteomyelitis. 

Further,  these  figures  do  not  by  any  means  fix  the  ratio  between 
the  numbers  of  spontaneous  cases  and  of  post-operative  cases.  If 
all  the  instances  of  post-operative  osteomyelitis  within  the  last  ten 
years  had  been  published  their  number  would  exceed  twenty. 

On  the  important  practical  point  of  the  proportion  of  cases  of 
operation  that  fall  victims  to  osteomyelitis,  the  numbers  at  our 
command,  thanks  to  the  frank  and  trustworthy  statistics  of  several 
of  our  leaders,  are  fuller  and  moi-e  informing.  Killian's  most  recent 
statistics,  for  instance,  amount  to  109  radical  frontal  sinus  opera- 
tions with  three  deaths,  one  or  two  of  which  were  from  osteomyelitis. 
In  all,  according  to  the  article  in  Katz,  Preysing  and  Blumenfeld's 
book,  up  to  a  recent  date,  375  Killian  operations  had  been  recorded 
with  ten  deaths — a  ratio  equal,  on  the  whole,  to  about  3  per  cent. 

We  come  now  to  discuss  what  factor  it  is  in  the  operation  that 
leads  to  spreading  osteomyelitis. 

To  this  question,  in  spite  of  nnich  debate  and  a  little  investiga- 
tion, no  definite  reply  has,  so  far,  been  forthcoming.  What  the 
operative  error  may  be  Ave  really  do  not  know.  Post-operative  osteo- 
myelitis comes  like  a  bolt  from  the  blue— unejcpected,  inexplicable. 

The  simple  and  obvious  supposition  that  the  osteomyelitis  is  due 
to  the  bungling  technique  of  an  inexperienced  operator  is  disposed 
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of  by  the  fact  that  the  disease,  as  we  have  just  seen,  attends  upon 
the  skilful  no  less  than  upon  the  tyro.  At  the  same  time,  as  osteo- 
myelitis is  a  septic  disease  we  may  suppose  that  injudicious  bruising 
of  the  bone  edges  by  the  forceps,  prolonged  exposure  at  the  opera- 
tion, careless  aseptic  technique,  and,  above  all,  perhaps,  inadequate 
drainage  of  the  wound  area,  will  predispose  to  its  occurrence.  As 
we  shall  see  in  a  later  section,  over-zealous  curetting  of  the  walls  of 
the  sinus  is  likewise  viewed  with  a  suspicious  eye  in  several 
quarters. 

Unfortunately  for  prophylaxis,  the  admission  that  a  weak 
operative  technique  will  predispose  to  the  disease  can  only  be  made 
on  general  grounds  of  probability.  We  cannot  point  to  the  actual 
error  that  inevitably  leads  to  the  disease.  In  this  respect  post- 
operative osteomyelitis  stands  in  marked  contrast  to  post-operative 
meningitis,  in  which  injui-y  to  the  cribriform  plate,  etc.,  so  clearly 
and  immistakably  betrays  the  faulty  manipulation. 

'L'he  conclusion  is  irresistible.  What  seems  to  be  an  irreproach- 
able operation  may  be  followed  by  progressive  osteomyelitis. 

(This  a.spect  of  our  subject  is  developed  more  fully  in  the  section 
on  prophylaxis.) 

With  regard  to  the  exciting  cause  in  spontaneous  osteomyelitis 
we  are  even  more  in  the  dark.  Save  that  the  disease  is  more 
common  in  acute  than  in  chronic  sinusitis  we  know  very  little 
about  its  aetiology. 

We  now  proceed  to  consider  the  supposition  that  the  indis- 
pensable cause  of  diffuse  osteomyelitis  lies  in  some  inherent  or 
acquired  defect  in  the  patient's  resistance  to  the  action  of  the  micro- 
organisms which  evoke  the  pathological  process;  or,  to  state  the 
proposition  in  another  form,  in  a  relatively  excessive  virulence  of 
the  causal  micro-organism. 

In  some  way  unknown,  acute  infection  in  the  case  of  spon- 
taneous osteomyelitis,  and  traumatism  in  the  case  of  post-operative 
osteomyelitis,  maj"^  so  paralyse  the  defensive  organisation,  or  so 
enhance  the  activity  of  the  micro-organisms,  that  progressive 
osteomyelitis  cannot  be  prevented,  and  once  started  cannot  be 
stopped. 

We  shall  see  later  on  that  in  these  cases  the  necrotic  process  is 
confined  to  the  bone  and  that  the  soft  tissues  of  the  scalp  partici- 
pate in  the  disease  only  in  a  modified  and  subsidiary  fashion,  there- 
fore we  must  assume  that  the  astiological  factor  must  operate  in 
the  osseous  tissue  first  and  foremost.  It  may  seem  difficult  to 
assume  the  existence  of  a  lack  of  resistance  in  one  type  of  tissue 
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alone.  TIlis  ditHeiilty,  liowever,  is  to  soine  (.'xtoiit  lio-litc-iicd  wlu'ii 
\vu  remember  that  after  certain  debilitating  constitutional  dis- 
orders, particularly  in  children,  the  occurrence  of  septic  ])roce.sses 
involving  the  destruction  of  connective  tissue  and  sparing  the 
muscular,  nervous  and  vascular  structures  in  the  affected  region 
is  not  unknown.  Moreover,  such  ulceration  and  necrosis  is  bv 
common  consent  referred  to  defective  powers  of  reaction  in  the 
organism.  Now  we  have  already  drawn  attention  to  the  fact  that 
an  absence  of  vigorous  reaction  is  a  marked  feature  in  the  patho- 
logical picture  of  diffuse  osteomyelitis. 

In  the  case  1  report  in  the  appendix  to  this  paper  (No.  7)  the 
patient  gave  the  liistory  and  manifested  the  signs  of  an  attack  of 
post-operative  osteomyelitis  and  necrosis  affecting  the  roof  of  the 
maxillary  antrum  ten  years  previous  to  her  final  illness.  It  is 
difficult  to  explain  this  double  attack,  save  on  the  assumption  of 
some  inherent  defect  in  resisting  power. 

The  obverse  of  defective  defence  is  excessive  microbic  virulence. 
Clinically,  the  greater  liability  of  acute  sinusitis  to  induce  osteo- 
myelitis may  be  taken  as  a  point  in  favour  of  hyper  active  virulence 
as  a  cause  of  the  disease. 

The  problem  might  be  illuminated  by  an  estimation  of  tiie 
opsonic  index. 

{To  be  continued.) 


ELECTRO-DIAGNOSIS    IN    DISEASES    OF   THE   LABYRINTH.^ 

By  Dr.  E.  Junca, 

Bordeaux. 

Abridged  translation  by  Dr.  John  M.  Dakling. 

Nature  of  the  Electric  Reactions 

(1)  Auditory  Beactions. — The  cochlear  nerve  does  not  react, 
under  normal  circumstances,  to  a  galvanic  current.  If,  however, 
there  is  a  lesion  in  any  part  of  the  ear,  a  current  of  from  5  to  6 
milliamperes  may  produce  the  sensation  of  noise — "auditory 
hyper-excitability."  Faradic  stimulation  produces  no  effect  on 
sensory  nerves.  An  auditory  reaction  is  occasionally  jn-oduced, 
but  this  is  probably  due  to  stimulation  of  the  tympanic  nmscles. 

(2)  Equilibratory  Reactions.— A  galvanic  current  of  fiom  3  to  ", 
milliamperes  passing  through  the  head  from  one  ear  to  the  other 
causes  an  inclination  of  the  head  towards  the  positive  pole  and  a 
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sensation  of  vertigo.  The  labyrinth  in  pathological  conditions  may 
become  hypo-excitable  or  hyper-excitable.  Hypo-excitability  is 
shown  by  the  fact  that  the  inclination  of  the  head  cannot  be 
elicited  ("absolute  resistance  ^^),  or  only  by  very  strong  cunents 
("relative  resistance").  Hyper-excitability  takes  two  distinct 
forms — firstly,  the  "  objective  "  form,  Avhere  the  current  required 
to  produce  the  reaction  is  markedly  diminished,  or  the  amplitude  of 
the  inclination  markedly  increased ;  and,  secondly,  the  "  subjec- 
tive" form,  where  exaggerated  vertigo,  nausea,  and  vaso-motor 
phenomena  are  present. 

Technique, 

One  should  have  at  one's  disposal  a  faradic  current  (useful, 
but  not  absolutely  necessary)  and  a  galvanic  current  of  about 
35  volts,  the  intensity  of  which  is  capable  of  being  varied  from 
0  to  30  milliamperes.  One  requires  also  a  milliampere-meter,  a 
rheostat,  an  interrupter,  and  a  reverser.  For  testing  the  auditory 
reactions,  Roumaillac's  auricular  electrode  is  used,  the  instrument 
being  swathed  in  absorbent  wool  before  introduction  into  the  meatus. 
For  the  equilibratory  tests,  one  uses  small  oval  electrodes  covered 
with  a  thick  layer  of  gauze,  which  is  moistened  before  application. 
An  oi'dinary  electrode,  with  a  large  surface,  is  also  necessary.  The 
electrodes  should  be  fixed  in  position  on  the  patient's  head  with  a 
rubber  band.  The  interrupter  should  be  so  arranged  that  mani- 
pulation of  it  will  not  impart  any  motion  to  the  patient's  head,  nor 
cause  any  sound  audible  to  the  patient.  The  equilibratory  re- 
actions should  always  be  iiavestigated  first,  as  the  vestibular  appa- 
ratus is  easily  fatigued. 

(1)  Equilibratory  Reactions  to  Monopolar  Stimulation. — The 
patient  stands  with  his  feet  together.  The  auricular  electrodes 
are  placed  a  little  in  front  of  and  above  the  tragus  of  each  ear. 
They  are  fastened  in  position  with  a  rubber  band  which  also  covers 
the  eyes.  The  positive  wire  is  fixed  to  one  of  the  auricular 
electrodes  and  the  negative  to  a  large  electrode  placed  over  the 
epigastrium. 

(a)  The  closure  reaction  is  first  tested,  the  direction  and 
amplitude  of  the  head  inclination  being  noted  as  well  as  the 
strength  of  current  necessary  to  produce  the  reaction. 

(b)  The  reaction  to  current  of  constant  strength  is  next  tried. 
A  constant  current  of  the  same  strength  as  was  necessary  to 
produce  the  closure  reaction  is  passed  and  the  result  noted. 
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((■)  'J'lie  reaction  to  slowly  variablo  furrciit  i.s  next  investigaLed. 
The  eurreut  is  slowly  increased  in  strength  until  the  patient  is  on 
the  point  of  falling  or  is  unable  to  tolerate  further  increase. 

[d)  Finally,  the  opening  reaction  is  noted.  On  breaking  the 
ciu'rent,  the  patient  may  either  return  to  his  original  position  or  the 
vertigo  may  be  increased. 

The  tests  having  been  repeated  with  the  current  reversed,  the 
other  ear  is  examined  in  the  same  way. 

(2)  Equilihratory  Reactions  to  Biimlar  Stimulation. — For  these 
tests  the  positive  and  negative  wires  are  attached  one  to  each 
auricular  electrode.     The  closure  reaction  alone  is  noted. 

(3)  Auditory  Reactions. — Roumaillac^s  electrode  is  placed  in  the 
meatus  and  an  ordinar}'-  electrode  on  the  epigastrium.  'J^he  reac- 
tion to  the  faradic  current  is  first  tried,  the  current  being  gradually 
increased  in  strength.  If  a  current  wliich  produces  moderate 
contraction  of  the  facial  muscles  causes  no  auditory  sensation,  one 
passes  on  to  the  galvanic  tests.  The  galvanic  closure  reactiou  with 
positive  and  negative  electrode  is  tested  in  each  ear.  One  notes 
in  each  case  the  strength  of  current  necessary  to  produce  the 
reaction. 

Clinical  Value. 

(a)  Auditory  Reactions. — The  electrical  rt-sults  coincide  with 
those  obtained  by  acoumetric  examination.  Absence  of  electric 
excitability  associated  with  complete  loss  of  hearing  is  a  certain 
sign  of  nerve  degeuei'ation  and  indicates  a  very  grave  prognosis. 

(b)  Equilihratory  Reactions. — Absolute  resistance  indicates  with 
■certainty  functional  death  of  the  centre  of  equilibration.  Well- 
marked  relative  resistance  is  a  serious  symptom.  Variations  in 
the  side  to  which  the  head  is  inclined  seem  to  have  little  diagnostic 
significance. 

Electro-diagnostic  methods  must  always  be  combined  with  the 
ordinary  clinical  methods  of  examination. 
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DIAGNOSIS,    PROGNOSIS    AND     TREATMENT    OF    CERVICAL 
ABSCESSES    OF    AURAL    ORIGIN.i 

By  Deodaio  de  Carli. 

Translated  through  the  French  hy  J.  D.  Lithgow,  M.B.,  CM., 

F.R.C.S.E. 

Diagnosis. — Special  difficulties  arise  where  the  cervical  compli- 
cation follows  some  time  after  the  ear  symptoms  have  disappeared, 
when  the  connection  between  the  two  conditions  is  hardly  apparent. 
Superficial  adenitis  is  characterised  by  a  small  painful  tumour  of 
rapid  formation.  When  the  peri-glandular  tissue  is  involved  the 
general  condition  and  temperature  serve  to  distinguish  this  from  a 
subacute  lympho-adenitis,  where  the  fever  is  moderate  and  the 
general  condition  good.  Purulent  thrombosis  of  the  jugular  reveals 
itself  by  subcutaneous  pain,  increased  by  pressure  along  the  line  of 
the  great  vessels  of  the  neck,  and  on  palpation  the  vein  is  felt  as  a 
hard  cord.  General  pyajmic  condition  and  aural  symptoms  may 
mask  the  condition  of  the  vein.  A  peri-vascular  abscess  gives  011 
palpiition  a  resistance  along  the  anterior  border  of  the  sterno- 
mastoid,  wliich  may  in  time  show  fluctuation,  there  being  at  first 
little  alteration  in  the  skin  over  the  surface,  but  later,  as  the  pus 
forms,  the  usual  signs  show  themselves.  A  certain  diagnosis  is 
arrived  at  when,  on  gently  pressing  the  neck,  pus  is  squeezed  out 
from  the  ear  or  some  mastoid  fistula.  The  general  state  is  always 
grave  in  this  complication  and  is  another  diagnostic  sign  of  value. 
Lateral  superficial  abscesses  of  the  neck  are  easily  diagnosed,  being 
determined  by  sub-periosteal  collection  or  by  a  mastoid  fistula ; 
they  show  themselves  as  circumscribed  swellings  with  the  usual 
classical  symptoms,  rubor,  tumor,  cum  adore,  and  above  all  by  fluc- 
tuation, there  being  only  slight  fever.  Deep  cervical  abscesses 
present  great  difficulties  of  diagnosis  in  differentiating  between  the 
various  forms.  Hitherto  the  term  "  Bezold's  mastoiditis"  has 
included  all  these  varieties.  Its  diagnostic  characteristics  are  the 
raising  of  the  superior  insertion  of  the  sterno-mastoid  in  the  course 
of  a  mastoid  complication  of  otitis,  the  slow  formation  of  the  swell- 
ing, its  tendency  to  spread  downward  and  backwards,  and  the 
limitations  of  the  movement  of  the  head.  The  general  condition 
may  vary,  however.  A  certain  diagnostic  sign  is  the  issue  of  pus 
from  the  external   auditory  meatus  on  pressure  over  the  swelling. 

^  Report  of  the  Thirteenth  Congress  of  the  Italian  Society  of  Laryngology. 
Otology  and  Rhinology. 
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Tlio  collection  is  too  deep  for  iluetr.alidii  to  l)o  perceived.  Any 
confusion  between  this  condition  ;nid  nuixillarv  adenitis  sicconipanv- 
ins:  infections  of  the  external  auditory  meatus  will  be  cleared  up 
by  an  otoscopic  exaniiiuition.  Ketro-))haryiio-(.;,l  and  latci-al 
pharyno:eal  abscesses  of  otic  origin  show  tumefaction  in  these 
resfions  of  the  pharynx  and  redness  of  the  mucosa.  Dyspnoea  and 
dysphagia  are  prominent  symptoms,  wliile  palpation  and  explora- 
tory puncture  are  important  signs.  Exact  connection  between 
such  an  abscess  can  onl^'  be  distinguished  by  the  issue  of  pus 
from  the  external  auditory  canal  on  pressure  over  the  tumefac- 
tion in  the  pharynx.  Masini's  symptom,  Avhich  consists  of  lanci- 
nating pains  Avhich  radiate  from  the  ear  along  the  pharyngeal 
wall  towards  the  larynx,  provoking  painful  spasms  of  cough,  is  also 
an  indication  of  this  condition.  There  is  always  fever  and  the 
general  state  is  low.  Inter-vertebro-digastric  abscesses  of  (loris 
differ  from  the  other  varieties  by  the  localisation  of  pain  in  two 
determined  points;  the  first  where  the  great  occipital  crosses  the 
complexus  and  tlie  trapezius,  the  second  to  the  top  of  the  head,  which 
has  a  tendency  to  become  fixed  with  the  face  turned  upwards 
towards  the  diseased  site.  Trismus,  dysphagia  and  neuralgic  pains 
of  the  inferior  maxillary  also  accompany  tliis  condition,  while  fever 
and  general  depression  are  marked.  Superficial  abscesses  of  the 
neck  are  easily  diagnosed  by  objective  manifestation  of  subcuta- 
neous suppuiation,  or  they  cause  stiffness  of  the  neck.  The 
elements  for  the  diagnosis  of  cervical  abscesses  of  aural  origin  may 
be  either  presumptive  or  certain.  The  former  are  co-existing  ear 
affections,  the  frequence  of  the  cervical  involvements  in  certain 
determined  lesions  of  the  ear  (suppuration  of  the  cells  in  the  point 
of  the  mastoid,  suppurative  conditions  around  and  in  the  lateral 
sinus).  Certain  signs  are  the  issue  of  pus  from  the  ear  coming 
from  the  swelling  in  the  neck,  the  backward  and  downward  spread 
of  a  subperiosteal  abscess  of  mastoid  origin,  the  swelling  of  the 
iiisertion  of  the  sterno-mastoid  (Bezold). 

Prognosis. — The  prognosis  should  be  reserved,  even  for  the 
superficial  abscesses,  and  particularly  so  when  the  deeper  variety 
is  present.  Thrombosis  of  the  lateral  sinus  and  peri-sinus  abscesses 
call  for  a  grave  prognosis,  especially  where  the  patient's  general 
condition  is  low  owing  to  co-existing  disease  (nephritis,  diabetes, 
and  tubercle),  or  when  there  is  a  general  pyaemia.  Left  to  them- 
selves these  cervical  abscesses  tend  to  spread  towards  the  media- 
stinum, folloAviog  at  first  the  natural  ways,  secondly  the  course  of 
the   aponeurosis,  lastly  breaking    these  barriers,  sometimes   even 
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when  superficial,  and  possibly  spreading  more  deeply.  They  may 
also  spread  along  the  line  of  the  lymphatics,  and  may  even  end  in 
the  axilla  or  the  back.  Lateral  retropharyngeal  abscesses  un- 
treated may  cause  fatal  results  by  producing  oedema  of  the 
larynx,  or  spontaneously  rupturing  into  the  respiratory  passages 
in  the  upper  orifice  of  the  larynx,  and  thus  provoking  a  septic 
pneumonia. 

Treatment. — One  cannot  separate   treatment  of  the   abscesses 
from  that  of  the  ear,  which  is  the  cause  of  the  condition.    In  most 
cases  the  neck  should  be  treated  after  the  external  wall  of  the 
mastoid  has  been  removed,  or  the  radical  operation  performed.     In 
many   cases,    such    as   adenitis    and   lateral   and    retropharyngeal 
abscesses,  the  mastoid  itself  sometimes  not  being  infective,  the  tym- 
panum being  the  source  of  the  condition,  one  can  treat  these  com- 
plications without  attacking  the  mastoid  process.    At  the  start  these 
abscesses  may  be  aborted  by  simple  rest,  Avith  hot  compresses,  and 
with  antisepsis  of  the  source  of  infection.     Lympho-adenitis  can 
sometimes  be  arrested  by   a  parenchymatous    injection  of    3  per 
cent,  cai-bolic  acid,  but  if  it  goes  on  to  suppuration  it  is  essential 
to  open  the  abscess  before,  or  without,  operation  on  the  mastoid. 
In  adeno-phlegmon  early  and  free  incisions  are  necessary,  and  if 
gangrene  be  present,  cauterisation  may  be  resorted  to.     In  suppu- 
rative conditions  of  the  lateral  sinus,  or  jugular,  the  vessels  should 
first  be  opened,  having  previously  in  chronic  cases  performed  the 
radical   operation.     The   sinus  being  exposed,  a   large   peri-sinus 
collection  may  be  seen,  and  the  existence  of  a  central  thrombosis 
being  determined  one  then  passes  on  to  the  operation  in  the  neck. 
Where  there   is    a  peri-vascular    abscess    it    is    sufficient    for  the 
purpose  of  drainage  to  make  an  incision  along  the  anterior  border 
of   the  sterno-mastoid.     Should,  however,  there  be  septic   throm- 
bosis, the  vein  should  be  ligatured  below  the  thrombus.     To  reach 
the  jugular  one  makes  an  incision  in  a  line  running  from  the  angle 
of  the  lower  jaw  parallel  with  the  anterior  border  of  the  sterno- 
mastoid  in  the   direction   of  the  clavicle  ;  the  incision  should  be 
about  3  inches  long.     The  patient's  shoulders  are  raised,  the  neck 
extended,  and  the  face  turned  to  the  opposite  side.     One  incises 
successively  the  skin,  superficial  fascia,  and  determines  the  anterior 
edge  of  the  sterno-mastoid  when  the  blunt  dissector  may  be  used. 
The  vascular  bundle  is  now  seen  and  recognised  by  the  pulsation  of 
the  carotid.     The  vascular  packet  is  then  opened,  and  behind  and 
opposite   the   artery   is   found   the   vein    which   is  isolated,  and  a 
doubled  thread  is  passed  fur  the  ]Mirpose  of  ligaturing  the  vessels 


January,  1913]  Rhinology,  and  Otology.  31 

centrally,  or,  if  necessary,  also  towards  tlie  distal  end.  One  then 
outs  the  vein,  and  allows  the  pus  to  escape,  or  removes  anv  soptic 
thrombosis.  Tlie  sinus  may  then  be  attacked.  Following  this  the 
jugular  may  then  be  washed  thruug-li,  nt'ter  having  tied  the  linguo- 
facial vein.  The  wound  is  allowed  to  close  by  second  intention. 
Sometimes,  in  spite  of  this  treatment,  septic  phenonu-mi  continue 
in  the  neighbourhood  of  the  bulb  of  the  jugulnr,  which  nuist  be 
attacked  directly.  This  is  done  in  the  following  order:  The 
radical  operation  followed  by  ligature  of  the  jugular  and  exposure 
of  the  sinus  to  the  bulb.  The  mastoid  incision  is  joined  to  that  of 
the  neck,  when  the  posterior  belly  of  the  digastric  is  detached 
and  after  careful  hajmostasis,  proceeding  at  last  to  the  opening  at  the 
external  extremity  of  the  transverse  process  of  the  atlas.  With 
this  point  as  a  guide,  one  feels  with  the  finger  the  posterior  border 
of  the  jugular  foramen.  The  soft  tissues  ai-e  then  detached,  the 
vertebral  artery  being  avoided  by  not  going-  too  far  back  in  the 
neck.  With  bone  forceps  the  bulb  of  the  jugular  is  freely  exposed 
without  having  approached  nearer  than  half  an  inch  to  the  facial 
nerve.  The  bulb  being  exposed  one  isolates  the  vein  in  the  neck 
to  the  point  previously  ligatured,  taking  care  not  to  wound  the 
hypoglossal  nerve.  The  last  stage  of  the  operation  consists  in 
incision  of  the  vein  and  ligature  of  the  sinus  ;  one  can  remove  the 
diseased  vessel  if  necessary.  Panse  recommends  the  preparatory 
opening  of  the  Fallopian  canal  and  the  temporary  retraction  of 
the  facial  nerve. 

Superficial  cervical  abscesses  may  be  opened  by  simple  skin 
incision.  If  these  are  not  too  deep  it  suffices  to  prolong  the  mastoid 
incision  somewhat  downwards.  Deep  sub-mastoid  cervical  abscesses 
require  the  removal  of  the  tip,  when  one  can  usually  see  the  fistula 
through  which  the  pus  reaches  the  neck.  The  depth  of  the  abscess 
cavity  being  carefully  determined  by  probing,  the  mastoid  incision 
may  be  prolonged  downwards,  but,  should  the  depth  be  found  too 
great  to  make  this  advisable,  a  separate  counter-opening  along  the 
anterior  border  of  the  sterno-mastoid  is  called  for.  If  the  incisions 
have  been  efficient  the  case  rapidly  improves. 

Lateral  pharyngeal  abscesses  may  be  caused  by  the  spread  of 
abscesses  from  the  neck  or  may  extend  from  the  tympanum  by  way 
of  the  tube.  In  the  first  case  it  is  necessary  to  avoid  opening  of 
the  abscesses  by  the  natural  route  to  avoid  recurrences,  and  in  the 
second  place  in  this  variety  of  abscess  the  vascular  packet  is 
pressed  towards  the  interior.  The  external  route  with  the  two 
methods  pre-  and  retro-mastoid  remains,  then,  the  precise  indica- 
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tion.  The  first  consists  in  an  incision  along  the  lateral  border  of 
the  muscle  down  to  the  aponeurosis  followed  by  blunt  dissection 
past  the  gre.it  vessels  when  the  infiltrated  or  purulent  peri- 
pharyngeal cellular  tissue  is  reached.  The  wound  is  dressed  and 
allowed  to  heal  by  second  intention. 

The  retro-niastoid  route  is  easier.  One  makes  a  cutaneous 
incision  about  two  inches  along  the  posterior  border  two  fingers' 
breadth  below  the  tip  of  the  mastoid  process,  incising  the  apo- 
neurosis and  retracting  outwards  the  muscles  and  great  vessels, 
iind  then  proceeding  similarly  as  before.  If  the  lateral  pharyngeal 
abscess  is  of  tubular  origin  drainage  by  the  natural  route  will  be 
found  sufficient.  An  exploratory  puncture  may  be  made  of  the 
•cavity  and  then  a  free  incision  of  the  mucosa  from  above  down- 
wards. This  same  technique  serves  for  the  treatment  of  inter- 
vertebro-digastric  abscesses  of  Goris.  Retro-pharyngeal  abscesses 
may  be  opened  through  the  mouth  without  anaesthesia,  the  patient, 
usually  a  child,  sitting  on  the  knees  of  the  nurse  as  if  for  adenotomy 
in  the  upright  position.  A  month  gag  and  a  tongue  depressor 
beino-  employed,  a  free  incision  about  half  nninch  in  length  is  made 
over  the  prominent  part  of  the  swelling  from  below  upwards. 
The  instant  the  incision  is  made  the  patient's  head  is  bent  forwards 
to  avoid  the  inhalation  of  the  pus  which  pours  out.  These  abscesses, 
being  of  lymphatic  origin,  do  not  require  the  external  incision.  A 
sub-occipital  abscess  can  be  opened  by  an  incision  through  the 
thickness  of  the  neck  down  to  the  bone.  Abscesses  of  the  neck 
should  be  treated  according  to  the  general  surgical  principle  of 
effecting  the  most  easy  drainage. 
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Heproveil  that  the  lower  fibres  (f  uudifonn  plexus)  of  the  cricoul- pharyngeal 
(lower  consti-ictoi-)  muscle  form  a  rins^' round  the  posterior  and  upptn-  part 
of  the  CEsophai,'us,  which  he  calls  "  the  lip  of  the  mouth."  He  proved  and 
demonstrated  that  tliis  mouth  is,  in  a  way,  similar  to  the  cardiac  orifice, 
that  it  can  be  opened  or  closed,  and  is  generally  in  a  state  of  tonic  con- 
traction. This  is  the  spot  where,  on  passing  a  bougie,  we  often  find  a 
resistance,  more  or  less  marked,  where  foreign  bodies  frequently  lodge, 
where  we  find  the  opening  of  the  oesophageal  pouch  ;  it  is  often  the  seat 
of  cancer,  and  is  naturally  the  spot  where  we  should  expect  a  traumatic 
lesion,  from  the  passing  of  hard  or  irritating  food.  There  is  no  doul)t 
that  we  can  get  spasm  (reflex  or  direct)  of  the  mouth  of  the  oesophagus, 
just  as  we  get  spasm  of  the  cardiac  orifice,  generally  of  a  more  or  less 
painful  nature.  We  have  all  of  us  frequently  seen  cases  of  painful  spasm 
of  this  region,  which  was  probably  due  to  a  local  ulcer  or  fissure,  and 
which  have  lasted  for  mouths,  even  years,  and  have  been  permanently 
cured  by  the  use  of  olive-shaped  bougies.  Often  there  was  blood  on  the 
bougie,  and  we  then  suspected  cancer  or  a  syphilitic  or  tuberculous 
lesion. 

Iliad  noticed  that  the  majority  of  these  cases  which  cameuuder  my  notice 
were  women  of  thirty  to  fifty  years  of  age,  aud  that  they  often  also  had 
di-y  catarrh  of  the  pharynx.  I  have  only  been  able  to  follow  up  two  cases, 
which  had  been  carefully  aud  frequently  examined  with  the  oesophago- 
scope.  Some  patients  refuse  to  be  so  examined,  or  at  least  more  than 
once.     Some  are  most  difficult  to  examine. 

Case  1. — Mrs.  P — — ,  aged  thirty,  saw  me  in  August,  1911.  Difficulty 
in  swallowing  for  three  or  four  years.  There  is  not  always  much  pain,  but 
it  is  sometimes  very  severe.  She  has  a  dry  feeling  in  the  throat  and  nose, 
and  has  Ijeen  hoarse  for  two  or  three  mouths  at  a  time.  There  was  slight 
dry  catarrh  of  the  nose,  pharynx,  and  larynx,  with  a  few  crusts.  On 
examination  with  the  oesophagoscope,  I  could  distinctly  see  a  small  ulcer 
(fissure),  partly  covered  with  granulations.  Ten  per  cent,  argent,  nit. 
was  applied.  In  November  I  saw  the  patient  again.  She  had  been  able 
to  swallow  very  much  better,  but  sometimes  solids  Avould  not  pass.  I 
again  examined  her,  and  found  that  the  ulcer  was  distinctly  smaller,  and 
the  bougie  could  be  passed  Avith  greater  ease.  On  December  •24th  the 
ulcer  was  only  just  visible.  She  can  now  swallow  fairly  well.  She  com- 
plains of  the  accumulation  of  wind  "  below  the  windpipe  " — a  common 
symptom,  which  is  evidently  due  to  spasm  of  the  mouth  of  the  cesophagus. 
I  saw  her  again  on  July  22nd,  1912.  She  is  perfectly  well  aud  can  swallow 
anything. 

Case  2. — Mrs.  H ,  aged  fifty-five.  She  had  not  been  able  to  swallow 

well  for  three  years.  Often  had  much  pain,  which  varied.  A  small  ulcer  was 
seen  at  the  mouth  of  the  oesophagus.  Bougies  were  passed  six  times,  and 
the  dysphagia  disappeared.  On  April  1,  1909,  tlie  oesophagoscope  was 
passed  ;  there  was  no  fissure  visible.  The  patient  can  now  swallow  per- 
fectly well.  She  called  again,  February,  1912.  Has  had  dysphagia  for 
two  or  three  months.  A  small  ulcer  was  again  visible.  Bougies  were 
passed  three  times.  There  was  slight  atrophic  catarrh  of  the  pharynx. 
Mai'ch  1,  no  fissure  whatever. 

In  my  opinion  these  have  been  cases  of  fissure  of  the  mouth  of  the 
oesophagus  similar  to  those  recorded  cases  of  fissure  of  the  cardiac  orifice. 
Possibly  the  dry  catarrh  of  the  hypopharynx  may  have  been  a  predisposing 
cause,  (>r  possibly  there  may  have  been  a  small  foreign  body  embedded  in 
the  mouth  of  the  cesophagus.     (Several  other  cases  were  narrated.) 

Personally   I  think   that  nou-malignant  ulcers  and    fissures    of   the 

o 
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mouth  of  the  oesophagus  are  not  uucommon,  and  that  they  are  possibly 
in  some  way  connected  with  dry  catarrh  of  the  pharynx. 

Syphilis  as  a  Cause  of  (Esophageal  Stenosis— Walker  Downie, 
M.B.,  F.R.F.P.S.Glas. — As  a  cause  of  stenosis  of  the  gullet  syphilis 
appears  to  be  systematically  ignored.  In  my  experience  syphilis  is  rarely 
considered  as  a  probable  cause  during  the  investigation  of  cases  of 
oesophageal  trouble,  and  many  practitioners,  I  find,  believe  that  the  gullet 
is  never  the  seat  of  a  syphilitic  lesion. 

Dr.  John  M'Crae,  iii  Osier's  "  System  of  Medicine,"  says  that  "  many 
authors  deny  that  syphilis  of  the  oesophagus  occurs  ;  this  can  scarcely  be 
true,  but  the  condition  is  certainly  veiy  rare.  The  cases  described,"  he 
says,  "  rest  mainly  upon  therapeutic  evidence,  namely,  that  after  anti- 
syphilitic  treatment  the  apparent  stenosis  of  the  oesophagus  had 
disappeared." 

In  mv  opinion  there  is  no  doubt  about  syphilis  being  the  cause  of 
stenosis  of  the  gullet  in  a  fair  proportion  of  cases ;  and,  further,  I  think 
that  that  structure  is  affected  by  syphilis  much  more  frequently  than  is 
generally  supposed.  I  have  long  held  this  opinion,  and  have  had  the 
opportunity  of  demonstrating  cases  of  this  nature  on  several  occasions. 

Recently  I  published  a  paper  under  the  title  of  "  Eemarks  based  on 
the  Analysis  of  100  Consecutive  Cases  of  Stricture  of  the  Gullet."  In 
that  series  11  cases  were  due  to  a  lesion  caused  by  syphilis.  Syphilis  of 
the  gullet  is  chiefly  met  with  in  women.  Of  the  11  cases  which  occurred 
amongst  the  100  cases  just  referred  to  9  were  in  women,  and  as  there 
were  63  women  in  the  100  cases,  we  have  syphilis  as  the  determining 
cause  of  the  stenosis  in  a  fraction  over  14  per  cent.  A  married  woman 
who  has  had  the  misfortune  to  be  syphilised  by  her  husband  has  neither 
knowledge  nor  suspicion  of  the  nature  of  the  illness,  and  too  often  she 
considers  it  to  be  a  concomitant  part  of  the  married  state.  For  these 
reasons  she  does  not  seek  treatment  until  her  system  is  deeply  saturated 
with  the  disease,  and  her  health  has  become  seriously  impaired.  The 
absence  of  appropriate  treatment  in  the  early  stages  I  believe  to  be  one 
of  the  chief  reasons  explanatoiy  of  the  fact  that  cases  of  syphilitic 
stenosis  of  the  gullet  occur  so  much  more  frequently  in  women  than 
in  men. 

The  patient  with  syphilitic  oesophageal  stricture  frequently  has 
fissures  at  the  angles  of  the  mouth,  which  she  will  probably  tell  you  have 
been  there  for  months  or  years,  and  these  fissures  are  usually  accompanied 
by  a  chronic  superficial  glossitis,  with  recurring  attacks  of  sore  mouth, 
indicative  of  increased  activity  at  intervals  in  the  inflammatory  process  as 
it  afi:ects  the  tongue. 

In  these  cases  there  is  the  further  story  of  difficulty  in  swallowing, 
sometimes  painful,  though  usually  devoid  of  pain,  and  this  difficulty  is 
accompanied  l)y  a  slow,  but  steadily  progressive,  emaciation,  and  later  by 
considerable  physical  exhaustion.  In  my  experience  scars  in  the  fauces 
and  pharynx,  and  other  structural  losses  in  the  palate,  fauces,  phai'vnx, 
or  in  the  nose,  caused  by  syphilis,  are  but  rarely  met  with  in  cases 
where  stenosis  of  the  gullet  is  present.  The  diagnosis  may  be  further 
confirmed  in  some  instances  by  employing  Wassermanu's  method  of 
testing  the  blood  for  syphilis. 

Direct  examination  by  means  of  the  oesophagoscope,  while  it  enables 
one  to  make  a  careful  inspectioii  of  the  infected  area  and  to  ol)tain 
information  regarding  the  condition  of  the  mucous  membrane  in  the 
neighbourhood    of    tlie    stricture,  is    not    of    any  gi'eat    service    in    the 
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(litlV'r.'iitiatioii  between  the  stricture  resulting;  from  sypliilis  and  a  filn-oiis 
or  cioatrit-ial  strieture  from  any  other  cause. 

In  the  early  sta^^'e  we  may  have,  as  Dr.  Kaliler  lias  said,  a,  deep  lividity 
of  a  limited  area,  and  there  may  be  a  yellowish  coloration  of  the  moulli 
surroundin<4'  the  dull  red  area. 

As  illustrative  of  syphilis  as  a  cause  of  serious  stricture  of  the  tjullet, 
particul  irs  of  one  case  were  rehitod  in  detail. 

The  lidy,  a^vd  thirty-three,  complained  of  difficulty  in  s\vallowin^^ 
This  she  had  suffered  from  for  between  four  and  five  years,  during  which 
time  she  had  never  been  free  ivom  pain  during  the  act  of  swallowing,  and 
she  hatl  difficulty  in  the  taking  of  Huids  as  well  as  of  solids.  She  had 
been  married  for  nine  years,  and  her  first  pregnancy  had  terminated  in 
a  miscarriage. 

She  was  anaemic  in  appearance,  with  a  tinge  of  yellow  in  the  skin, 
and  she  weighed  7  st.  2  lb.  only  when  fully  dressed.  She  had  fissures 
at  the  angles  of  her  mouth,  with  a  glazed  and  tender  tongue,  indicating  a 
superficial  glossitis. 

On  examining  the  gullet  with  a  bougie  a  stricture  was  discovered  at  a 
distance  of  7i  inches  from  the  upper  gum,  through  which,  with  gentle 
pressure,  a  No.  7  bougie  was  passed.  Treatment  Avas  prescribed,  luider 
which  she  improved  satisfactorily.    A  later  attack  followed  in  three  years. 

Slie  was  then  placed  in  a  nursing  home,  where  the  treatment  con- 
sisted of  vigorous  inunction  with  mercurial  ointment,  the  administration 
of  potassium  iodide,  combined  with  pepsin,  regular  and  progressive 
dilatation  of  the  stricture  by  the  passage  of  bougies,  and  feeding  by 
stomach-tube  and  otherwise. 

At  the  end  of  three  months  she  gained  1  st.  12  lb.  in  weight,  and 
in  general  appearance  she  was  marvellously  improved.  And  now,  after 
a  lapse  of  close  on  three  years,  she  is  exceedingly  comfortable  and  in 
good  health. 

Dr.  Williain:  Hill  (London)  was  not  convinced  that  Dr.  Downie's 
claim  of  having  observed  11  cases  of  syphilitic  contractions  of  the 
gullet  out  of  a  total  of  102  patients  diagnosed  as  oesophageal  stricture 
could  be  accepted  as  a  conckisive  record.  Most  of  the  cases  came 
under  observation  many  years  ago,  when  Dr.  Downie,  in  common  with 
others  in  this  country,  had  not  realised  the  practicability  of  Mikulicz's 
method  of  oesophag-oscopy.  In  over  180  cases  of  gullet  disease, 
excluding  foreign  bodies,  examined  by  endoscopy  and  radioscopy,  he 
(Dr.  Hill)  had  only  observed  one  undoubted  case  of  syphilis — a  gumma 
on  the  deep  pharynx  involving  the  mouth  of  the  gullet.  Gruisez  had 
only  seen  one  syphilitic  stricture  in  over  800  gullet  cases,  and  unequivocal 
records  of  such  instances,  verified  either  post  mortem  or  by  modern 
methods,  were  extremely  scanty.  He  hoped  Dr.  Downie  would  see  liis 
way  to  demonstrate  the  condition  with  the  oesophagoscope  in  one  or  two 
patients  before  one  of  the  laryngological  societies  at  an  early  date.  It 
would  be  interesting  to  know"  in  how  many  of  these  alleged  syphilitic 
strictures  the  lesion  was  behind  the  cricoid  plate,  and  therefore  not,  strictly 
speaking,  oesophageal. 

Discussion    on    the    Treatment     of    Chronic     Suppurative 

Ethmoiditis. 

Opening  Papers. 
I.— Prof.  L.  Hajek  (Vienna) .—For  the  purpose  of  classification  we 
may  put  down  the  following  groups  of  chronic  suppurative  ethmoxditis: 
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I.  Chronic  suppurative  inflammation,  with  marked  hyperplasia  of 
the  tissue. 

II.  Chronic  suppurative  inflammation  of  the  ethmoid,  with  hyper- 
plasia onlv  in  restricted  areas,  but  with  extensive  atrophy  (ozseua— 
IJfEeuorde,'(l)  Hajek  (2)). 

III.  Secondary  suppurative  processes  of  the  ethmoid  consequent 
upon  constitutional  disease  (syphilis,  tuberculosis,  and  malign  neo- 
plasms) . 

I. 

The  cases  belonging  to  Group  I  show  either  (a)  that  the  hyperplasia 
predominates  in  the  clinical  picture,  whilst  the  suppuration  is  circum- 
scribed, often  even  latent  and  restricted  to  a  few  cells  ;  or  (h)  that  the 
suppuration  predominates  in  the  clinical  picture,  (a)  These  cases  are 
represented  by  chronic  polypus  formation  of  the  ethmoid ;  the  treatment 
is  therefore  coincident  with  the  problem  of  treatment  of  chronic 
polyposis. 

There  are  undoiabtedly  cases  of  circumscribed  polypus-formation 
which  do  not  retvirn  after  removal  even  without  resection  of  the  osseous 
basis ;  this  is  the  best  proof  that  polypi  originate  from  the  super- 
ficial inflamed  mucous  membrane.  We  see  very  often  after  endo-nasal 
operations,  that  the  mucous  membrane  produces  "  acute  "  polypi.  These 
disappear  after  the  irritation  has  subsided.  Polypi  forming  around  a 
foreign  body  do  not  return,  as  a  rule,  if  they  are  removed  together  with 
the  foreign  body.  All  these  facts  are  instances  of  superficial  inflamma- 
tion of  the  mucous  membrane  of  the  ethmoid  region. 

In  the  majority  of  cases  with  nasal  polypi  we  see  recurrences  after  a 
while,  and  the  therapeutic  methods  depend  upon  the  causes  in  the 
reappearance  of  polypi. 

According  to  my  experience,  as  recorded  (Hajek  (3)),  recurrence  of 
polypi  may  have  one  of  the  following  possible  causes  : 

(a)  In  the  course  of  operation  not  all  polypi  are  removed,  and  the 
individual  polvpi  are  not  removed  together  with  their  base  (Zuckei*- 
kandl(4)). 

(h)  In  many  cases  the  empyema,  which  gives  the  inflammatory  basis 
for  the  formation  of  polypi,  is  overlooked  (G-riiuwald  (5)). 

(c)  The  bone,  or  the  medulla,  which  with  the  polypi  are  intimately 
connected,  is  also  diseased  (Woakes  (6)),  and  new  polypi  come  out  of 
the  cellular  infiltrate  of  the  medullary  spaces. 

(d)  Continual  polyposis  of  the  nasal  cavity  can  be  produced  by  recur- 
rences arising  from  the  maxillary  sinus  (Hajek  (7)). 

It  is  clear  that  we  cannot  remove  in  tofo  with  our  usual  methods  all  tlie 
polypi  whicli  originate  from  the  depths  of  the  middle  nasal  canal,  from 
the  hiatus,  the  infundibulum,  or  the  depths  of  the  upper  nasal  canal 
(Zuckerkaudl).  We  only  amputate  them  at  various  distances  from  their 
base.  Very  often  a  consideral)le  portion  of  diseased  nuicosa  remains, 
producing  new  polypi.  But  we  see  daily  that  recurrences  stop  if  we 
resect  the  middle  turbinate,  and  thus  can  approach  the  base  of  the  polypi 
and  remove  them  in  toto. 

Since  Griinwald  (5)  has  pointed  out  that  an  empyema  of  an  accessory 
sinus  is  often  the  primary  cause  of  polypi,  we  can  observe  that  in 
many  cases  recurrences  of  polypi  can  be  prevented  by  proper  drainage  or 
cure  of  empyema.  I  cannot  accept  Griinwald's  opinion  that  the  majority 
of  polypi  are  caused   by  suppuration   of  accessory  sinuses.     The  thii'd 
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reason  for  routiiiual   recurrence  is   the  diseased  condition   oi    tlie   li,,nc 
itself,  which  is  present  in  inveterate  cases  of  polyposis. 

As  res^ards  the  nature  of  tliis  disease  of  the  l)ones,  there  are  two  opiiii(  nis 
opposed  to  eacli  other  as  regards  this  prol)leni.  T\\v  one  was  foriinilat.'d 
some  time  ago  by  Woakes  ((5),  who  ex})ressed  his  belief  in  the  primary 
disease  of  the  ethmoid  bones.  Zuckerkandl  (8)  and  myself  (Haiek  (9))  do 
not  agree  \vith  it,  whilst  the  English  surgeons — at  least,  as  far  as  I  can 
judge  from  the  TniHsacfions  of  the  Lomlon  Laryngological  Society — still 
adhere  to  this  opinion  (Lambert  Lack  (10)),  whilst  other  authors  (Spen- 
cer (11),  H.  Tilley  (12),  StClair  Thomson  (13))  doubt  the  primary 
disease  of  the  bones.  Investigations  by  Zuckerkandl  and  mvself,  after- 
wards corroborated  in  the  main  points  by  Cordes  (15)  and  Utl'enorde  (1), 
have  shown  that  the  inflammation  starts  in  the  most  superficial  strata  of 
the  mucosa,  that  it  goes  deeper  and  deeper  in  older  cases.  Later  on  it 
affects  periosteum,  and  causes  partly  the  formation  of  new  bone  (osteo- 
phytes) in  the  periosteum,  partly  rarefying  osteitis.  My  investigations, 
furthermore,  have  shown  that  the  inflammation,  spreading  into  the 
depths,  also  extends  into  the  medullary  spaces  of  the  ethmoid  bone, 
which  is  markedly  spongy,  and  tills  them  with  cellular  infiltration.  The 
changes  in  the  bone  and  the  medullary  spaces  are  therefore  secondary, 
not  primary.  The  main  consequence  of  these  changes  is  the  indubitable 
fact  that  in  inveterate  polypus  formation  concomitant  disease  of  the 
bone  is  the  rule.  There  are  present  either  periostitic  irritations  or 
inflammatory  infiltration  of  the  medullary  spaces,  which  favour  the 
return  of  polypi.  It  is  therefore  only  logical  to  remove  in  such  cases  the 
soft  tissues  together  with  their  bony  basis. 

The  mucous  covering  of  the  ethmoid  bone  extends  without  interrup- 
tion into  the  interior  of  this  bone,  and  in  well-marked  polypi  formation, 
the  interior  covering  participates  just  like  the  nasal  mucosa  in  the  pro- 
duction of  polypi  (myxomatosis  interna — Bosworth) .  Even  if  the  osseous 
base  is  not  yet  diseased,  we  must  remove  in  such  a  case  the  osseous 
fundament  of  the  ethmoid  labyrinth,  for  it  is  not  possible  otherwise  to 
remove  thoroughly  the  polypi  from  the  interior  of  the  ethmoid  cells. 

I  have  oliserved  (7)  and  puldished  a  unique  case  in  wdiich  continually 
relapsing  polypi  originated  in  the  maxillary  sinus,  whence  they  came 
into  the  nasal  cavity  through  the  ost.  maxillare.  The  case  was  cured  by 
opening  widely  the  maxillary  sinus  and  removing  the  mucosa  of  this  sinus 
radically. 

In  tiie  majority  of  cases  endo-nasal  operation  with  cocaine  anaesthesia 
is  the  rule.     Exceptions  will  be  mentioned  hereafter. 

The  bulk  of  the  polypus  is  removed  by  means  of  a  snare  or  forceps 
with  a  good  grip.  Polypi  should  be  "  evulsed  "  by  the  snare,  for  evul- 
sion is  much  more  effective  than  cutting  w'ith  the  snare.  Polypi  with  a 
bi-oad  base  are  best  removed  by  evulsion  with  Luc's  forceps. 

A  latent  empyema  of  the  ethmoid  often  becomes  manifest  through 
evulsion  ;  for  if  the  polypus,  which  blocks  the  openings  of  the  ethmoid 
cells,  is  removed  together  with  its  attachment,  the  cells  can  now  drain, 
and  the  empyema,  formerly  closed,  is  now  open.  Such  observations  prove 
that  the  methods  adopted  against  an  uncomplicated  simple  polyposis 
cannot  be  separated  from  those  used  in  cases  complicated  by  chronic 
supjni.ation. 

Some  surgeons  recommend  galvanic  cauterisation  of  the  roots  of  the 
polypus  after  removal  of  the  polypi  in  order  to  pi-event  a  recurrence. 
This  method  cannot  be  endorsed — first,  because  it  does  not  j)revent 
a   recurrence,    and,   secondly,  the  reaction   set  up  by   the  cauterisation 
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can  become  excessive  and  produce  dangerous  complications.  It  is 
best  to  wait  a  few  days  after  a  polypus  operation,  until  the  reaction  sub- 
sides, before  another  surgical  interference  takes  place. 

The  operations  are  repeated  until  all  visible  polypi  have  been  removed. 
All  procedures  for  the  removal  of  polypi  are  only  an  introduction  to  the 
treatment  proper,  nothing  more. 

Eepeated  examinations  by  means  of  thorough  cocainisation  of  the 
nasal  canals  will  show  whether  any  nests  of  polypi  are  present  in  the 
middle  or  upper  meatus.  In  the  case  of  recurring  polypi  one  can  be  sure 
that  the  polypoid  degeuei-ation  is  not  restricted  to  the  superficial  mvicosa, 
and  that  an  extensive  removal  of  the  site  of  attachment  of  the  polypi, 
often  together  with  the  osseous  base,  is  indicated. 

Mostly  it  is  necessary  to  remove  the  middle  turbinal  in  order  to  gain 
access  to'  the  whole  ethmoidal  mucous  lining.  One  is  often  surprised  at 
the  extensive  degeneration  of  the  mucous  lining,  which  extends  into  the 
ethmoidal  ostia  and  the  depths  of  the  cells  of  the  infundibulum,  and  which 
one  would  not  have  expected  before  removal  of  the  middle  turbinated 
bone. 

As  regards  the  extent  of  the  removal  of  ethmoid  bone,  with  the 
exception  of  the  lamina  papyracea  and  the  lamina  criln-osa  each  indivi- 
dual case  must  be  considered  separately.  Also  that  part  of  the  medial 
ethmoidal  wall  above  the  line  of  attachment  of  the  middle  turbinal  should 
escape  removal  as  far  as  possible,  and  should  not  be  taken  away  high  up. 
As  regards  the  method  advisable  the  following  may  be  said :  -It  is 
most  important  to  cocainise  Avell,  care  being  taken  to  have  adrenalin 
added.  As  much  as  possible  should  be  removed  in  one  sitting,  absolute 
orientation  during  operation  being  a  conditio  sine  qua  non.  This  last 
sentence  is  one  of  the  most  important  leading  ideas  of  any  iutra-nasal 
ethmoid  operation.  Further  important  conditions  are:  Quiet  position  of 
the  patient  owing  to  good  cocainisation  ;  then  absence  of  hsemurrhage 
which,  starting  early,  seriously  interferes  with  the  view  of  the  field  of 
operation.  I  cannot  consent  to  the  demand  that  all  should  be  removed 
at  one  sitting.  Such  a  method,  excluding  all  individualising  treatment, 
is  fraught  with  danger  to  the  patient. 

The  obstacles  w^hich  prevent  our  surgical  interference  based  on  the 
principles  sketched  may  be  of  a  twofold  kind  :  (1)  General ;  (2)  local  or 
individual.  To  the  first  group  belong  diseases  which  per  se  prohibit  or 
restrict  all  surgical  interference.  A  local  obstacle  may  be  given  by 
insufiicient  accessibility  due  to  a  deviated  septum  or  a  spine.  In  that 
case  the  deviation  must  be  corrected  previously.  An  individual  obstacle 
is,  for  instance,  the  liability  to  fits  and  collapse.  Here  the  operation 
should  be  done  under  general  ausesthesia,  in  spite  of  the  increased 
difficulty.  It  is  often  necessary  for  a  longer  interval  between  the  sittings, 
so  that  the  reaction  caused  by  one  operation  may  subside  before  the  next 
is  done.  Such  treatment  lasts,  therefore,  for  weeks  and  months;  yes,  even 
after  years  slight  recurrences  may  take  place,  but  these  are  generally 
removed  in  a  short  time.  But  it  is  important  to  state  that,  altliough  the 
treatment  necessitates  often  many  operations,  and  requires  a  good  deal 
of  patience  and  time  both  on  the  side  of  the  surgeon  and  the  patient,  all 
cases  can  be  cured  finally. 

This  tedious  treatment  of  inveterate  polypi  explains  why  a  more  radical 
metlw^d,  effected  in  one  sitting,  is  sought  after.  As  far  as  I  know 
the  famous  laryngologist,  Lambert  Lack  (10),  already  ten  years  ago 
favoured  such  a  method.  But  I  do  not  believe  that  he  has  foiuid  many 
followers,  for  the  following  reasons  :  The  operation  is  much  more  difficult 
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miller  i^euonil  Mian  under  local  aiutsthesia ;  the  patient  eannot  aid  us  in 
elfariuir  the  nose;  the  most  important  point— tlie  possilulity  of  exact 
orientation  mentioned  before -is  not  guaranteed,  for  even  a  profuse 
haMuorrhao-e  cannot  stop  the  operation,  since  all  must  be  removed  in  one 
sittiiii^.  One  should  stiictly  adluu-e  t  >  the  princi[)le  of  removint(  rather 
too  little  than  too  much,  for  if  orientation  is  not  perfect,  one  has  alwavs 
to  face  the  necessity  of  a  later  operation.  In  general  anaesthesia  one  l/as 
the  tendency  to  violate  this  principle  and  remove  all  disease  at  once  if 
possible.  This  I  believe  to  be  a  procedure  that  might  make  the  opera- 
tion a  very  dangerous  one. 

{To  he  continved.) 
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Discussion— The  Standardisation  of  Tone  in  Voice  Production. 

The  Need  of  a  Standard  in  Voice-production. — Mr.  William 
J.  Henderson  (New  York)  (Musical  Critic,  Neiv  York  Sun).— The 
whole  foundation  of  the  so-called  "Italian  method"  was  laid  as  early  as 
1618  A. p.  Tiie  codification  of  its  laws  was  completed  in  the  course  of 
the  seventeenth  century,  and  when  the  great  schools  of  that  time  were 
sending  out  such  famous  singers  as  Farinelli,  Caffarelli,  Cuzzoui,  and 
Faustina,  everything  was  known  about  singing  that  is  known  now— 
except  the  physiological  laws,  of  which  iiotliiug  whatever  had  been  dis- 
covered. Ill  the  early  part  of  the  eighteenth  century,  the  empirical 
method  of  instruction  was  the  only  basis  of  vocal  art.  Its  prime  requisite 
was  to  allow  the  voice  to  flow  freely,  without  nasality,  and  without  throat 
constriction.  This  was  taught  by  example,  and  by  helping  the  pupil  to 
acquire  mental  conceptions  of  the  required  tone.  The  pupil  was  taught 
that  perfect  freedom  was  the  most  important  thing  to  be  accomplished — 
that  he  must  not  let  his  throat  or  nose  interfere.  In  other  words,  he 
must  not  shut  off  any  of  his  resonance  chambers,  or  exert  any  muscular 
effort  antagonistic  to  a  perfectly  normal  condition  of  the  organs. 

The  empirical,  psychological  or  suggestive  method  of  teaching  was 
the  exclusive  l)asis  of  Vocal  art  up  to  the  time  when  physicians  began  to 
publish  descriptions  of  the  tone-forming  organs.  While  for  some 
centuries  the  psychological  or  suggestive  method  of  teaching  was  the  only 
one  in  use,  there  has  not  been  a  time  when  the  scientitic  or  physiological 
basis  has  been  exclusive,  and  it  prol)ably  never  will  be.  It  must  be 
agreed  that  an  accurate  and  informing  terminology  is  a  first  desideratimx 
of  knowledge.  It  is  here  that  the  chasm  between  the  teadier  and  the 
phvsicist  remains  as  wide  as  it  was  in  the  beginning.  The  apparent 
intricacy  of  the  physiology  of  the  organs  of  tone  has  alaniied  many 
teachers,  who,  after  looking  up    some    of   the  simpler   treatises  on  the 
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"hygiene  of  the  voice,"'  have  gathered  a  few  uncertain  ideas  which  they 
have^forthwith  endeavoured  to  apply  to  practice.  They  have' struggled 
vainlv  to  reconcile  their  construction  of  the  meaning  of  the  iime-honoured 
figurative  terminology  of  their  profession  with  physiological  theories. 
Errors  in  teaching  result.  Failures  in  modern  teaching,  and  confusion 
in  vocal  terminology  are  largely  due  to  Avant  of  oi-ganic  union  between 
the  psychology  and  physiology  of  voice-teaching.  The  desired  result  is 
to  be  obtained  by  a  closer  community  of  knowledge  between  teachers  and 
throat-specialists.  The  new  pedagogy  of  the  vocal  art  would  thus  be 
founded  on  sound  psychological  and  physiological  principles.  A  general 
and  authoritative  science  would  be  built  up,  which  critics  would  have  to 
learn  in  order  that  public  attention  be  rightly  directed. 

The  Result  of  Eighteen  Years  of  Research  Work  in  Voice- 
production  and  Voice-analysis. — William  Hallock  (Prof.  Physics, 
Columbia  University,  New  York,  N.Y.)  and  Floyd  Muckey,  M.D. 
(New  Yoi-k,  N.Y.). — Voice-production  is  simply  the  production  of  air- 
waves, and  is  subject  to  the  mechanical  laws  which  govern  this.  The 
voice  is  a  complex  tone — i.  e.  it  is  composed  of  several  tones  varying  in 
pitch  and  intensity.  These  are  called  the  partial  tones,  or  the  funda- 
mental and  overtones.  In  the  analysis  of  the  voice  the  Helmholz 
spherical  resonators  and  a  modified  form  of  the  Koenig  manometric 
capsule  were  employed,  together  with  a  method  devised  by  the  authors, 
of  photographing  the  motion  of  the  manometric  flames. 

Experiments  were  made  to  determine:  (1)  What  determines  the 
length  of  the  wave  or  the  pitch  of  the  tone;  (2)  the  height  of  tlie  Avave 
or  the  intensity  and  carrying  power  of  the  tone ;  (3)  the  cjuality  of  the 
tone  or  the  number  and  relative  intensity  of  partial  tones.  An  exhaustive 
examination  of  the  whole  range  of  musical  instruments  reveals  the  fact 
tliat  only  tlie  characteristics  of  string  instruments  will  satisfy  the  con- 
ditions involved  in  the  vocal  mechanism.  The  pitch  of  the  fundamental 
tone  is  determined  by  the  length,  weight  and  tension  of  tlie  vibrating 
cord.  The  larynx  is  the  pitch  mechanism,  having  all  the  means  of 
controlling  the  three  factors  which  determine  the  pitch  of  the  string — 
length,  tension,  and  weight.  Actual  analysis  shows  the  over-tones  of  the 
vocal  cords  to  belong  to  a  series  of  a  string,  and  not  to  that  of  a  reed, 
plate  or  membrane  The  height  of  the  wave,  or  the  intensity  and 
carrying  power,  is  controlled  b}^  the  extent  of  the  swing  of  the  cord  and 
resonance,  the  latter  being  the  more  important.  Increased  swing  of  the 
cord  is  brought  about  by  increased  breath  or  pressure,  and  hence  the 
expenditure  of  energy.  The  full  use  of  resonance  can  be  attained  by 
absolute  lack  of  effort. 

The  setiology  of  quality  is  dependent  upon  segmentation  of  the 
vocal  cords  iind  resonance.  A  "  pure  tone"  is  one  which  is  produced  by 
one  single  rate  of  vibratioi),  as  a  tuning-fork  with  its  resonators.  Over- 
tones must  bear  the  same  pitch  relation  to  the  fundamental,  no  matter 
what  that  may  be.  The  amplitude  of  the  waves  composing  the  various 
partial  tones  is  very  small  when  they  leave  the  cords,  and  without  lein- 
forcements  would  have  little  or  no  effect  on  the  auditory  apparatus. 
They  are  amplified  by  the  air  in  the  resonance  cavities.  Kesouance  is 
the  most  important  element  in  voice-production,  being  the  chief 
factor  in  both  intensity  and  carrying  power  and  c^iiality.  In  correct 
voice-production  there  must  be :  (1)  Absolute  freedom  of  motion  of  the 
cartilages  of  the  larynx  ;  (2)  perfectly  free  vibration  of  the  vocal  cords  ; 
(3)  the  fullest  possible  use  of  resonance  space.     Any  action  of  throat 
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niusclcs  wliii'li   ])revents  the  free  use  of  ;iiiv  or  :ill  of  these  factors  luiisf 
lie  termed  an  interference. 

The  diagnosis  (bv  voice  auscultation)  of  the  various  interfereui-es. 
their  pro»;jnosis  and  treatment,  were  discussed  by  tlie  authors.  'J'iic 
natural  law  of  voice-production  is  "relaxation  of  the  extrinsic  muscles." 
The  action  of  the  intrinsic  muscles  of  the  larynx  must  l)e  made  aliso 
lutely  independent  of  the  extrinsic.  A  sinjj^er  or  speaker  must  learn 
to  produce  a  tone  without  interference,  and  then  practise  this  tone  until 
the  whole  range  and  volume  are  developed. 

A  standard  of  criticism  can  be  developed  only  from  voice-analvsis, 
which  trains  the  ear  to  detect  interference. 

Yocal  Art  Science  from  the  Standpoint  of  the  Teacher. 
Mr.  and  Mrs.  Henry  Howard  Brown  (Colo.  Springs,  Colorado;.— 
The  readers  of  this  paper  expressed  the  belief  that  "  standardisation "" 
will  be  brought  about  just  as  soon  as  the  laryngologists,  critics  and 
influential  teachers  make  up  their  minds  that  the  many  formulas  which 
now  exist  must  be  superseded  by  a  system  of  tone  production,  based 
upon  the  scientitic  principle  of  cause  and  effect. 

The  "  standard  tone  "  is  one  in  which  there  is  full  development  and 
perfect  harmony  of  its  anatomical,  physiological,  psychological,  and 
pedagogical  constituents.  The  pedagogical  and  physical  constituents 
are  those  which  need  to  be  standardised.  The  former  may  have  a 
complete  vocal  science  at  its  command  as  soon  as  the  physical  is 
placed  upon  the  right  footing.  The  physical  requirements  for  the 
production  of  standard  tone  w^ere  described,  as  were  also  the  relations  of 
bad  production  to  pathological  conditions.  "Whether  the  derangements 
which  cause  I'ad  tone  production  are  in  the  vocal  action  itself  tir  in  the 
interfering  muscles  outside  of  it,  they  act  directly  upon  the  cords  and 
prevent  artistic  production.  Laryngologists  find  many  cases  that  puzzle 
them  in  treating  singers  and  speakers ;  they  become  aware  of  various 
kinds  of  vocal  decadence  without  sufficient  pathological  conditions  to 
warrant  them,  many  of  which  seem  to  disappear  under  treatment  and 
with  i-est,  only  to  return  in  worse  form  w'ith  further  voice  use.  Physi- 
cians would  more  frequently  call  upon  voice  specialists  to  stop  these  con- 
ditions if  there  were  a  reliable  standard.  A  closer  co-operation  of 
laryngologists  and  singing  teachers  was  suggested. 

Yocal  Art  Science  from  the  Standpoint  of  Use  and  Abuse 
of  the  Voice.— Dr.  Frank  E.  Miller  (:New  York).— He  believed  that, 
in  general,  laryugo-pharyngeal  observations  were  so  replete  with  in- 
accuracies and  individuaiisms,  so  far  as  voice-production  is  concerned, 
that  conclusions  of  geneial  value  could  be  determined.  Individual  cases 
should  be  set  aside,  to  give  room  for  thousands  of  observations  on 
different  schools  and  individuals  in  order  to  furnish  solid  facts  winch 
could  be  depended  upon.  It  was  necessary  that  the  physicians,  physicists, 
singing  teachers  and  performers,  each  one  in  his  own  sphere,  and  all 
collectivelv,  should  work  in  harmony  for  a  common  end  and  goal. 

In  1891  he  stated  the  necessity  for  a  standard  of  tone,  and  had  the 
idea  of  constructing  a  voice  measure,  a  tester,  phonometer  or  voconieter. 
It  was  to  consist  of  a  combination  of  a  phonograph,  pliotograph  and  a 
mechanical  reproduction  of  the  registration  of  the  vocal  sounds,  the 
combination  so  arranged  as  to  forma  standard  for  vocal  tones  to  measure 
and  compare  for  all  time  every  voice  in  the  world.  After  much  delihera- 
tion  and  discussion,  one  conclusion   was   irresistible,  viz.   that   t.-   tiu- 
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present  the  ouly  practical  vocomotor  is  the  tried  and  experienced  maestro, 
who,  by  his  trained  organ  of  hearing  and  power  of  judging  expression, 
was  able  to  conduct  the  pupil  to  use  properly  the  voice  in  a  perfect 
manner,  so  that  the  tone  sprang  from  the  throat  with  spontaneity  and 
reserve. 

In  regard  to  the  loss  of  voice  in  singers,  ignorance  of  auv  method  of 
singing  and  a  radically  incorrect  method  are  the  most  prolific  cavises  of 
voice  failure  amoug  singei'S. 

The  important  question,  How  is  tone  produced  by  human  vocal  organs  ? 
has  up  to  the  present  remained  unanswered.  This  he  ascribed  to 
the  fact  that  the  various  classes  of  specialists  seldom  worked  together. 
Each  one  makes  researches  in  his  own  line  without  regard  to  important 
factors  found  by  the  others. 

In  order  to  imderstand  our  subject  we  should  have  a  correct  voice 
analysis.  Artistic  singing  involves  complete  physiological  control  of  the 
voice-producing  function,  combined  with  entire  command  of  the  meta- 
physical resources  of  art.  In  order  to  understand  what  is  meant  by 
"  physiological  control  of  the  voice-producing  function,"  it  is  necessary 
for  us  to  have  a  correct  understanding  of  the  voice-producing  mechanism 
and  the  method  of  control. 

It  is  proposed  to  mark  the  singer  upon  a  basis  of  100  counts,  and  to 
give  such  points  as  range,  resonance,  bi-eath  control,  etc.,  their  due  value 
in  the  sum  of  the  whole.  Before  presenting  the  scheme  of  marking  it 
will  not  be  amiss  to  explain  clearly  what  is  understood  by  range,  tiiybre, 
volume,  and  other  terms. 

Resonance  is  the  reinforcement  of  song  by  means  of  hollow  spaces, 
which  gives  quality  to  vocal  sounds  by  their  reverberation.  In  singing 
we  distinguish  between  nasal  and  palatal  resonance.  These  should  be 
balanced,  and  when  we  say  the  resonance  is  not  well  distributed  we  mean 
that  one  or  the  other  is  lacking  or  deficient  in  quantity.  In  speaking  of 
nasal  and  palatal  resonance  it  should  be  understood  that  there  are  other 
resonances. 

By  flexibility  we  mean  plasticity  or  pliancy.  The  flexible  voice  can 
execute  rapid  and  difficult  ]jhrases  with  ease,  while  the  stiff  voice  finds 
only  the  slower  and  heavier  passages  possible  to  it.  Agility  comprises 
the  power  to  execute  trills,  flourishes,  and  florid  work  generally. 

We  understand  by  breath  control,  breath  so  managed  as  to  insure 
good  phrasing  and  steady  support  to  the  tone.  The  abominable  wavering 
and  wobbling  of  tone  which  so  often  offends  the  ear  is  nearly  always 
caused  by  defective  breath  control. 

When  we  make  a  special  note  of  the  tongue  we  are  considering  its 
position,  as  it  may  prove  to  be  a  serious  obstacle  to  the  attachment  of  the 
open  throat  and  the  smoothly  flowing  tone. 

The  Germans  call  timbre  "  tone  colour."  Timbre  is  individuality  of 
the  voice.  No  two  of  us  have  identical  timbre.  We  may  speak  of  a 
voice  of  white  timbre  or  quality — showing  lack  of  nasal  resonance,  dark 
timbre— the  result  of  a  sort  of  false  weight  and  the  besetting  sin  of  con- 
traltos;  sympathetic,  rich  timbre,  and  so  on  ad  ivfiniium. 

He  divided  singers  into  three  classes :  First  class,  ninety  marks  or 
<jver  ;  second  class,  between  seventy-five  and  ninety ;  third  class,  below 
seventy-five. 

Now  let  us  consider  causes  influencing  the  resonating  spaces.  The 
causes  influencing  the  resonant  spaces  are  the  three  valves  of  our  in- 
strument, viz.  the  palate,  tongue  and  epiglottis.  The  action  of  these 
determini'  the  entire  voice  question,  because  they  not  only  govern  our 
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resonating  spaces,  but  control  in  a  very  elastic  way  the  action  ..f  mir 
whole  instriiinent. 

When  the  palate  is  removed,  so  as  to  make  a  perfect  arch,  as  has  lnvn 
<lone  in  former  years,  without  consideration  of  its  etl'eet  U|>on  the  voiee. 
we  have  the  well-known  synii.tom  of  legophony,  or  hlealinj;,  ami  alnlity 
to  form  overtone  is  markedly  diminished.  Yet,  even  with  this,  an  artist 
has  been  known  to  i;-o  throut;h  his  whole  career,  but  not  without  extreme 
mental  sufferiuL^  throuo;h  his  vocal  exertions.  I  do  not  mean  even  to 
sui,^i;est  how  this  body  shall  decide  that  operation,  but  we  should  con- 
solidate upon  one  o])iniou  as  to  where  and  how  it  should  be  ablated.  As 
within  its  folds  and  attachment  we  have  the  tonsils,  another  question 
t(>mes  forward.  Normal  tonsils  assist  the  voice  by  separating  and  by 
moistening  the  adjoining  muscles.  In  this  way  they  modify  and  hold 
the  balance  of  resonance  of  the  three  cavities  just  mentioned,  and  they 
are  of  most  phonetic  value  when  normal.  Diseased  and  enlarged  tonsils 
interfere  with  all  the  muscles  in  their  vicinity  by  infecting  them  and  dis- 
torting the  vibrations  of  the  voice  and  impaiiing  the  functions  of  the  three 
cavities  just  mentioned.  If  they  can  be  restored  to  normal  by  any  ineans 
otherwise  than  by  removal,  it  might  be  tried,  but  we  must  bear  in  mind 
that  voice  is  a  habit,  and  if  the  habit  is  bad  it  is  better  to  remove  the 
tonsils.  Diseased  tonsils,  on  the  atrophic  side,  are  more  to  be  feared 
because  they  harbour  pathologic;  germs,  which  result  in  infections. 
Among  the  results  of  these  infections  we  have  the  node,  Avhich  in  turn 
will  be  influenced  by  the  special  poisoning  that  infects  the  tonsil, 
diphtheria,  mixed  infection,  staphylococcus  and  streptococcus,  which 
cause  catarrhal  conditions  of  the  pillars  and  the  plica. 

Dr.  H.  HoLBRooK  Curtis  (New  York  City)  held  that  Dr.  Muckey's 
entire  theory  was  based  on  a  false  premise,  viz.  "  that  the  vocal  cords 
only  follow  the  laws  of  the  vibration  of  strings."  Hehnholz  and  Tyndal 
have  asserted  that  the  cords  act  in  vocal  production  as  vibrating  reeds, 
and  Oertel  has  demonstrated  this  fact  with  the  stroboscope  by  showing 
that  the  cords  in  vibrating  exhibit  nodal  hues  on  their  surface  running 
parallel  with  the  free  border.  He  demonstrated  experimentally  that  the 
cords  do  not  necessarily  start  the  pitch,  but  may  be  made  to  accept 
secondarily  the  pitch  of  the  mouth-cavity.  He  used  Holmes's  pharyngo- 
scope introduced  through  the  siot  of  an  instrument  to  show  that  the 
cords  do  not  enter  into  the  question  of  initial  pitch.'  The  nasophone  is 
constructed  so  that  a  simple  breath  of  air  expelled  through  the  nose  is 
conducted  through  a  fiat  tube  and  j  asses  over  a  ^  by  .]  in.  slot  in  the 
plate,  covering  the  partially  opened  mouth.  The  air-blast  is  broken  by 
the  lower  edge  of  the  opening,  exactly  as  an  air-blast  in  an  oigau  pipe  is 
divided  at  the  emboucJmre.  Then  the  mouth,  acting  independently  of 
the  larynx,  becomes  a  resonator,  and  we  can  play  any  tune  l)y  altering 
the  shape  of  the  mouth-cavity.  The  mouth-cavity  is  closed  posteriorly 
by  the  approximation  of  the  soft  palate  and  tongue,  for  one  cannot  blow 
air  in  a  constant  stream  through  the  nose  with  partially  open  mouth 
without  this  closuie  of  the  soft  palate.  In  this  way  the  mouth,  by 
enlarging  and  diminishing,  acts  as  a  true  organ-pipe,  and  the  tone  is  in 
accord  wnth  the  pitch  of  the  cavity.  He  did  not  deny  that  the  cords 
vibrate  as  strings,  but  he  held  that  they  also  vibrate  as  reeds  and  are 
capable   of  accepting  the  pitch  from  the  resonators,  and  the  apparatus 

'  The  use  of  Holmes's  pharyngoscope  is  to  demonstrate  that  the  niouth-oiivity 
is  closed  bv  the  apposition  of  the  tongue  and  soft  palate  during  the  playing,  not 
to  view  the  cords,'' Avhich  of  course  cannot  be  seen.  In  studying  the  action  of  the 
cords  in  prodvicing  tones  a  Hay's  pharyngoscope  must  be  used. 
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becomes  of  the  flute,  clarionet,  and  the  mouth  liarmoniea  variety.  It  is 
impossible  to  demonstrate  mathematically  all  the  possibilities  of  the 
vocal  mechanism.  His  own  work  has  been  on  the  lines  of  changing  the 
manner  of  the  vibration  of  the  cords  in  the  cure  of  vocal  nodules.  It  has 
been  proved,  to  the  satisfaction  of  many  of  our  noted  singers,  that  the 
tone  sung  in  a  manner  to  change  segmentation  of  the  cords  and  to 
I'elieve  a  rubbing  together  of  the  opposed  vibrating  parts  will  of  itself 
cure  this  trouble.  If  the  cords  only  vibi-ated  as  strings  this  could  not  be 
done.  For  it  is  hy  changing  the  manner  of  vibration  that  this  is  so 
easily  accomplished.  He  saw  no  reason  to-day  to  alter  his  theory  of  the 
manner  of  voice-placing  as  described  in  his  book  published  eighteen  years 
ago. 

Mr.  Morgan  J.  Goldsmith  (New  York  City)  said  he  had  tried  Dr. 
Curtis's  method  for  some  time,  and  had  tried  also  to  work  out  the  scheme 
of  Dr.  Muckey,  but  Felix  Pozzo,  a  celebrated  Italian  tenor,  the  originator 
of  the  method  now^  advocated  by  Muckey,  had  solved  the  problem  for 
him.  After  several  years  of  experimentation  he  had  proved  to  his  own 
satisfaction  and  that  of  others  that  there  must  be  tension  in  voice  pro- 
duction. In  order  to  make  a  tone  vibrate  properly  there  must  be  initial 
tension  which  will  drive  the  tone  out.  When  that  is  done  properly  and 
the  tone  is  trained  to  vibrate  in  the  nasal  cavities  it  seems  to  relax  the 
muscles  until  the  nasal  tone  leaches  an  enormous  height.  It  is  possible  to 
make  tones  from  lower  C  to  high  B-flat.  Conscious  breathing  is  one  of 
the  greatest  detriments  to  vocal  cultxire.  He  had  made  tones  which  are 
loud  and  large,  besides  tones  of  every  variation  of  power  and  colouT,  and 
Dr.  Miller  had  tried  in  vain  to  find  out  how  the  breathing  had  been 
adjusted.  It  is  the  propulsion  of  the  vibrations  up  into  the  nasal  cavity 
which  produces  regular  and  pure  tones. 

Dr.  Holmes  W.  Mebton  (New  York)  pleaded  for  a  consistent 
nomenclature,  upon  a  fundamental  basis  of  tone-production,  and  on  its 
mental  and  physiological  laws  and  relations,  so  that  a  science  of  phonetics 
could  be  formed  as  near  as  our  adverse  language  will  admit.  After  this 
each  teacher  might  add  to  these  the  individual  and  pedagogical  technique 
of  which  in  no  other  art  of  teaching  is  so  much  required.  All  must 
greatly  admire  the  tecluiical  skill,  prolonged  efforts  of  specialists  and 
physicists  in  constructing  wonderful  devices  intended  to  fathom  the 
facts  of  sound,  but  these  instruments  add  artificial  factors  not  at  all 
present  in  the  acts  and  laws  of  sound,  singing  or  hearing.  In  the 
circuit  of  these  artifical  records  many  other  factors  enter  and  others  are 
omitted.  What  w^e  really  have  in  tone  production  is  a  succession  of 
explosions  or  strokes,  generating  alternating  spheres  of  condensed  and 
rarified  air  travelling  away  from  the  centre  of  explosion  or  piopulsion. 
acting  under  the  laws  of  elasticity  and  momentum.  It  is  claimed  that 
pitch  is  determined  by  the  tension,  weight  and  "rate  of  vibration"  of 
the  cords.  Yet  thousands  of  experiments  can  be  made  proving  that  much 
over  an  octave  of  pitch  can  be  generated  even  gliding  up  and  down  without 
change  of  rate  of  the  fundamental  strokes  orexplosions  ;  and  this 
can  be  done  by  several  methods,  as  by  cliange  of  size  of  resonance 
chambers,  change  of  apertures,  change'  of  angles  of  deflection,  etc. 
Furthermore,  these  changes  of  pitch  are  not  amplifications  of  harmonics 
and  over-tones,  but  are  the  interliarmonic  pitches  as  fundamentals,  and  are 
themselves  subject  to  over-tones.  Following  the  theory  of  a  vibrating 
string,  we  are  told  to-day,  even,  that  over-tonts  of  the  hunuin  voice  are 
produced  by  seven  or  eiglit  different  sets  of  "  nodes  of  vibration  "  super- 
imposed upon  tlie   fundamental    vibration   of   the   vocal   cords.     Phvsio- 
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loi,ai'all_v  it  is  iiupussible,  aud  UL-ousticaliy  out  of  tlic  (Hi('>li()ii,  to  pnnliiw 
liarmouic  over-tones.  A  studv  of  the  striK-ture  and  fiiiu-tion  of  tli(!  vocal 
oricans  will  prove  this.  The  vocal  cords,  so-called,  do  not  reseiiiMe  either 
a  free  cord,  a  striui?,  or  a  vibratinii:  reed.  Thev  form  <loid>le-lipped 
pressure  valves,  having  the  physioloi^ical  action  of  a  pair  of  opposing,' 
semi-valves,  opening  and  closing  their  niaririns  bv  l)o\ved  twists  upon  the 
a.\is  of  each  half  of  the  triangular  muscle  bodies  of  which  thev  aie 
I'liietly  composed,  thus  forming  two  triangular-lip])ed  oblong  discs  l)ending 
ou  their  respective  axes.  They  open  and  close  with  great  rapiditv  when 
tensed  and  when  the  elastic  air  from  the  lungs  is  urged  against  their 
under  surfaces  and  through  the  narrow  aperture  of  their  approximated 
lips.  This  results  iu  a  series  of  explosions  into  the  vocal  chambers 
above,  there  to  be  modified  into  vocal  tones  and  over-tones.  We  are  com- 
pelled to  reason  that  over-tones  of  the  voice  are  due  to  the  revolution  and 
trausversion  of  the  air  thrusts  into  the  vocal  cavities,  and  not  to  the  nodal 
vibrations  of  the  valves.  These  bi-sectiug  revolutions  and  trausversions 
create  intermediate  reverberauces  and  resonances,  due  to  the  nature  of  the 
apertures  and  the  elasticity  of  gases.  Physiological  and  vital  proldenis 
ai'ose  all  through  the  study  of  voice  culture.  Too  much  attention  had 
been  paid  to  the  physics  of  acoustics  and  too  little  to  the  vital  organs  and 
chambers  of  voice  and  heai-ing,  and  especially  to  their  vital  and  mental 
co-ordinations.  Physics  and  mechanics  were  necessary  to  artificial  I'ecords 
of  sound  and  of  voice,  or  to  their  mechanical  reproduction,  but  artificial 
factors  enter  into  these,  and  when  we  approach  the  voice  and  hearing, 
these  last  ai-e  vital  and  organic  and  cto  not  obey  physical  laws  and 
processes  such  as  the  moving  disc,  cylinder  and  moving  ribbon,  the 
angle  armature  point,  fibral  torsions,  etc.,  none  of  which  are  factors  of 
air-stroke  momentum,  gas-stroke,  or  time  frequency. 


REPORT  OF  THE  PROCEEDINGS  OF  THE  MEETING 
OF  THE  CHRISTIANIA  OTO-LARYNGOLOGICAL 
SOCIETY.  , 

March  4,  1912. 


Prof.  Uchebmann  m  the  Chair. 

Prof.  Uchermann  brought  forward  a  girl,  aged  fifteen,  cured  of 
extra-dural  abscess  and  brain  abscess.  She  entered  the  hospital 
on  September  "29,  1911,  suffering  from  otitis  media  suppurativa  of  eight 
days'  duration.  The  same  morning  she  had  had  shivering  attacks  and 
pain  behind  the  ear,  and,  on  arriving  at  the  hospital  in  the  evening,  was 
iu  a  state  of  complete  stupor.  Temperature  102-2^  F.,  pulse  12U.  Sensi- 
tiveness and  a  slight  swelling  over  mastoid  process.  A  polyp  in  the 
auditory  canal.  Replied  iu  a  confused  manner  when  addressed.  Lumbar 
puncture  gave  clear  fluid.  Eadical  operation  performed  the  same  evenuig 
bv  exposing  sinus  and  dura  over  tegmen  tympani  and  mastoid.  Sinus 
normal.  Dura  found  thick,  discoloure<l,  and  with  a  necrotic  coating;  no 
perforation.  Next  day  temperature  100-1°  F.  Slept  during  the  night. 
Condition  otherwise  about  the  same  as  on  the  preceding  day.  Ouce  in  a 
while  she  said  a  few  confused  and  incomprehensible  words,  but  did  not 
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give  the  impression  of  beiug  unconscious.  On  being  shown  various 
objects,  such  as  a  knife,  key,  etc.,  she  could  not  say  their  names,  but 
intimated  at  the  same  time  that  she  knew  them.  On  being  asked 
whether  she  had  headache,  she  appeared  not  to  comprehend,  but  on  being 
asked  in  writing  she  answered  "  No."  There  was  therefore  sensory  and 
amnestic  aphasia.  Temperature  the  same  afternoon  104"4°  F.  On  split- 
ting the  dura  there  was  found  to  be  softening  of  the  adjoining  part  of 
the  brain.  On  examination,  the  feeling  was  conveyed  of  entei'ing  a  cavity 
the  size  of  a  walnut  with  an  inward  and  backward  direction.  A.  glass 
drain  was  inserted.  Culture  from  the  softened  mass  showed  staphylococci. 
The  following  day  temperature  1028°  F.,  but  more  clear.  On  dressing 
the  wound,  pus  was  seen  coming  out  from  between  the  bone  and  dura. 
With  a  probe  one  comes  into  a  cavity  extending  forwards  and  upwards 
between  dura  and  the  bone  for  a  length  of  about  two  inches  to  the  fore- 
most part  of  the  temporal  region.  The  bone  was  therefore  removed  of 
the  size  of  half-a-crowu.  Stinking  pus  in  the  cavity.  Dura  coated  with 
a  gTeyish  almost  fatty  coating.  No  pus  in  the  drainage-tube  into  the 
brain  abscess.  On  introducing  forceps  in  the  same  direction  as  the 
exposed  dura,  there  came  a  quantity  of  softened  brain  tissue  and  tliin 
fluid.  A  glass  drain  was  again  inserted.  October  3  :  The  temperature 
and  pulse  were  normal.  Aphasia  unchanged.  Replied  only  "  Yes  "  and 
"  No  "  to  questions,  biit  looked  round  in  an  interested  way  and  seemed 
to  understand.  Drainage-tube  removed  October  4.  October  5  :  The 
patient  clear  to-day.  To  the  question  as  to  what  a  finger  is  called  she 
answered,  after  considerable  hesitation,  "Finger."  The  word  "liand" 
she  c  juld  not  utter.  Subsequent  progress  normal.  Wound  closed  with 
plastic.  On  leaving  the  hospital  on  February  21,  whisper  was  heard  at 
one  metre  by  the  left  ear. 

This  is  a  case  of  brain  abscess  opened  at  the  earliest  stage,  having  as 
yet  only  the  character  of  a  softening.  The  extensive  extra-dural 
abscess  was  pi'obably  much  older,  and,  compared  with  the  brain  abscess, 
primary. 

Uchermann  then  brought  forward  a  patient  in  whom  a  naso- 
pharyngeal fibroma  had  been  i-emoved  by  way  of  the  trans-maxillary  nasal 
method  (Denker's).  This  was  the  fifth  patient  treated  for  this  complaint 
in  the  course  of  a  year  and  a  half.  All  were  young  men,  the  tumours 
being  of  medium  size  and  issuing  from  the  surface  of  the  sphenoid  bone, 
the  recessus  ethmo-sphenoidalis,  the  choanal  edge  and  the  adjoining 
parts,  in  all  combined  with  fairly  large  growths  in  the  epipharynx.  lu 
all  these  cases  the  removal  was  effected  without  any  considerable  or 
dangerous  bleeding,  by  the  help  of  strong,  straight  or  bent,  tumour 
forceps.  Haemorrhage  was  always  quickly  stopped  bv  the  help  of 
tamponade.  He  therefore  had  not  felt  any  great  need  for  using  the 
Kuhn  intubation  appai'atus,  even  though  this  might  perliaps  offer  certain 
advantages  during  narcosis.  Tlie  great  advance  in  the  treatment  is  due 
to  Jacques  and  others,  who  have  proved  that  the  tumom's  proceed  from 
the  said  region  in  the  upper  regions  of  the  nasal  cavity,  and  not,  as  Avas 
formerly  presumed,  and  is  still  maintained  by  surgeons,  from  the  basilar 
process  of  the  occiput,  and  pai-ticularly  from  the  fibrosis  tissue  between 
that  and  atlas.  These  erases  testify  to  the  correctness  of  the  oj)inion  of 
rliinologists.  The  tumours  must  not  primarily  be  attacked  from  the 
pharynx,  for  here  the  root  is  not  reached,  but  from  the  nose.  Previous 
bad  results,  sometimes  with  fatal  bleeding,  were  chiefly  due  to  the  fact 
that  tlie  operation  Avas  l)egun  from  the  wrong  side.     If,  on  the  other 
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haiul,  then'  is  :inv  part,  of  tho  tuiuom-  l.-l't  aftiT  the  misal  iiil.Tvciiti,,ii 
there  is  no  objection  to  its  hoiny:  removed  by  way  of  the  pharvnx  sliould' 
it  be  found  most  convenient.  It  is  then  easy"  to  ai)plv  a  Vetro-ua«al 
taL>:pon.  Smaller  portions  that  are  left  may  l)e  removed  with  «,'alvano-  or 
thermo  cautery.  In  four  cases  the  cure  "was  rapid  and  there  was  no 
recurrence.  In  one  case  the  operation  had  to  be  repeated  owin"  to  a 
recurrence,  proceedin;j:  mainly  from  the  sphenoidal  sinus,  and  whidi  luu'-- 
detied  treatment  with  the  galvano-cautery.     He  is  now  cured. 

Uchermanii  produced  a  foreign  body,  a  metal  clip,  wliich  had  been 
removed  from  a  three-year-old  girl  with  forceps.  It  lav  in  the 
iiitroitus  laryuo-is  with  the  lower  end  wedged  into  the  livpopliarvn<'eaI 
luick  wall.  The  child  had  fever  (lOFF.)  on  arrival,  and  the  clip  had 
been  there  for  two  days.  There  proved  to  be  a  double  broucho-imeu- 
mouia,  from  which  the  patient  died  two  days  later.  On  a  ^^ofit-ninHein 
there  was  also  found  an  abscess  the  size  of  au  almond  in  the  phai'vn<'eal 
wall,  corresponding  to  the  lower  edge  of  the  metal  clip. 

Fleischer  demonstrated  a  twelve-year-old  girl,  admitted  to  the 
hospital  on  January  29,  1912.  She  was  said  to  have  swallowed  a  pennv 
squeaker  at  a  fair  two  hours  before  her  arrival.  Immediatelv  after  she 
had  a  severe  attack  of  dyspnoea.  Afterwards  dyspnoea  was  iiarelv 
noticeable.  A  slight  stridor  was  heard  ;  no  retraction  of  the  chest-wall. 
With  the  laryngoscope  nothing  abnormal  was  seen ;  the  upper  part  of 
the  trachea  w^as  seen  well.  Examination  of  the  lungs  showed  that  respira- 
tion was  equal  on  l)oth  sides.  The  patient  was  very  apprehensive,  with 
pulse  about  112,  but  was  otherwise  well.  Could  eat  and  drink  without 
difficulty.  Low  tracheotomy  under  chloroform  narcosis  was  at  once 
carried  out.  On  introducing  a  Piuiazek's  tube  the  mouth-piece  of  the 
squeaker  was  seen  lying  across  over  the  bifurcature.  The  bladder  lav  in 
the  left  bronchus,  while  the  free  end  of  the  mouth-piece  stood  rip-ht  over 
the  mouth  of  the  right  bronchus.  We  succeeded  in  removing  the  foreiirn 
body  Avith  a  Patterson's  forceps.  It  proved  to  be  au  ordinarv  squeaker 
of  a  total  length  of  6  cm.  (3cm.  bladder  +  3  cm.  mouth-piece)  and  with 
a  diameter  of  from  9  to  11  mm.  The  object  had  apparently  lain  quiet  iv 
in  trachea,  as  the  bladder  had  adhered  to  the  wall,  and  had  then  been 
inspired  into  the  left  bronchus  owing  to  the  strong  coughing  fits  during 
the  termination  of  the  tracheatomy.  What  is  worthy  of  attention  is  the 
discrepancy  between  the  large  ol)ject  and  the  slight  dyspnoea.  The 
latter  w'as  so  slightly  pronounced  wdien  the  examination  was  made  that 
the  history  of  the  illness  appeared  highly  improbable. 


SEVENTEENTH  INTERNATIONAL  CONGRESS  OF  MEDICINE 
(LONDON,  1913).  SECTIONS  OF  RHINOLOGY  AND  LARYN- 
GOLOGY  AND   OTOLOGY. 

The  following  is  the  revised  list  of  subjects  for  discussion  in  the  al^ovr 
Sections,  together  with  the  openers  of  the  debates  ("  reporters  "). 

SECTION   XV.— RHINOLOGY  AND    LAKYNGOLOCIY. 

Officers. — President :  Sir  StClair  Thomson.  Vice- President »  : 
J.  B.  Bali,,  J.  W.  Bond,  J.  Dondas  Grant,  D.  R.  Paterson,  Herbekt 
TiLLEY,  A.   Logan   Turner,  P.  Watson  Williams,  Gibb  Wishakt. 
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K.  H.  Woods.  Council:  H.  S.  Barwell,  Adolph  Bronnrr,  J.  W. 
Browne,  H.  J.  Davis,  J.  Walker  Downie,  Gt.  William  Hill,  J. 
MiDDLEMASS  HuNT,  H.  Lambert  Lack,  Gtreville  MacDonali),  John 
MacIntyre,  C.  a.  Parker,  L.  A.  Pegler,  W.  Permewan,  H.  Betham 
Robinson,  P.  R.  W.  de  Santi,  Sir  Felix  Semon,  E.  B.  Waggett, 
Gr.  Wilkinson.  Secretaries:  Douglas  Harmer,  A.  Brown  Kelly, 
Dan  McKenzie. 

Programme  of  Morning.     Discussions  at  9.30  a.m. 

Thuvrfday,  August  7. — "  On  the  Recent  Progress  of  Endoscopic  Methods 
as  Applied  to  the  Lai-ynx,  Trachea,  Bronchi,  (Esophagus  and  Stomach." 
Reporters :  Prof.  G.  Killian,  and  Prof.  Chevalier  Jackson. 

Friday,  August  8. — Conjoint  Meeting.  (The  President  of  the  Section 
of  Laryngology  to  preside.)  "The  Methods  and  Results  of  Treatment 
of  Diseases  of  the  Throat,  Nose  and  Ear  by  Salvarsan  and  other 
Arsenical  Compoimds."  Reporters:  Prof.  P.  G-erber  and  Dr.  AndrI^: 
Castex. 

Saturday,  August  9.  — "  Indications  for,  and  Relative  Values  of, 
Tonsillotouiy  and  Tonsillectomy."  Reporters :  Prof.  H.  Burger  and 
Dr.  J.  L.  GooDALE. 

Monday,  August  11. — Conjoint  Meeting.  (The  President  of  the 
Section  of  Otology  to  preside.)  "  The  Special  Treatment  of  the  Throat, 
Nose  and  Ear  during  the  Active  Stages  of  Certain  Infectious  Fevers, 
namely,  Scarlet  Fever,  Measles,  German  Measles,  Mumps,  Influenza, 
Typhoid,  Whooping-cough,  Smallpox,  Chickenpox,  Erysipelas,  Anterior 
Poliomyelitis,  and  Cerebro-spinal  Meningitis  (Diphtheria  excluded)." 
Reporters:  Dr.  Victor  Delsaux  and  Dr.  E.  W.  Goodall. 

Tuesday,  August  12. — "  The  Pathology  and  Treatment  of  Malignant 
Growths  of  the  Nose  and  Naso-pharynx  (Fibroma  to  be  excluded)." 
Reporters:  Prof.  G.  Ferreri,  Dr.  H.  Marschik,  and  Dr.  E.  Lombard. 

Afternoon  Sessions.  3  p.m.  to  6  p.m. 
These  will  l)e  devoted  to  papers  offered  by  members  of  the  Section, 
tiie  Staff  of  the  section  having  power  of  selection  from  the  papers  offered. 
Not  more  than  fifteen  minutes  will  be  allowed  for  the  reading  of  any  one 
paper,  and  not  more  than  ten  minutes  for  any  speech  in  the  discussion 
thereof. 

Museum. 
This  will  include  specimens,  macroscopic  and  micro.scopic  and  other 
exhibits  to  illustrate — 

(1)  Neoplasms  of  nose,  accessory  sinuses  and  naso-pharynx  (excluding 
mucous  polypus). 

(2)  The  rarer  forms  of  laryngeal  tumours,  including  post-cricoid 
carcinoma. 

(3)  Diseases  of  the  trachea  and  bronchi. 

There  Avill  be  an  exhibition  of  instruments  to  illustrate  recent  improve- 
ments in  broncho-cesophagoscopy,  and  the  Coniuiittei^  is  prepared  to 
arrange  for  a  limited  number  of  short  demonstrations  in  tlie  Museum  at 
stated  hours.  Members  Avho  desire  to  lend  material  ior  exhibition  are 
requested  to  commiuiicate  with  Dr.  McKenzie. 

Museum  Committee:  J.  W.  Bond  (Chairman),  A.  Logan  Turner, 
L.  H.  Pegler  [Curator),  Dan  McKionzie  (Secretary),  62,  Brook  Sti'eet, 
London.  W. 
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All  spocinions  lent  to  the  Musemii  will  l.c  insuiv.].  ;itnl  ..vt-ry  ran-  will 
be  taken  to  rt'dirn  tlicni  siif.-ly  1.)  rxhihitors  itmncliatrh  '  afl.-r  Ww 
Congress. 

ActirKj  Serrefanj  of  fhc  Sedlitn:  Douglas  Harmku,  45,  VV'('viii..iiiIi 
Street,  Loudon,  W. 

SECTION   XVI.— OTOLOGY. 

Officers. — President:  Arthur  Cheatle.  Vire-Prexidrnln :  Thomas 
Barr,  H.  S.  Birkett,  Mark  Hovell,  Edward  Law,  J.  Kerr  Lovk, 
William  Milligan,  Urban  Pritchard,  Percy  Webster.  Comiril  \ 
J.  Stoddart  Barr,  G.  Nixon  Biggs,  J.  McKenzik  Booth,  H.  H.  B. 
Cunningham,  J.  Gay  French,  Cecil  Graham,  Albert  A.  Gray, 
George  T.  Guild,  Thomas  Guthrie,  Somerville  Hastings,  W.' 
JoBSON  Horne,  Hugh  E.  Jones,  Richard  Lake,  H.  J.  Marriage, 
Frank  Marsh,  W.  M.  Mollison,  F.  O'Kinealy,  W.  S.  Syme,  Huntkr 
Todd,  C.  E.  West,  F.  H.  Westmacott,  A.  L.  Whitehead.  Secretariat: 
J.  S.  Eraser,  G.  J.  Jenkins,  Sydney  Scott,  J.  B.  Story. 

Programme  of  Morning.     Discussions  at  9.30  a.m. 

Thursday,  August  7. — "Pathology  of  Deaf-Mutism."  Reporters: 
Prof.  Alfred  Denker  and  Prof.  Holger  Mygind. 

Friday,  August  8. — Conjoint  Meeting.  (The  President  of  the  Section 
of  Laryngology  to  preside.)  "  The  Methods  and  Results  of  Treatment 
of  Diseases  of  the  Throat,  Nose  and  Ear  by  Salvarsan  and  other  Arsenicul 
Compounds."     Reporters:  Prof.  P.  Gerber  and  Dr.  ANDRf;  Castex. 

Saturday,  August  9. — "  Non-suppurative  Diseases  of  the  Labyrinth.'" 
Reporters:  Prof.  Gustav  Alexander  and  Prof.  Karl  von  Eicken. 

Monday,  August  II. — Conjoint  Meeting.  (The  President  of  the 
Section  of  Otology  to  preside.)  "  The  Special  Treatment  of  the  Throat, 
Nose  and  Ear  during  the  Active  Stages  of  Certain  Infectious  Fevers, 
namely.  Scarlet  Fever,  Measles,  German  Measles,  Mumps,  Infiiienza, 
Typhoid,  W^hooping-cough,  Smallpox,  Chickenpox,  Erysipelas,  Anterior 
Poliomyelitis  and  Cerebro-spinal  meningitis  (Diphtheria  excluded)." 
Reporters  :  Dr.  Victor  Delsaux  and  Dr.  E.  W.  Goodall. 

Tuesday,  August  12. — "  Climatic  and  Occupational  Influences  in 
Diseases  of  the  Ear."  Reporters:  Dr.  Clarence  J.  Blake  and  Prof. 
Giuseppe  Gradenigo. 

Afternoon  Sessions,  3  p.m.  to  6  p.m. 
These  will  be  devoted  to  papers  offered  by  meml)ers  of  the  Sections, 
the  staff  of  the  Section  having  power  of  selection  from  the  papers  offereil. 
Not  more  than  fifteen  minutes  will  be  allowed  for  the  reading  of  any  one 
paper,  and  not  more  than  ten  minutes  for  any  speech  in  the  discussion 
thereof. 

Museum. 

This  will  include  specimens,  transparencies  and  other  exhil>its  lo 
strate  the  Anatomy,  Physiology,  Pathology  and  Siu-gery  of  the  Laby- 
rinth. Members  who  desire  to  lend  material  i'or  exhiltition  are  re(Hicst<'<l 
to  communicate  with  Mr.  Mollison. 

Mvseum  Committee:  C.  E.  West  {Chuirmau),  A.  A.  Gray,  H.  J. 
Marriage,  W.  M.  Mollison  (Serretanj),  48,  Brook  Street,  Gn»sven<»i 
Square,  Loudon,  W. 


lilus 
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All  .specimens  lent  to  tlie  Museum  will  be  insured,  and  every  care  will 
l>e   taken    to   return   them    safely  to    exliilntors    immediately   after    the 

Conqress.  tt    1      en. 

Acting  Secretary  of  the  Section:  Sydney  Scott,  loO,  Hariey  Street, 

London.  W. 


3tbstrattfi 


LARYNX. 

Schmiegelow,  E.  (Copenhagen).— On  the  Treatment  of  Chronic  Laryn- 
geal Stenosis  by  Means  of  Drainage  Tubing.  "  Monats.  f. 
Ohrenheilk.,"  Year  46,  No.  5. 

This  article  alludes  to  methods  elaborated  by  the  author  during  the 
last  few  years.  They  were  first  described  by  him  at  the  Scandina.vian 
Oto-Laryngological  Congress  in  Copenhagen  (August  26,  1911),  and  an 
account  published  in  the  Archiv.f.  Laryng.,  Bd.  xxv,  H.  o. 

The  procedure,  which  the  writer  states  is  exceedingly  easy  to  perform 
and  most  tolerable  by  the  patient,  consists  in  laying  open  the  trachea  an>l 
larynx  under  general  anse-sthesia,  removal  of  the  cicatricial  tissue,  intro- 
ducing a  piece  of  rubber  tubing,  which  is  maintained  in  position  by  a 
piece  of  silver  wire  transfixing  the  thyroid  alae,  and  finally  closing  the 
wound  over  all.  This  is  worn  without  discomfort  for  some  three  months, 
when  it  is  removed  vid  the  mouth  after  withdrawal  of  the  silver  wire. 
Two  cuts  illustrate  the  operation.  As  regards  details  in  the  technique, 
a  piece  of  silk  should  be  threaded  through  the  tube  before  laying  it  in 
position,  so  that  any  danger  of  its  slipping  down  into  the  trachea  may  be 
aToided  before  its  "final  fixation  wdth  silver  wire ;  the  silk  is  withdrawn 
when  the  wound  is  closed.  The  upper  end  of  the  tube  should  not  lie 
above  the  aditus  or  lower  than  the  cords,  otherwise  food  may  be  inspi- 
rated  in  the  first  case  and  dyspnoea  occur  in  the  latter.  The  free  ends  of 
the  silver  wii-e  are  conveniently  clamped  in  a  small  lead  bullet. 

The  following  two  cases  ai-e  quoted  as  examples  : 

(1)  Post-tracheotomy  Stenosis  of  the  Trachea  in  a  Girl,  aged  five,  who 
three  and  a  half  years  before  had  had  tracheotomy  performed  for  croup, 
and  since  then  had  worn  a  tube.  Direct  tracheoscopy  showed  a  cicatricial 
diaphragm  immediately  above  the  wound,  with  a  small  slit-like  opening. 
On  September  16,  1911,  the  operation  as  above  described  was  carried 
out.  Three  days  later  it  became  necessary  to  alter  the  position  of  the 
tube  on  account  of  dyspnoea.  The  upper  end  did  not  reach  above  the 
cords,  and  was  occluded  by  granulations.  Convalescence  proceeded 
without  interruption,  and  on  November  4,  1911,  under  direct  vision  the 
t\d)e  was  withdrawn.  The  tube  was  thus  in  position  forty-four  days, 
and  with  the  exception  of  some  slight  difficulty  in  swallowing  liquids  at 
first  did  not  cause  any  discomfort.  On  inspection  in  April,  1912,  the 
voice  was  good,  and  the  appearance  of  the  larynx  quite  healthy. 

(2)  Stenosis  of  Larynx  in  a  Woman,  aged  fifty-five.     Thyrotomy  and! 
removal  of  the  right  vocal  cord  on  account  of  epithelioma  October  17,1 
1911.     Uneventful  convalescence  and  discharge  from  hospital,  to  which, j| 
however,    she    returned    on    Doceml)er    15,    1911,   with   dyspnoea.      Th(> 
region  of  the  larynx  Avas  swollen  and  tender.     Pressin-e  on  the  thyroid 
cartilage    cause<l"   discliarge   of    jms   from   a    sinus  in  the  wound.     Tlie|i 
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inti'iioi-  \v;is  so  swolU'ii  and  injecled  that  only  a  Kinall  air-way  fxislt-d 
posU'iiorly.  Tnulieotomy  was  performed  the  uext  day,  aud  ou  Dei-ciiilM-r 
'ZS  the  hiryux  was  again  opened  in  order  to  reniovJ  hoth  cartihi^,Mnoiis 
alas  which  appeared  necrotic.  No  evidence  of  recurrence  was  to  he  st-en. 
With  a  view  to  avoiding  stenosis  a  rubber  tube,  4  cm.  long,  was  ii.\ed  in 
the  hirynx  by  means  of  a  Silver  wire  passed  through  tlie  soft  tissues.  As 
so  large  a  suppurating  cavity  was  left  after  removal  of  the  cartilage,  the 
wound  was  merely  brought  together  with  two  stitches  and  dressed  with 
iodoform  gauze.  Since  the  patient  could  not  swallow  fluids  without 
coughing,  although  on  inspection  the  end  of  the  tube  did  not  appear  too 
high,  a  nasal  tube  was  passed  and  retained  in  the  oesophiigus  for  eigliteen 
days.  However,  as  this  disability  then  still  persisted,  the  tube  was 
drawn  out  of  the  thyrotomy  wound  and  shortened  1  cm.,  after  whicli  she 
was  al)le  to  swallow  easily  and  put  on  weight.  On  February  17,  IJU'i, 
after  division  of  the  silver  wire,  tl  e  rubber  tube  was  taken  out,  and  as 
there  was  then  a  good  laryngeal  passage  the  tracheotomy  tube  was  also 
removed.  The  patient  was  discharged  on  March  7  with  natural  use  of 
tlie  larvux.  Alex.  R.  Tiveedie. 


NOSE. 

Forbes,  Duncan, aud Newsholme,  H.  P.  Membranous  Rhinitis.  "Lancet," 
February  3,  1912,  p.  '292. 
A  paper  written  to  illustrate  the  relation  between  membranous  rhinitis 
and  diphtheria,  and  to  describe  the  treatment  of  three  cases  by  a  vaccine. 
The  authors  conclude  that  (1)  membranous  rhinitis  can  readily  produce 
similar  disease  in  others  ;  (2)  the  connection  between  membranous  rhinitis 
aud  diplitheria  in  a,  school  outbreak  descril)ed  was  so  intimate  as  to  make  a 
causal  relation  between  them  almost  certain  ;  (3)  it  is  a  point  of  gi'eat  practi- 
cal importance  that  the  comparatively  frequent  occurrence  and  great  infec- 
tivity  of  membranous  rhinitis  should  be  recognised  widely — missed  cases 
of  the  disease  would  readily  account  for  a  not  inconsiderable  pro])ortion 
of  school  diphtheria  ;  (4)  an  autogenous  vaccine  seems  to  be  of  definite 
value  in  removing  membrane,  getting  rid  of  nasal  discharge,  and  hence 
greatly  reducing  the  infectivity  of  membranous  rhinitis ;  but  the  vaccine 
does  not  appear  capable  of  completing  the  work  of  elimination  after  the 
membrane  has  gone.  Mach'od  Yearslti/. 

Caldera  and  Gaggia  (Turin).— The  Sero-diagnosis  of  Ozaena.  "  Archiv. 
filr  Laryngol.,"  vol.  xxvi,  Part  I. 
The  results  of  the  Wassermann  reaction  carried  out  both  by  Sobern- 
lieim  aud  by  Alexander  in  a  number  of  cases  of  atrophic  rhinitis,  lent  no 
support  to  the  view  that  this  disease  should  be  regarded  as  one  of  the 
para-syphilitic  affections.  Assuming,  however,  that  ozaena  is  an  infective 
disease  due  to  some  specific  micro-organism,  one  might  reasonably  expect 
that  its  presence  w^ould  be  demonstrable  by  a  complement  fixation  test. 
If,  therefore,  such  a  test  were  to  be  found  positive  in  a  suliicieut  number 
of  cases,  conclusions  might  be  drawn  as  the  aetiology  of  the  disease.  The 
authors  studied  in  this  way  ten  well-marked  cases,  but  in  none  of  them 
did  complement  fixation  'take  fjlace.  It  is  true  that  in  certain  un- 
doubtedly infective  diseases  complement  fixation  does  not  occur,  yet  the 
authors  consider  that  the  negative  results  which  they  obtained  render  it 
highly  improbable  that  the  disease  is  due  to  any  specific  micro-organism. 

Thoiimx  diilhiii  . 
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Sobetky,  Irving. — Infiltration  Anaesthesia  in  the  Submucous  Resection 

of  the  Nasal  Septum,     "  Bostou  Med.  aud  Surg.  Juuin.,"'  February 

1,  1912. 

The  author  advocates  the  application  of  a  2-4  per  cent,  solution  of 

cocaine  to  the   septum,  followed   by  the  injection  of  10  c.cm.  of  sterile 

normal  saline  with  4  minims  of  1  :  1000   adrenalin.     Tlie  injections  are 

made  (1)  just  posterior  to  the  junction  of  the  skin  aud  mucous  membrane 

on  the  septum,  (2)  at  the  junction  of  the   septum  and  nasal   floor,  (3) 

opposite  the  anterior  end  of  the  luiddle  turbinate,  (4)  septum  opposite 

beginning  of  superior  meatus.     About  1  c.cm.  is  injected  at  each  spot, 

and  the  needle  must  be  introduced  through  the  perichondrium.     The  case 

is  ready  for  incision  in  five  minutes.  Macleod  Yearsley. 

Ritter,  G..  (Berlin). — The  Separation  of  the  Mucous  Membrane  in  the 
Submucous  Resection  of  the  Septum.  '-Zs-itschr.  f.  Larvngol.," 
Bd.  iv,  Heft  5. 

The  writer  recommends  a  new  form  of  elevator  with  a  curved  shaft 
and  a  bulbous  extremity.  The  ordinary  elevator  is  used  at  first  to 
separate  the  perichondrium  anteriorly,  and  thei'eafter  the  new  elevator  is 
used  to  get  round  the  corner  of  the  deviation,  aud  also  to  fit  into  the 
concavity  on  the  concave  side  of  the  septum.  The  instrument  is,  how- 
ever, not  suited  to  separate  the  mucous  membrane  from  sharp  prominences. 

•  /.  »S'.  Fraser. 

Glogan,  Otto  (New  York).— Removal  of  the  Bony  Septum.  Zeitschr.  f. 
Laryngol.,  Bd.  iv.  Heft  5. 
Existing  instruments  may  be  divided  into  two  groups,  (1)  biting  and 
(2)  breaking.  To  (1)  belongs  those  of  Freer,  Middleton,  Hajek,  Jansen 
and  Struyken.  To  (2)  the  forceps  of  Krause.  Grlogau  considers  that  the 
biting  instruments  are  the  best,  but  objects  that  they  only  bite  off  a  small 
piece  at  a  time ;  further,  the  maxillary  crest  cannot  be  removed  with 
biting  instruments.  Glogan  has  therefore  invented  two  bayonet-shaped 
double  saws,  the  one  horizontal  and  the  other  vertical.  The  bony  part  of 
the  septum  is  received  between  the  blades  and  is  first  sawn  through  above, 
then  below  and  finally  behind.  The  bony  deviation  can  thea  be  removed 
in  one  piece.  The  mucous  membrane  is  not  injured  as  it  does  not  come 
in  contact  with  the  edges  of  the  saw.  /.  S.  Fraser. 


EAR. 

Fridenberg,  P.  The  Ear  and  Social  Hygiene.  "Annals  of  Otol.,  Rhin. 
and  Laryngol.,"'  vol.  xx,  p.  784. 
A  short,  thoughtful  paper,  worth  reading,  which  pleads  for  a  better 
recognition  of  the  importance  of  the  ear  and  its  function.  The  eye  has 
come  in  for  a  full  share  of  attention  and  its  "  comfort "  by  proper 
illumination,  legibility  of  type,  etc.,  has  been  provided  for.  The  ear 
needs  similar  assistance  from  the  point  of  view  of  "  ear  strain,"  by  noise, 
etc.  It  is  pointed  out  that  the  aim  of  conservative  otology  is  to  preserve 
and  develop  normal  hearing  and  speech,  and  to  prevent  aural  disease, 
inferiority  or  alnise.  Macleod   Years/ci/. 

Lynch,  R.  C—  The  Role  of  the  Ear  as  a  Complication  to  General  Mani- 
festation of   Disease.     "  New   Orleans  Med.  and  Surg.  Journ.,"" 
July,  11)12. 
The  article  draws  attention  to  many  of  the  aural  lesions  found  in  the 

course  of   general  disorder.s.     Otitis  media  of   mild    degree,   which  fre- 
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(jiuMitly  escapes  notice  diiring  \]u\  pro-jjress  of  acute  int'fctioiis  (liseasos, 
often  causes  changes  result iug  in  permanent  functional  incapacity  of  the 
orican. 

Toxic  neuritis  can  be  recotj^nised  by  its  smlden  onset  and  progressive 
course;  it  most  frequently  occurs  ilurini;  mumps. 

Early  in  cases  of  nephritis  lucmorrhai;ic  infiltration  into  tli»^  Ivin- 
panum,  combined  with  vertigo  and  high-tone  deafness,  foim  a  chain  of 
symi)toms  almost  as  characteristic  as  albuminuric  retinitis.  Earlv  aural 
symptoms  in  myxoedema  are  progressive  loss  of  hearing  with  marked 
tinnitus,  vertigo,  and  nervous  irritability.  The  tympanic  cavity  mav  also 
be  tilled  with  serous  effusion. 

Diabetes  is  associated  frequently  with  crops  of  furimcles  in  tht- 
auditory  meatus  and  with  severe  itching  of  the  same  part. 

Grout  and  rheumatism  are  responsible  for  deposits  in  the  nei-ve, 
middle  ear  or  external  auditory  canal,  and  occasionally  for  sudden  Inenior- 
rliage  into  the  labyrinth  owing  to  arterial  degenerative  changes. 

Enteric  fever  causes  toxic  neuritis  and  occasionally  an  active  and 
persistent  otitis  media  during  convalescence. 

Aural  tuberculosis  should  be  suspected  whenever  an  otorrha'a  is  per- 
sistent in  a  debilitated  patient.  Knoirlex  Reiif'hdir. 

Murray.  R.  W.  (Liverpool). — The  Explosion  at  Bibby's  Oil  Works: 
How  the  Surgical  Emergency  was  dealt  with.  (Abstract  of 
portion  of  the  above  paper  relating  to  burns  of  pinna.)  "  Liver- 
pool Med.-Chir.  Jom-n.,"  July,  1912. 
As  a  result  of  the  explosion  123  cases  of  burn  were  treated  at  the 
Northern  Hospital,  Liverpool,  of  whom  75  were  admitted  as  in-patients. 
In  the  authors  opinion  the  most  intei'esting  and  remarkable  compli- 
cation was  that  affecting  the  ears.  In  16  of  the  cases  in  which  burns  of 
the  face  and  pinnae  had  occurred,  complete  healing  was  followed  about 
four  weeks  after  the  accident  by  sudden  and  apparently  spontaneous 
swelling.  "  A  man's  ears  would  have  a  normal  appearance  one  night, 
and  the  following  morning  they  were  swollen  beyond  recognition."  The 
swelling  involved  the  whole  of  the  pinna  and  was  not  very  painful.  The 
burns  had  been  of  the  second  or  third  degree,  and  received  the  same 
treatment  as  those  of  the  face,  i.  e.  boric  acid  ointment.  In  most  cases 
both  ears  were  affected,  and  in  no  case  could  traumatism  be  accepted  as 
an  explanation.  A  day  or  two  before  the  swelling  appeared  the  patients 
experienced  a  burning  or  tingling  sensation  in  the  ears,  and  the  author 
is  inclined  to  regard  the  trouble  as  of  nervous  origin.  The  effusion  was 
in  all  cases  of  a  serous  nature,  and  in  none  of  them  did  suppuration 
occur.  The  swelling  gradually  subsided,  the  cartilage  being  absorbed, 
not  exfoliated,  and  very  marked  deformity  was  the  result.  The  writer 
has  found  no  account  of  a  similar  condition  following  upon  burns. 

T/intiKiy    iiltt/irir. 

Frey,  Hugo.— A  New  Method  for  the  Estimation  of  the  Bone-conduction 
of  Sound.  '•  Mouats.  f.  Ohrenheilk.,"  Jahrg.  45,  Heft  v. 
There  can  be  no  doubt  that  Schwabach's,  Weber's  and  Kinue's  tests 
are  all  dependent  upon  the  same  clinical  fact,  viz.  the  increase  or  diminu- 
tion of  bone-conduction.  The  divergent  results  obtained  when  testing 
bone-conduction  even  in  normal  cases  by  Schwabach,  Emmersou, 
Siel)envaann  and  others  were  due  to  their  placing  the  end-piece  of  the 
fork  un  the  crown  of  the  head,  and  then  measuring  the  time  in  seconds 
which  elapsed  between  the  striking  of  the  fork  and  the  disappearance  of 
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sound-perception.  A  marked  advance  was  made  in  tlie  method  now- 
employed,  by  which  the  fork  is  placed  over  the  base  of  the  mastoid 
process,  and  a  measurement  is  taken  of  the  time  in  seconds  duriuo-  which 
the  normal  ear  hears  the  fork  above  or  below  that  time  during  Avhich  it 
was  heard  by  the  patient. 

The  following  modification  of  Schwabach's  test  has  been  advanced 
with  the  object  of  enabliug  us  to  compare  the  relationship  which  exists 
between  air-  aud  bone-couduction,  and  thereby  avoiding  at  least  one  of  the 
many  sources  of  error  which  this  method  entails.  As  the  test  is  usually 
employed  this  I'elationship  is  greatly  upset  by  reason  of  the  fact  that  the 
period  of  vibration  of  a  tuning-fork  wdiich  is  suspended  free  in  air  or 
held  lightly  between  the  fingers  is  much  longer  than  that  of  the  same 
fork  w'hen  its  steui  is  firmly  planted  upon  a  hard  substance.  Our 
measurements  are  further  adversely  influenced  by  the  fact  that  whilst  we 
are  transferring  the  fork  from  one  mastoid  process  to  the  other  it  must 
for  a  time  swiug  freely  in  the  air,  which  still  further  interferes  with  the 
character  of  its  vibrations.  These  difiiculties  may  be  overcome  by  com- 
paring the  pathologically  altered  bone-conduction  with  the  normal  air- 
conduction  in  the  followdng  manner.  The  examiner  must  in  the  first 
place  determine  the  constant  difference  in  time  between  his  own  bone-  and 
air-conduction  for  a  given  tuning-fork :  this  is  known  as  normal  Rinne 
(??..r.).  In  the  second  place  he  must  determine  the  difference  between  the 
air-conduction  of  the  patient  and  his  own  ;  this  is  designated  as  air- 
figure  (/.).  He  must  in  the  third  place  estimate  the  difl:"erence  betvyeen 
the  bone-couduction  of  the  patient  and  his  own  air-conduction  ;  this  is 
known  as  the  examiner's  differing  number  (f.cL).  In  estimating  bone- 
conduction  the  author  uses  the  tuning-fork  e  (Bezold)  and  g.^  (Eeiuer). 
By  the  first  of  these  the  normal  rinne  is  in  his  own  case  40  sec.  and  by 
the  second  21  sec. 

Example. — A  case  of  unilateral  interference  with  conduction,  con- 
firmed by  otoscopical  examination.  Tuning-fork  e ;  n.r.  =  40,  I.  —  36, 
f.cl.  :=  16.  This  interpretated  means,  the  air-conduction  is  diminished 
by  36  sec,  and  the  bone-conduction  is  lengthened  by  24  sec.  (air  seconds) 
compared  with  the  normal.  The  Rinne  test  may  be  reckoned  from  the 
above  figures  If  the  patient's  air-conduction  were  normal  the  Rinne 
would  work  out  +  16  (40-24),  but  we  know  from  I.  that  air-conduction 
is  diminished  by  36  sec.  Therefoi-e  in  this  case  the  Rinne  Avould  be 
—  20.  The  opinion  is  held  that  the  estimation  of  bone-conduction  if 
carried  out  in  this  manner  will  give  more  accurate  results,  and  lead  to 
a  truer  interpretation  of  the  variations  in  bone-conduction  which  occur 
with  different  tones  and  in  different  diseases.  /.  B.  Horyait. 


MISCELLANEOUS. 


Thost.  A.  (Eppendorf). — Gout  in  the  Upper  Aii'-passages.  "Art-liiv 
flir  Laryngol.,"'  vol.  xxvi,  Part  II. 
After  some  I'eference  to  the  nature  of  gout  aud  to  tlie  relation  of 
diseases  of  metabolism  in  general  to  the  mucous  membranes,  the  writer 
considers  the  diagnosis  of  gout  of  the  upper  air-passages.  In  his  opinion 
we  are  justified  in  arriving  at  a  diagnosis  of  gout  of  these  regions— (1) 
when  there  is  a  family  tendency  to  the  disease;  (2)  when  gout  has  been 
proved  to  be  present  by  examination  of  the  purin  metabolism,  or  when 
the  u])per  air-passages  are  affected  during  acute  attacks  of  gout  elsewhere  ; 
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(3)  when  cutaneous  gout  is  also  present;  (4)  wlien.  nr.linarv  treatmont 
liaviniT  failed,  treatment  directed  a^^ainst  gout  succecMls. 

The  relationship  of  gout  and  hay- fever  is  discussed,  and  this  is 
followed  bv  a  detailed  description  of  tiie  manifestations  of  -^oiit  in  the 
ditferent  portions  of  the  upper  respiratory  tract  together  with  the  iiistories 
of  eleven  illustrative  cases.  Thnrnm  Uuthr'u-. 

Bunch,  J.  L.-  Heredity  Syphilitic  Infants  treated  by  Intra  venous  Injec- 
tions of  ••606."  Section  for  the  Studv  of  Disease  in  Childivn. 
•'  Proc.  Koy.  Soc.  Med.,"  December,  1911. 

The  child  was  eight  weeks  old  and  presented  the  usual  thin,  old 
appearance.  The  skin  was  covered  with  a  maculo-pa])ular  rash  and  there 
were  fissures  at  the  angles  of  the  mouth ;  the  child  had  snutttes ;  VV  R  +  . 
On  June  21,  003  grm.  salvarsan  injected  intra- venously  ;  three  davs 
later  the  eruption  had  diminished.  Six  days  later  an  intra-muscufar 
injection  was  given,  and  a  week  after  this  all  syphilitic  lesions  had  dis- 
appeared. Dr.  Bunch  states  that  the  results  of  intra-venous  injection  have 
not  been  very  successfulininfants,  and  that  intra-muscular  injections  have 
been  associated  with  sloughing  of  the  tissues.  ./.  ,V.  Fni^rr. 

Spiller  (Pennsylvania).— Loss  of  Emotional  Movement  of  the  Face  with 

Preservation  or  Slig^ht  Impairment  of  Voluntary  Movement  in 

Partial   Paralysis  of  the  Facial   Nerve.       •  Amer.  Jouru.  Med 

Sci.,"'  March,  I'JU. 

The  author  has  observed  this  phenomenon,  especially  in  instances  of 

tumour  of  the  cerebello-poutiue  angle  })ressing  on  the  facial  nerve.     It  is 

important  to  recognise  that  this  form  of  dissociation  of  facial  movement 

may  be  the  first  sign  of  interference  with  the  facial  nerve  from  pressure 

of  such  a  tumour,  and  in  connection  with  slight   nerve  deafness  may  be 

of  localising  value.  Thomas  Guthrie. 


REVIEWS. 


Patologia,  Anatomia  e  Ftsiologia  del/a  Tonsilla  Fariiujea.  ByDr.  Fran- 
cesco Maltese.  Pp.  261  with  6  plates  and  20  figures.  Libreria 
Medica,  33,  Via  Massimo,  Torino,  Italy. 
It  was  with  some  misgiving  that  the  writer  undertook  to  review  "yet 
another  adenoid  book,"  aud  accordingly  hesitated  to  attempt  the,  for 
him,  necessary  task  of  perusal  before  tiie  leisure  of  the  long  vacation. 
This,  such  as  it  is,  is  the  only  excuse  he  can  offer  for  the  delay  in  the 
appearance  of  a  notice  of  a  w^ork  well  worth  attention.  Dr.  Maltese  has 
rendered  a  valuable  service  to  the  history  of  me  licine  and  surgery  in  our 
special  department.  In  such  a  well-worn  field  as  that  of  diseases  of 
Luschka's  tonsil  there  is  s.nall  opportunity  of  saying  anything  that  has 
not  already  been  said  over  and  over  again.  Indeed,  it  is  only  when  «ine 
has  occasion  to  study  a  work  of  this  class  that  one  obtains  anything  like 
a  complete  view  of  the  immense  amount  of  labour  and  research  that  has 
been  devoted  to  this  subject  in  all  civilised  countries  during  the  greater 
part  of  the  nineteenth  centurv  and  especially  since  the  publication  of 
Wilhelin  Meyer's  paper  in  1878.  In  the  history  of  ''the  concentnition 
of  great  minds  on  the  elucidation  of  a  small  subject  "  the  work  ot  Dr. 
Maltese    will   have  an  honoured    place,  furnishing,   as   it   does,  what    is 
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apparently  a  complete  "  Index  Medicus  "  to  the  literature  of  the  pharyn- 
geal tonsil  as  well  as  a  useful  practical  criticism  of  the  vieivs  of  the 
principal  writers.  The  pathological  section,  which  occupies  a  large  part 
of  the  volume,  abounds  with  citations  from  all  the  well-known  authorities, 
and  is  illustrated  by  several  well-executed  reproductions  of  micro-photo- 
graphs. It  is,  perhaps,  a  disadvantage,  which  may  have  some  disciplinary 
compensations,  that  these  illustrations  are  so  remote  from  the  text,  Avhile, 
in  order  to  obviate  any  disappointment  to  possible  purchasers  of  the 
book,  it  may  be  well  to  add  that  eighteen  of  the  twenty  figures  referred 
to  in  the  title  are  amongst  those  which  appear  on  the  six  plates. 

One  of  the  most  interesting  sections  is  that  entitled  "  Adenoite  Dif- 
terica  Primitiva,"  with  a  fiill  description  of  the  views  of  Rocaz,  Morfan, 
Freeman  and  many  others  who  have  worked  on  this  branch  of  the  sub- 
ject during  the  last  fifteen  years.  The  view  that  primary  diphtheria  of 
the  pharyngeal  tonsil  may  exist  as  a  distinct  morbid  entity  with  its  own 
peculiar  clinical  history  is  already  w^ell  established,  and,  though  it  has 
been  comparatively  rarely  observed  without  infection  of  the  fauces,  may 
serve  to  account  for  many  of  those  cases  of  post-diphtheritic  lesions  in 
which  there  was  apparently  no  evidence  of  a  previous  throat  affection. 

The  chapter  dealing  with  the  operative  treatment  is  somewhat  brief  and 
based  only  on  the  author's  personal  experience  of  Continental  methods. 
He  favours  the  operation  in  the  sitting  posture  by  curette,  preferably 
Gottstein's.  He  gives  but  a  scant  account  of  other  methods,  as,  for 
instance,  that  where  the  enucleation  of  the  adenoid  tissue  is  followed  by 
the  use  of  the  curette.  We  have  here  in  analogous  form  the  tonsillotomy 
versiis  enucleation  question.  Unfortunately  the  author's  numerous  quota- 
tions of  the  views  of  well-known  authorities  seem,  in  the  absence  of 
relial)le  statistics  of  comparative  recurrence,  only  to  show  once  more  that 
in  the  multitude  of  counsellors  there  is  confusion.  As  to  the  choice  of 
an  anaesthetic,  from  a  long  hospital  experience  he  is  somewhat  more 
enthusiastic  for  ethyl  chloride  or  bromide  than  would  probably  be  the 
case  with  the  majority  of  experienced  operators  on  this  side  of  tlie 
Channel.  However,  while  the  author's  opinions  throughout  the  work 
are  valuable  as  those  of  one  who  has  devoted  much  labour  and  original 
research  to  the  subject,  the  chief  interest  of  the  book  will  be  as  a  guide 
to  the  already  immense  literature,  and  it  is  as  such  that  it  can  be  recom- 
mended to  our  readers.  James  BoneJav. 

The  Prefcrihers  Formtilary  and  Index  of  Pharmacy.      By  Thomas  Pugh 
Beddoes.     London  :  Baillicre,  Tindall  &  Cox,  1912. 

This  is  one  of  those  small  and  handy  books  on  pharmacy  and  prcscrip- 
tion-writing  for  which  there  must  ahvays  be  a  demand.  Small  enough 
to  be  carried  in  the  waistcoat-pocket,  Mr.  Beddoes"  compilation,  never- 
theless, seems  to  be  lacking  in  nothing,  save  jjerhaps  in  a  general 
index.  The  subject-matter  is  arranged  in  a  convenient  and  accessible 
form;  and,  as  far  as  we  have  examined  it,  misprints  or  errors  in  dosage 
seem  to  be  remarkably  few  in  number.  The  sections  containing  the 
preparations  on  the  throat,  nose  and  ear  will  be  fi>und  to  be  very 
complete. 

Mr.  Beddoes  may  be  congratulated  on  the  patience  and  assiduity  that 
have  enabled  him  to  conquer  the  teilium  of  completing  so  satisfactorily  a. 
work  ill  which  meticulous  care  is  the  tirst  and  last  essential. 

Dan   McKevzie. 
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Fi>x.  V-'}. — Coloiuv'fl  drawing,  x   -loU.     Showing  a  mediiUated  fibre  passing 
to  and  ending-  in  the  epithelial  layer. 
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SOME    OBSERVATIONS    ON    THE    NERYE    SUPPLY    OF    THE 
INFERIOR  TURBINAL  AS  SHOYVN  BY  VITAL  STAINING  ' 

By  T.   W.  E.  Eoss,  M.D.,  F.R.C.S.E., 

Late  Clinical  Assistant  to  the  Ear,  Nose  and  Throat  Dej^artment  of  the 
Royal  Infirmary,  Edinburgh. 

The  following  is  avi  account  of  the  nerve  structures  in  the  inferior 
turbinal,  founded  upon  the  examination  of  twenty-five  specimens 
removed  by  operation  and  stained  by  the  intra-vitam  methylene- 
blue  method  : 

The  specimens  examined  were  mostly  of    hypertrophic  type  ; 
(edematous  turbinals  were  not  examined. 

The  metliod  of  staining  was  briefly  as  follows  : 
The  freshly  removed  turbinal  was  freed  from  any  splinters  of 
V)one,  and  cut  into  sections  about  one  eighth  of  an  inch  thick. 
These  were  washed  in  warm  saline,  and  then  transferred  to  a  ^^'jjpei- 
cent,  solution  of  methylene-blue  (nach  Ehrlich)  in  normal  saline.  In 
this  the  tissue  Avas  kept  for  about  half  an  hour  at  blood  heat.  It 
was  then  placed  in  a  Petrie's  dish  and  exposed  to  the  air  for  about 
half  an  hour  in  an  incubator  at  blood  heat,  and  kept  moist  with 
saline.     For  fixation  the  tissue  is  then  placed  in  an  8  per  cent. 

1  From  the  Ear,  Nose  and  Throat  Department  of  the  Royal  Infirmary,  and  th 
Research  Laboratory  of  the  Royal  College  of  Physicians,  Edinburgh. 
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solution  of  ammoinum  [molybdate  (Merck)  at  35°  F.,  where  it  may 
be  left  twelve  hours.  The  tissue  was  then  washed  m  cold  runnino; 
water  for  half  an  hour,  preparatory  to  a  process  of  dehydration  m 
96  per  cent,  spirit  and  absolute  alcohol,  as  described  by  J.  Gordon 

Wilson. 

The  stain  is  very  apt  to  be  dissolved  out  of  the  finer  nerve 
elements  in  this  prJcess  of  dehydration.  I  obtained  more  satis- 
factory results  by  carrying  specimens  through  as  described  up  to 
the    point    of    dehvdration,    and    then    cutting  sections    with    the 
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■P.fi  1  — Pliotoo-raph,  x  200.  Antero-posterior  vertical  section  towards 
posterior  encf  of  inferior  turbinal.  a.  One  of  the  main  nerve-trunks,  b. 
A  tortuous  branch  passing  towards  surface. 

freezing  microtome.  The  sections,  as  cut,  were  dried  with  blotting- 
paper  passed  rapidly  through  absolute  alcohol  and  xylol,  and 
mounted  in  Canada  balsam. 

The  sections  were  purposely  cut  rather  thick  to  afford  a  better 
chance  of  tracing  the  individual  nerve-fibres  in  their  ramifications. 
This  fact,  together  with  the  character  of  the  stain,  rendered 
the  making  of  micro-photographs  a  difficult  matter,  especially  with 
the  high  powers  necessary  to  show  the  finer  nerve-fibrils.  The 
photographs  shown  here  are  quite  untouched,  and  merely  give  an 
indication  of   what  can  be  seen  in  the  sections. 
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The  general  appeaniuc-e  of  a  section  staiiuMl  in  tlii-^  manner  l^ 
as  follows  : 

The  eolunmar  epithelium,  whieh  is  very  apt  to  disappi-ar  in  the 
process,  is,  if  still  present,  well  stained.  Some  cells  appear  to 
take  up  the  stain  more  readily  than  others.  These,  for  the  mosi 
part,  appear  to  be  snpi)orting  cells,  with  a  large  rounded  granular 
nucleus,  and  \vith  tapering  ends,  of  which  one  does  not  rpiiu- 
reach  the  surface,  whilst  the  other  extends  as  a  fine  thread-like 
process  to  the  basement  membrane. 


Fig.  2. — Photograph,    x  200.     Showiiit;-  nerve-fibres  in  one  of  tlie  deeper 

nerve-branclies. 

The  basement  membrane  is  not  stained  and  shows  as  a  well- 
defined  homogeneous-looking  line,  immediately  under  wdiich  are 
great  numbers  of  fine  capillary  loops.  These  loops  form  regulai- 
arcades,  the  rounded  convexities  of  which  are  often  in  actual 
contact  with  the  basement  membrane.  The  capillaries  and  their 
contents  are  well  stained,  but  the  supporting  tissues  are  only 
faintly  stained.  There  is  always  evidence  of  a  small  round-celled 
infiltration  in  this  capillai-y  zone,  and  the  cells  foi-miny  it  arc 
stained  in  varying  degree. 

In  what  follows  reference  is  made  to  this  zone  of  small  ca])il- 
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laries  and  tlieir  supporting  tissues  as  the  subepithelial-layer. 
Beneath  this  layer  are  the  mucous  glands  and  the  blood-spaces 
with  their  surrounding  elastic  and  involuntary  muscular  tissue. 
These  tissues  are  only  faintly  stained.  In  sections  where  the 
nerves  have  taken  on  the  stain  and  retained  it  during  the  prepara- 
tion for  examination  they  stand  out  ver\'  clearly  from  the 
surrounding  tissues.  All  shades  of  blue  may  be  seen,  but  the 
axis  cylinders  and  fibrils  are  generally  dark  blue.      The  medullary 
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Fig.  3 — Pliotograi^h,  x  tjO  Transvor.se  vertical  section  throiioh  inferior 
turbinal  about  its  middle  portion,  showing,' :  i  a)  Subepithelial  capillary. 
B.  Nerve-fibres  forming  a  siiperficial  biindle  running  parallel  to  surface, 
c.  Basement  membrane  denuded  of  epithelium. 


sheath  of  the  meduUated  fibres  is  often  stained  a  mauve  colour. 
The  axis  cylinders  and  fibrils  often  pi-esent  a  beaded  or  varicose 
appearance. 

The  nerve  supply  of  the  inferior  turbinal  is  derived  from  the 
two  inferior  nasal  nerves,  wliich  are  given  off  from  the  great 
or  anterior  palatine  nerve.  I'hey  emerge  from  two  minute 
apertures  in  the  vertical  plate  of  the  palate  bone,  the  uppei- 
branch  at  a  level  between  the  middle  and  inferior  turbinals,  the 
lower  immediately  behind  the  posterior  eiid  of  the  int'ei-iur  turbinal. 
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Till'  t'oniu'i-  siiijplies  t\w  iij)])it  jiikI  the   latter  tlic  antral  surface  of 
the  turbiiial. 

In  sections  stained  with  the  vital  nielhnd  the  larger  nerve- 
trunks  are  well  seen.  'JMiey  enter  posteriorly  and  run  fnrward> 
near  the  bone,  generally  in  comapny  with  an  artery  and  a  vein. 
Xiunerous  branches  are  given  off,  which  run  more  or  less  t)l)li(niely 
towards  tiie  surface.  These  branches  are  generally  very  tortuous, 
which  is  probably  a  provision  to  prevent  their  interference  with 
the  free  exj)ansion  of  the  turbinal.     Fig.   1   (x  2()())   shows  one  of 


Fig.  4. — Photograph,  x  200.  Transverse  vertical  section  of  inferioi*  turbinal, 
showing:  A.  Basement  membrane,  b.  Superficial  bundle  of  nerve-fibres, 
c.  Fibres  branching^  off  from  bundle. 


the   larofer  nerve-trunks    o'ivinof   off    a    branch    which    iiursues    a 
tortuous  path  towards  the  surface. 

Fig.  2  (X  200)  shows  a  large  trunk  branching.  These 
branches  on  neariug  the  surface  split  up  irregularly  into  bundle-, 
in  whicli  five  or  six  niedullated  fibres  can  often  be  counted.  The 
bundles  of  fibres  run  parallel  to  the  surface  in  the  deeper  portion 
of  the  subepithelial  zone.  They  can  be  seen  both  in  vertical 
transverse  and  in  vertical  antero-posterior  sections  of  the  inferior 
turbinal.  Bundles  shown  in  longitudinal  section  in  the  one  ca.se 
appearing  in  cross  section  in  the  other,  though  the  latter  are  not  so 
easy  to  identify.  The  average  width  of  the  bundles  is  from  20  to 
30  ;i. 
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Three  different  appearances  are  presented  by  the  component 
fibres : 

(1)  Those  with  a  double  contour  and  mauve-coloured  granular 
content,  showing  at  intervals  well-marked  nodes,  where  a  blue- 
stained  axis  cylinder  may  be  seen.  They  are  about  2  fi  in  diameter. 
These  are  certainly  ordinary  medullated  fibres. 

(2)  Those,  which  are  also  about  2  ju  in  diameter,  but  show  no 
double  contour,   are   stained   uniformly   dark   blue,  and    have   no 
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Fig.  5. — Photograph,  x  200.  Transverse  vertical  section  about  junction  of 
middle  and  anterior  thirds  of  inferior  turbinal,  showing :  A.  Cells  in  a 
subepithelial  capillary,  b.  A  nerve-fibre  breaking  up  into  a  leash  of 
terminal  fibrils. 

nodes  nor  varicosities.  These  are  perhaps  also  medullated  fibres 
which  have  reacted  differently  to  the  stain. 

(3)  Those  of  much  smaller  diameter,  about  "o  /,/,  hair-like  in 
appearance,  with  numerous  beads  on  their  course,  wliich  are  appa- 
rently non-medullated  fibres. 

In  Fig.  3  is  seen  a  low-power  view,  and  in  Fig.  4  a  higher 
power  view,  of  such  a  bundle.  From  these  bundles  nerve-fibres 
of  all  varieties  are  given  off  to  their  ultimate  distribution,  which 
may  be  classified  as  follow.s  : 

(1)   Fibres    going    to    the    blood-spaces    and    the     non-striped 


February,  1013.J  RhinoIog:y,  and  OtoIog;y. 


63 


iiiusciihir  tissue  siifroniKliiin-  them,  to  the  bhxiil-vessels  iind  to  tho 
irliiiHls. 

Altht)ugh  the  mure  deeply  situated  ot"  these  structures  are 
supplied  by  fibres  couiing  directly  from  the  deeper  nerve-trunks, 
yet  (piire  a  hirge  number  of  fibres  may  be  traced  from  the  super- 
Hcial  bundles  running  downwards  to  supply  the  deeper  structure. 
These  fibres,  which  nppear  to  be  of  the  non-medullated  variety, 
split  up  into  beaded  fibrils,  some  of  which  joiu  siinilnr  fibrils  to 
form   a    plexus    ;imono-st   the  blood-spnces  ;in<l   o:lands,  otliei's  ter- 
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Fig.  6— Photograph,  x  1000.  Transverse  vertical  section  through  anterior 
l)ortion  of  inferior  turbinal,  showing  :  A.  Cells  in  subepithelial  capillary. 
B.  Leashes  of  parallel  fibres  forming  a  plexus. 

minate  in  bulbous  endings  in  the  involuntary  muscular  tissue  or 
under  the  endothelium  of  the  blood-spaces.  Numerous  fibrils  can 
be  seen  ending  in  proximity  to  the  cells  of  the  gland  acini,  but  in 
my  sections  the  exact  natuie  of  their  ending  could  not  be  deter- 
mined. 

Not  infrequently  a  well-marked  plexus  of  minute  nerve-fibrds 
can  be  seen  surrounding  the  smaller  veins  or  larger  capdlaries. 

(2)  Fibres  ending  in  the  subepithelial  layer  are  numerous,  and 
their  distribution  complicated.  Several  types  of  nerve-ending 
nuiy  be  found. 

"(o)   Certain    nerve-fibres,    apparently    of    the    non-medullated 
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variety,  break  up  into  a  leash  of  very  fine  fibrils^  wliicli,  under  tlie 
oil-immersion  lens,  look  like  fine  liairs  dotted  with  minute  beads, 
and  each  of  which  terminates  in  a  little  bulbous  ending.  Some- 
times these  minute  fibrils  are  branched.  Such  a  leash  is  found 
between  the  subepithelial  capillaries,  and  its  fibrils  appear  to  have 
no  connection  with  other  nerve-fibrils  (Fig.  5). 

[h)   Another  nerve-fibre,   also   non-meduUated,  may   l)reak    up 
into    a   leash    of   minute   varicose   fibrils,   whicli   ran   more   or   less 
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Fig.  7.— Photograph,  x  lOUO.  Transverse  vertical  section  through  anterior 
portion  of  infei-ior  tnrbiual,  showing  :  a.  Cells  in  subepithelial  capillarv. 
B.  A  leash  of  parallel  fibrils  forming  portion  of  a  plexus,  the  other  com- 
ponents of  which  do  not  fociis  on  the  same  plane,  c.  Fibrils  given  off 
from  the  leash  to  capillary. 

[)aral]el  in  a  wavy  course.  This  leash  forms  a  plexus  with  similar 
groups  of  fibrils  derived  in  a  similar  manner.  The  plexus  thus 
constituted  lies  amongst  the  sub-epithelial  capillaries,  and  from  it 
numerous  fibrils  are  given  off,  which  go  to  the  capillaries.  These 
fibrils  sometimes  end  in  minute  bnll)s  in  relation  to  the  capillary 
endothelium,  sometimes  they  are  seen  to  accompany  the  capillary^ 
surrounding  it  in  a  plexiform  manner.  This  plexus  of  nerve- 
fibril  leashes  is  most  evident  in  the  anterior  portion  of  the  turbinal. 
Figs.  6  and  7  give  an  indication  of  the  characters  of  the  plexus  ;  in 
the  latter  a  fibril  may  be  .seen  going  to  a  capillary. 
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{<•)  A  iiu'dullatod  fibre  is  often  seen  t..  rnn  its  (-(.ursc  in  tin- 
sub-epithelial  layer,  where  it  gives  off,  and  finally  breaks  up  into, 
numerous  fibrils.  Of  these,  .some  are  given  off  to  capilliirics  or  f.'. 
the  more  snperficial  blood-spaces,  whilst  ot  hers,  and  more  espeeially 
rhe  terminal  fil)rils,  go  to  form  a  ])lexns  in  the  subepithelial  layer. 
This  plexus,  in  the  formation  of  which  fii)i-ils  from  non-medidhiti-d 
Hbres  also  appear  to  take  part,  is  in  contrast  to  the  plexus  of 
leashes  already  described,  in  that  it  is  wide-mesh.Ml  and  its  fibrils 
i-un  singly  and  unite  with  each  other  very  iri-egularlv.  it  is  of 
l:nrly  even  distribution  througliour  the  whole  subepithelial  layer. 
A  poi-tion  of  such  a  ])lexus  is  shown  in  Fig   8  (x  1000). 


Fig.  .s. — Photo<rr:iph,  x  lUOO.  Transverse  vertical  section  throus^h  posterior 
end  of  inferior  tnrhinal,  showing- :  A.  Nerve-fibrils  takino^  part  in  the  for- 
mation of  a  wide-nieshed  plexus. 

Often  a  medullated  fibi-e  destined  to  pierce  the  basement  mem- 
l)rane  for  tlie  supply  of  the  epithelium  is  seen  to  give  off  minute 
fil)rils  to  capillaries  lying*  near  its  course.  Such  can  be  seen  in 
Fig.  10  (x  1000). 

{(l)  Another  type  of  ending  is  shown  in  Fig.  II.  It  is  formed 
by  a  fine  non-varicose  fibre,  which,  making  a  loop  (tn  itself,  eml» 
in  a  fairly  large  bulb.  This  is  found  in  the  connective  tissue 
between  the  subepithelial  capillarie-. 

(e)  In  several  sections  one  has  noticed  a  nerve-fibre  of  the 
medullated  variety  forming  a  series  of  convolutions  and  apparently 
ending  in  an  oblong  ring  or  bulb   witli  a  granular  margin  ami  a 
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clear  centre.  Tliis  is  shown  in  Fig.  12,  but  tlie  above  description 
applies  to  a  higher  magnification  than  that  with  which  the  drawing 
was  made.  These  convolutions  are  found  in  the  deeper  part  of  the 
subepithelial  layer. 

(3)  Fibres,  Avhich  end  in  the  epithelial  layer,  are  found  of 
fairly  equal  distribution  over  the  turbinal.  The  following  is 
a  description    of  such  an   ending,  as   seen   with  the   oii-inimei'sion 


Fig.  (t. — Photograph,  x  1000.  Transverse  vertical  section,  showing- :  a. 
Mediillated  fibre  destined  for  supply  of  epithelium,  b.  Non-mednUated 
fibre  accompanying  tlie  former. 


lens,  in  a  transverse  vertical  section  near  the  anterior  end  of  the 
turbinal  : 

A  well-defined,  deeply  stained  fibre,  of  about  2  fx  in  diameter, 
follows  a  rather  tortuous  course  through  the  subepithelial  layer 
towards  the  basement  membrane.  Nodes  are  seen  at  intervals, 
but  there  is  no  vai'icosity.  It  is  evidently  a  medullated  fibre. 
Jiefore  reaching  the  basement  membrane  four  very  fine  fibrils  are 
given  off.  Of  these,  one  ends  in  a  tin\'  bulb  immediately  below  the 
biisement  membrane,  whilst  three  pierce  that  structure.  Of  these, 
two  end  in  little  bulbs  on  its  epithelitil  surface,  the  other  ends 
•midway  between  the  bnsement  membrane  and  the  ciliated  surface 
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Fig.  U. 


Fig.  12. 


Fig.  11. -Coloured  drawiiii"-,   x   4(_M).     Sliowinfr  a  noi"v<'-endini,' in  .siili 
epithelial  layer. 

Fig.  12.-  Coloured  drawing,  x  400.     Showing  a  nerve  ending  in  .sul> 
epithelial  layer. 


To   Illustrate    Dr.    W.   E.  Koss's   Article   on    So.me   Obsekv.\tions   on   the 
Nerve  Supply  of  the  Inferior  Turbinal  as  shown  by  Vital  Stainmno. 


AiilarH  b-  Sun.  Iwf» 
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in  two  little  bulbs  connected  to  it  by  stalks  so  fine  as  to  be    iuirillv 
visible  with  the  liighest  power. 

At  the  points  where  these  iil)rils  enier^^e  tlu'i-e  :ite  distinct 
thickenings  on  tlie  iibre.  The  largest  of  these  fibrils  is  about  4 /i 
in  diameter,  the  smallest  about  half  that.  The  fibre,  somewhat  dimi- 
nislied  in  size,  ]iierces  the  basement  membrane  and  at  once  gives  otT  a 
fine  tibril,  which  runs  between  the  colnmnar  cells  towards  the  surface 
and  ends  in  a  grape-like  cluster  of  little  bulbs.  The  stalks  of  the 
bulbs  are  only  visible  with  the  highest  power.  The  fibre  then 
curves  over  towards  the  basement  membrane,  with   which   it   runs 


Fig  10  — Photoc^raph,  x  1000.  Another  view  of  precedinj^  section, showing  : 
A.  The  medulfated  fibre,  b.  Fibrils  given  off  to  sub-epitlielial  capillaries, 
c.  Cells  in  the  latter. 

parallel.  It  exhibits  a  series  of  irregular  thickenings,  gives  ofF 
another  very  fine  fibril,  which,  after  a  short  course  towards  the 
surface,  ends  in  two  tiny  bulbs,  and  then  itself  ends  in  a  series  of 
bulbs  connected  by  very  fine  threads  (Fig.  13). 

As  previously  indicated,  fibres  ending  like  the  above  in  tlie 
epithelium  may  sometimes  be  seen  to  give  off  fibrils  to  capillaries 
in  the  sub-epithelial  layer  (Fig.  10).  Sometimes  the  fibre  is  seen 
to  be  accompanied  by*^a  smaller  beaded  fibre,  apparently  of  the 
non-medullated  variety.  In  Fig.  9  the  large  dark  fibre,  about 
2  fi  in  diameter,  is  running  just  below  the  basement  membrane.  It 
is  accompanied  by  a  fine  varicose  fibre,  which  is  well  seen  in  the 
section,   but  onlv   faintly   in    the    photograph.     The    larger   fibre, 
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beyond  the  i^oiiit  pLotographed,  gives  off  mnnerous  fine  fibrils, 
wliicli  penetrate  the  basement  membrane  to  end  amongst  the 
epithelial  cells,  and  finally  itself  pierces  the  membrane,  ending  in 
a  row  of  beads  connected  by  very  fine  fibrils.  Tlie  fine  varicose 
fibre  is  not  seen  to  pierce  the  basement  membrane.  In  no  instance 
have  I  seen  any  direct  connection  between  a  nerve-fibril  and  any 
of  the  columnar  epithelial  cells,  though  some  of  the  fine  processes 
of  the  supporting  cells  take  on  the  stain  in  a  very  similar  manner 
to  the  nerve-fibrils. 

From  the  facts  stated,  it  is  obvious  that  the  inferior  turbiuals 
have  an  abundant  and  complex  nerve  supply.  The  complexity  is 
greatest  in  the  sub-epithelial  layer.  Here  several  varieties  of 
nerve-ending  are  found,  the  most  striking  of  which  is  the  plexus 
formed  b}^  leashes  of  nerve-fibrils,  best  seen  towards  the  anterior 
portion  of  the  turbinal.  The  medullated  fibres  seem  principalh- 
destined  to  end  in  the  epithelium,  but  those  which  do  generally 
give  off  fibrils  to  capillaries  and  other  structures  in  the  sub- 
epithelial layer.  Some  medullated  fibres  end  in  the  sub-epithelial 
layer,  their  ultimate  fibrils  going  to  form  the  Avide-meshed  plexus 
already  described.  The  nerve  supply  of  the  sub-epithelial  capil- 
laries is  vei'y  rich.  Fibrils  pass  to  them  from  both  varieties  of 
fibre,  and  also  from  the  terminal  plexuses  of  fibrils. 

In  conclusion,  I  desire  to  express  my  indebtedness  to  Dr.  Logan 
Turner  for  permission  to  use  material  derived  from  his  department 
in  the  Royal  Infirmary  of  Edinburgh,  and  to  Dr.  Cranston  Low  for 
kindly  making  the  three-coloured  drawings  of  nerve-endings. 
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I'Airr  I. 

AX  AXALVSLS  OF  76  CONSECUTIVE  OPKRATloXS  ON 
THIC  FROXTAL,  MAXILLARY,  ETHMOIDAL  AND 
SPIIEXOIDAL    SINUSES.' 

By  J.  S.  Fraskh.  M.B.,  Ch.B.,   F.K.C. S.E., 

Assistant  Swrgeon,  Ear  and  Throat  Department,  Koyal  Infirmary,  Edinl.iujjli ; 
Aural  Surgeon  to  Leith  Hospital ;  and 

Raymond  Verel,  M.B.,  Ch.B.,  F.R.C.S.E., 

Lately  Senior  Clinical  Assistant,  Ear  and  Throat  Department. 
Royal  Infirmary,  Edinburgh. 

In  contimiation  of  the  policy  of  piiblisliinu;  the  results  of  operii- 
fions  (JorKNAL  OF  Laryngology,  Rhixology,  and  Otology,  March 
and  April,  1912),  the  present  writers  present  the  following  account 
of  76  operations  on  the  nasal  accessory  siuuse.s,  perfoi-med  bv  one 
of  them  (J.  S.  F.)  duiing  the  last  six  j^ears.  Cases  of  acute 
sinusitis  treated  by  inhalation.s,  hot-air  baths  and  proof  puncture 
are  not  included 

Tiie  76  operations  were  performed  on  66  patients,  and  have 
been  classified  as  follows  : 

a.  Fronto-ethmoidal  Suppuration,  11  cases  (6  cures,  2  improved, 
1  failure;  1  did  not  report;  1  death  from  meningitis,  which  was 
present  on  admission  ;  1  patient  died  subsequently  frc)m  phthisis 
pulmonalis).  In  6  of  the  11  cases  antral  suppuration  was  also 
present. 

B.  Antro-ethmoidal  and  Antral  Supj^nratinn — 52  cases.  Tiie 
following  operations  were  performed: 

(1)  Forty-two  cases.  Radical  operation  (Caldweli  Luc)  on  the 
maxillary  antrum  combined  in  20  of  the  cases,  with  intra-nasal 
operation  on  the  ethmoidal  cells.  (Sixteen  cured;  16  improved — 
ethmoidal  suppuration  still  gives  trouble;  1  failure;  7  patients  did 
not  report;  2  deaths  some  years  after  operation  from  otlier  causes.) 

(2)  Eight  intra-nasal  operations  on  the  maxillary  antruui, 
combined  in  4  cases  with  intra-nasal  operation  on  the  etlinioiilal 
cells.     (Six  cures  ;  2  patients  did  not  report.) 

(:3)  Alveolar  operation — 2  cases.     (Two  cures.) 
'  Read  at  the  Scottish   Otological  and   Laryngological   Society's   meeting  .mi 
November  20,  1912.     The  discussion  on  this  paper  will  appear  in  a  later  issue  of 
the  JouRN.  OF  Laryngol.,  Rhinol.,  .\xi)  Otol. 


70  The  Journal  of  Laryngology,       February,  1913. 

c.  Periodoutal  Dental  Cysts — 4  cases.  (Two  cures;  2  patients 
did  not  report.) 

D.  Ethmoidal  Suppuration — 3  cuses;  intra-nasal  operation  in 
2  (1  cure;  1  improved).  p]xternal  operation  on  both  sides  in  one 
case  ;  result  still  uncertain 

E.  Sphenoidal  and  Posterior  Ethmoidal  Sinuses — 6  cases  (given 
in  detail).     In  two  of  these  antral  suppuration  also  present. 

It  is  worthy  of  note  that  out  of  the  66  cases  in  which  suppu- 
rative catarrh  was  present  in  the  accessory  sinuses  the  ethmoidal 
cells  were  involved  in  38  instances  (11  fronto-ethmoidal  ;  20 
antro-ethmoidal ;  3  ethmoidal;  and  4  spheno-ethmoidal).  The 
writers  regret  that,  owing  to  distance  of  the  patients  from  Edin- 
burgh and  change  of  address,  tliey  have  been  unable  to  follow  up 
14  of  the  cases. 


A.  Fronto-Ethtnoidal  Suppuration.     (Killian  operation;  11  cases). 

The  age  of  the  patients  varied  from  16  to  00  years;  second 
decade,  2;  third,  5;  fourth,  3;  and  seventh,  1.  Two  of  the  cases 
were  subacute  (6  weeks  and  3  months  respectively),  while  the  rest 
were  chronic.  One  of  the  subacute  cases  was  treated  by  means  of 
the  head-light  bath  (Briinings),  but  without  result. 

Symptoms. — Nasal  dischai-ge  was  noted  in  all  but  one  case,  in 
which  an  external  fistula  was  present.  Nasal  obstruction  was  a 
prominent  symptom  in  3  cases.  Three  patients  complained  of  loss 
of  the  sense  of  smell,  and  3  of  a  subjective  foal  odour.  Eight 
patients  complained  of  frontal  pain  or  headache,  and  in  5  instances 
this  pain  showed  marked  periodicity,  coming  on  in  the  forenoon, 
and  passing  off  about  4  p.m.  Five  of  the  patients  had  previously 
had  polypi  removed  on  one  or  more  occasions.  One  patient  was 
admitted  with  intra-cranial  symptoms. 

Examination. — In  two  cases  the  external  nose  was  expanded. 
Four  patients  had  a  swelling  at  the  upper  inner  angle  of  the  orbit, 
Avhile  one  had  a  fistula  in  this  region  and  another  a  depressed  scar. 
Intra-nasal  examination  showed  absence  of  pus  in  one  case,  pus 
but  no  polypi  in  one  case,  oedema  of  the  middle  turbinal  and  pus  in 
three  cases,  while  in  the  six  remaining  patients  pus  and  nasal 
])o]ypi  were  jn-esent. 

Trans-illumination  and  Radiography. — In  four  unihiternl  cases 
the  affected  frontal  sinus  was  dark,  Avhile  the  healthy  side  illumi- 
nated. In  three  bilateral  cases  Ijotli  frontal  sinuses  were  dark, 
and  in  only  one  case  did  the  diseased    sinus    illuminate.      (No   note 
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as  to  rlireo  cases.)  Tii  livi'  of  tlu>  )i;iliciirs  the  jn-cseiu-c  of  IVontal 
sinusitis  and  the  outlines  of  tlu>  cavity  wim'c  shown  l)v  tlio  X  nivs. 
No  note  in  six  cases. 

Operative  Techniiinc — 'The  auiust  lictic  employed  was  chlorofornt. 
The  nose  was  packed  witli  gauze  soaked  in  cocaine  solution  with  a 
little  adrenalin.     A  spongre  was  introduced  into  the  naso-pliarvn.x. 

The  Killian  opei'ation  was  performed  in  all  cases,  the  up|)er 
part  of  the  sinus  being  first  dealt  with.  In  the  second  part  of  the 
operation  difficulty  was  experienced  in  three  cases  in  gouging 
through  the  frontal  process  of  the  superior  maxilla  without  causing 
extensive  fracture  of  the  bone.  In  none  of  the  cases  was  the 
attachment  of  the  superior  oblique  muscle  preserved.  After  the 
anterior  ethmoidal  cells  and  orbital  extension  had  been  dealt  with, 
the  middle  turbinal  was  removed  through  the  anterior  nai-is  by 
means  of  Luc's  forceps.  No  attempt  was  made  to  preserve  the 
mucous  membrane  of  the  lateral  wall  of  the  nose,  but  that  coverinsr 
the  under  surface  of  the  iiicisura  ethmoidalis  was  not  curetted.  The 
ethmoidal  cells  were  next  removed  back  to  the  anterior  surface  of 
the  body  of  the  sphenoid  with  Griinwald  and  Luc's  forceps.  The 
cavities  were  then  swabbed  out  with  peroxide  of  hydrogen  and 
packed  with  iodoform  worsted,  which  was  removed  at  the  end  of 
twenty-four  hours.  In  the  majority  of  cases  the  cavities  were  also 
drained  for  a  few  days  by  means  of  worsted  introduced  at  one  or 
more  points  along  the  line  of  incision.  At  the  end  of  this  period 
these  drains  were  omitted,  and  the  line  of  incision  was  closed  by 
tio-htenino-  the  loose  stitches  which  had  been  passed  at  the  time  of 
operation. 

Findings  at.  Operation. — In  all  cases  the  sinuses  contained  pus 
and  thickened  polypoid  mucosa.  In  one  case  there  were  erosions 
in  the  lachrymal  bone  and  os  planum  of  the  ethmoid,  while  in 
another  there  was  a  fistula  in  the  floor  of  the  frontal  sinus.  In  a 
third  case  rhinitis  caseosa  was  present. 

In  the  one  fatal  case  an  extra-dural  abscess  was  discovered  at 
the  second  operation.      (The  case  is  given  in  fall  below.) 

Complications. — One  patient  developed  pleuro-pneumonia  and 
empyema,  necessitating  the  removal  of  a  portion  of  ril).  Ofr. 
J.  W.  Dowden  kindly  operated,  and  the  patient  recovered.) 

In  a  second  case  the  wound  had  to  be  re-opened  on  account  oi 
necrosis  of  the  bridge  and  commencing  osteomyelitis.  At  the 
second  operation  the  wound  was  left  open  and  packed.  The 
patient  got  well.  In  a  third  case  there  was  retention  of  pus  in  the 
upper  portion  of  the  sinus,  necessitating  a  second  vertical  incision 
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and  drainage  for  a  week  or  twu.  In  five  cases  diplopia  was 
noted  after  operation.  In  one  case  there  was  no  diplopia,  find  in 
five  this  point  is  not  recorded. 

Re-snltb'. — ^Complete  cure  in  six  cases.  In  two  there  was  still 
some  discharge  from  the  upper  part  of  the  cavity  when  the  patient 
was  last  seen.  One  patient  reports  that  she  is  not  improved.  In 
one  case  the  result  cannot  be  ascertained,  while  one  patient  died  of 
meningitis,  which  was,  however,  present  on  admission  to  hospitMl. 
Most  of  the  patients  complained  for  considerable  periods  after 
operation  of  a  feeling  of  ''numbness"  or  of  "pins  and  needles" 
over  the  forehead  on  the  side  of  operation. 

Fatal  Case. 

This  case  has  already  been  recorded  (Journal  of  LARYNGOLOGy,  Rhinologt, 
AND  Otology,  vol.  xxvi,  1911,  p.  45),  but  is  given  here  for  the  sake  of  completeness, 
and  also  because  there  were  several  inaccuracies  in  the  last  report. 

Female,  aged  twenty-one,  suffered  from  cold  in  the  head  for  six  weeks  before 
admission  to  one  of  the  medical  wards  of  the  Eoj'al  Infirmary.  During  the  whole 
of  this  period  she  had  nasal  discharge,  and  for  the  last  fortnight  frontal  hefidache 
and  swelling  above  the  left  eye.  Five  days  before  admission  she  suffered  from 
vomiting,  shivering,  and  general  pains,  and  during  the  last  three  days  the  nasal 
discharge  ceased.  On  admission  to  the  medical  ward  the  temperature  was  102°  F. 
and  the  jjulse  104.  She  was  drowsy,  and  lay  on  her  right  side  with  her  knees 
flexed.  Percussion  of  the  skull  caused  ])ain,  especially  over  the  left  frontal  region. 
Examination  of  the  ocular  fundus  showed  engorgement  of  the  veins.  There  was 
no  strabismus.  The  sense  of  smell  appeared  normal.  There  were  no  paralytic 
phenomena,  and  the  reflexes  were  normal.  Spinal  puncture  yielded  a  clear  fluid 
containing  albumen ;  there  was,  however,  no  increase  in  pressure,  and  no  cells  or 
organisms ;  Fehling-rediicing  substance  was  present.  A  blood-count  showed 
12,700  leucocytes ;  polymorphs  90  per  cent. 

On  the  day  following  admission  there  was  a  rigor  and  the  temperature  rose  '<> 
10.5'  F.  In  Dr.  Turner's  absence  one  of  us  (J.  S.  F.)  saw  the  patient,  and  found 
pus  in  the  left  middle  meatus  and  tenderness  over  the.  left  frontal  region.  A  dia- 
gnosis was  made  of  acute  frontal  sinusitis  Avith  possibly  an  intra-cranial  complica- 
tion. Operation  was  performed  at  once,  and  the  left  frontal  sinus  was  found  full 
of  pus.  An  opening  was  made  through  the  intersinusal  septum  into  the  right 
sinus,  which  was  found  in  a  similar  condition,  but  no  bone  disease  was  found  in 
the  posterior  wall  of  either  sinus.  The  anterior  ethmoidal  cells  on  the  left  side 
were  found  to  contain  pus,  and  Avere  cleared  out  along  with  the  left  middle 
turbinal.  A  second  lumbar  puncture  was  performed  on  the  operating  table,  and 
yielded  clear  sterile  fluid  under  tension.  Two  days  after  operation  left  internal 
strabismus  developed.  The  patient  remained  drowsy,  but  complained  of  headache 
when  questioned  In  consultation  with  Dr.  I^dwin  Bramwell  it  was  decided  to 
explore  the  left  frontal  lobe.  • 

Second  Operation. — The  posterior  wall  of  the  left  sinus  was  i-emoved,  and 
immediately  stinking  green  pus  escaped,  and  a  large  extra-dural  abscess  contain- 
ing at  least  one  ounce  of  pus  was  evacuated.  The  dura  mater  was  seen  to  be  rough 
and  red  over  an  area  the  size  of  a  five-shilling  piece.     Cultures  from  the  extra- 
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clunil  al)scess  ••avo  staphylococci,  streptococci,  <irain-iu'f,'ative  rcniforin  .lii.locucci 
reseiiihliny  Micrococcus  catarrhaUs,  diphtlicroid  bacilli,  Icptothrix  (Uram  +  ), 
ami  small  Grain-iieijative  bacilli  like  B.  injluenzx.  As  the  dura  inator  hul^fod 
inarkfdly  it  was  incised  and  the  frontal  lolx?  explored,  hut  with  ne','ative  res\ilt. 
A  hernia  cerebri  quickly  formed.  A  third  lumbar  puncture  was  performed,  and 
yielded  clear  fluid  nnder  less  tension  than  on  the  second  occasion.  Five  ni^rni. 
of  collargol  were  injected  in  the  spinal  canal.  The  patient  liecame  comato.se  and 
died  on  the  followinu;  day. 

Post-mortem  Examination.— On  the  right  cerebral  hemisphere  there  was  a  thick 
intra-dnral  coating  of  yellow  and  very  offensive  pns  ;  on  the  left  there  was  mudi 
less.  There  was  little  or  no  subarachnoid  collection.  There  was  practically  no  pus 
at  the  base  of  the  brain,  except  on  the  nnder-surface  of  the  right  temporo- 
sphenoidal  lobe.     There  was  no  obvious  comnuinieation  with  the  nose. 


B.    (1)   Antvo-ethmoidal  and  Antral  Siijtpnrnh'on. 

Fifry-two  patient.s  were  operated  upon.  Oi  tliese,  3(5  were 
unilateral  and  16  were  bilateral,  so  that  in  all  ()S  ()))erations  were 
performed. 

The  age  of  the  patients  varied  from  18  to  56  years:  second 
decade,  11  ;  third,  19;  fonrth,  15;  fiftli,  6;  and  1  in  the  sixth 
decade. 

The  radical  operation  (Caldwell- Lnc)  was  performed  on  42 
patients:  Left  antrum,  17;  right  antrum,  11;  both  antra,  12  (52 
operations).  Twelve  intra-nasal  operations  were  performed  (Scases) : 

2  on  the  left  antrum,  2  on  the  right,  and  4  on  both. 

In  2  cases  of  dental  origin  the  diseased  tooth  was  extracted, 
and  the  antrum  opened  and  washed  out  by  the  alveolar  route. 

Symptoms  (52  cases). — Nasal  obstruction  was  complained  of  in 
27  cases,  and  nasal  discharge  in  48.  The  sense  of  smell  was 
lost  in  6  cases,  and  impaired  in  3,  while  27  patients  complained  of 
subjective  bad  smell  or  taste.  (Others  not  noted.)  Headache, 
nsually  frontal,  w^as  a  marked  symptom  in  20  ca.ses,  while  2 
patients    complained  of  pain    over    the   bridge   of  the   nose,    and 

3  of  occasional  pain  in  the  cheek.     Nineteen  patients  had  previou.sly 
had  polypi  removed  on  one  or  more  occasions. 

Examination. — In  2  cases  the  external  nose  was  expanded, 
while  in  2  others  there  Avas  a  tender  .swelling  on  the  right  side  of 
the  nose  in  the  region  of  the  lachrymal  bone.  One  of  these 
subsided,  but  the  other  had  to  be  opened  and  drained. 

Intra-naml  Examination  showed  the  presence  of  polypi  in 
23  cases,  in  8  of  which  the  polypi  presented  in  the  choana.  In 
16  other  ca.ses  the  middle  turbinals  were  ocdematons  or  jiolypoid. 
In  6  cases  the  inferior  turbinals  also  showed  (edematous   enlarge- 

() 
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ment.  In  only  2  cases  was  atrophy  present.  Pus  was  observed 
in  the  nose  in  all  but  2  cases  ;  in  38  by  anterior  rhinoscopy  in  the 
middle  meatus,  and  trickling  over  the  infei-ior  turbinal  far  back 
in  the  nose ;  in  11  cases  the  pus  was  only  observed  by  posterior 
rhinoscopy  on  the  posterior  end  of  the  interior  turbinal.  The 
posture  test  was  employed  in  17  cases,  and  was  positive  in  13,  but 
negative  in  4. 

Transillumination. — This  is  noted  in  61  instances  out  of  68. 
Antrum  dark  in  48  cases,  feeble  illumination  in  8,  and  in  5  the 
affected  antrum  lit  np  well.  (Of  the  8  cases  in  which  choanal 
polypus  was  present,  4  were  dark,  2  illuminated  feebly,  and  2  were 
light.)  Forty-five  antra  were  proof-pnnctured  before  opei-ation — 
in  39  cases  foul- smelling  pus  was  pi-esent,  while  in  6  only  muco-pus 
was  washed  out.  (Note  :  In  the  bilateral  cases  only  one  antrum 
was  punctured  as  a  rule.) 

Radical  Operative  Technique. — General  anassthesia  :  Nose  packed 
with  gauze  saturated  with  cocaine  and  adrenalin  ;  sponge  in  cheek  to 
absorb  blood.  Usual  incisions  at  junction  of  lip  and  gum.  Antrum 
freely  opened  with  gouge  and  hammer,  aided  by  Jansen^s  forceps. 
Mucosa  inspected,  and,  if  necessary,  curetted  out.  Large  opening 
made  in  inner  wall,  and  bony  ledge  smoothed  off  so  as  to  binng 
antral  and  nasal  floors  as  nearly  as  possible  to  same  level.  Flap  of 
mucous  membrane  cut  and  turned  down  from  outer  wall  of  inferior 
meatus.  Anterior  end  of  inferior  turbinal  removed  by  means  of 
Struycken's  forceps,  applied  first  through  anterior  naris  and  then 
through  the  new  antro-nasal  opening.  Cavity  of  antrum  swabbed 
out  with  peroxide  of  hydrogen,  and  packed  with  iodoform  worsted, 
which  was  removed  next  day.  Mouth  wound  closed  with  catgut 
stitches.  In  those  cases  in  which  ethmoidal  suppuration  was 
present  the  anterior  end  of  the  middle  turbinal  was  removed  with 
Luc's  forceps  applied  thi-ough  the  anterior  naris,  and  the  ethmoidal 
region  opened  up  with  Hajek's  hook  and  CTriiuwald's  forceps.  In 
one  case  of  bilateral  disease,  in  which  the  symptoms  pointed  to 
involvement  of  tlie  posterior  ethmoidal  cells  and  sphenoidal  sinus, 
an  opening  was  made  through  the  membranous  part  of  the  middle 
meatus  after  the  radical  operation  had  been  completed ;  the 
posterior  ethmoidal  cells  were  broken  down  and  curetted,  and  the 
sphenoidal  sinus  was  opened  on  both  sides  ;  the  access  was,  how- 
ever, not  good,  and  bleeding  greatly  interfered  with  the  operation. 

Findings  at  the  Radical  Operation  (53  operations  on  42  patients). 
— Thirty-seven  antra  contained  polypoid  mucosa  and  pus.  Five  of 
these  were  choanal  cases.     The  mucosa  was  ahnost  entirely  removed. 
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Fivo  antra  cuntaiiKMl  p(.|y|.,.i.l  mucosa,  Vmt  ii<<  pii.-,.  'I'lireo  of 
tliL'so  were  cases  ol"  choanal  polypi. 

Ten  antra  contained  pns,  but  the  mucosa  was  not  polypoid. 

In  one  case  the  antral  mucosa  appeared  normal,  and  the  mnutli 
wound  was  closed  without  making  a  counter-opening-  into  the  no.se. 
Sab.sequently,  however,  suppuration  developed  in  the  cavity,  and 
it  was  found  necessary  to  complete  the  radical  operation. 

Complication.'^. — Three  patients  developed  a  scarlatinifomi  rash 
a  day  or  two  after  operation  and  were  sent  to  the  fever  hospital 
(were  these  really  cases  of  scarlet  fever,  or  only  cases  of  septic 
rash?).  In  only  two  cases  did  the  moutli  wound  fail  to  heal,  Im.ii 
a  certain  amount  of  swelling  of  the  cheek  was  common  after  opera- 
tion, and  in  two  cases  was  very  marked.  One  patient  had  more  or 
less  fever  for  fourteen  days  after  the  operation,  but  eventually 
made  a  good  recovery. 

Bt.s-nlts  of  Operation. — Of  the  42  patients,  8  hav^e  not  reported  ; 
of  the  remaining  34,  fifteen  were  cured,  16  improved,  1  ca.se  was  a 
failure,  and  2  patients  died  several  years  after  the  operation  from 
pulmonary  tuberculosis. 

In  the  cases  in  which  complete  cure  was  not  obtained  the  con- 
tinuance of  the  ethmoidal  su|)pnration  was  responsible. 

B.    (2)   Intra-nasal   Operation  on   the  Aiitniin. 

Eight  cases — 4  bilateral  and  4  unilateral. 

The  symptoms  and  state  on  examination  has  already  been  given  ; 
the  cases  selected  for  intra-nasal  operation  were  those  of  compara- 
tively short  duration. 

Technique. — Local  anaesthesia  was  employed  in  all  cases. 

The  anterior  end  of  the  inferior  turbinal  was  freely  removed,  and 
thereafter  the  outer  Avail  of  the  inferior  meatus  was  packed  with 
gauze  soaked  in  cocaine  and  adrenalin.  The  inner  wall  of  the 
antrum  was  then  opened  with  Tilley's  burrs,  and  the  opening 
enlarged  backwards  by  means  of  Grutiwald's  forceps,  and  forwards 
with  Wagenei^'s  forceps. 

In  several  cases  it  was  found  difficult  to  make  the  opening  as 
large  as  was  desired,  and  subsequently  this  opening  l)ecame  con- 
siderably narrowed  in  one  or  two  cases. 

Results. — Of  the  8  cases,  6  were  cured  and  2  have  not  report ci. 

B.   (3)   Alveolar  Operation  on  the  Antrum. 
This  procedure  was  only  carried  out  in  two  cases,  in  both  of  which 
antral  suppuration  was  due  to  disease  of  the  first  molar  tooth.    The 
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tooth  was  extracted  and  the  antrum  opened  and  washed  out  through 
the  socket.     A  cure  was  obtained  in  both  cases  within  two  months. 


c.   Periodontal  Dental  Cysts  (i  cases). 

The  nges  of  the  patients  were  10,  22,  26,  and  30  years. 

Symptoms. — In  three  cases  the  patients  complained  of  purulent 
discharge  from  the  socket  of  a  tooth  which  had  been  extracted 
— in  one  case  seven  weeks  before  admission,  in  the  second  case 
five  months,  and  in  a  third  case  live  years  before  coming  to  the 
Infirmary.  The  fourth  case — a  child,  aged  ten — was  brought  on 
account  of  a  swelling  on  the  left  cheek,  which  had  been  present 
for  one  year.  In  none  of  the  cases  was  there  any  complaint  of 
nasal  discharge. 

Examination. — In  two  cases  the  cheek  was  swollen,  and  the 
naso-labial  fold  seemed  obliterated.  In  both  of  these  cases,  and 
in  one  other,  the  anterior  surface  of  the  body  of  the  superior 
maxilla  was  felt  to  be  bulging  forward.  In  the  fourth  case  no 
swelling  was  evident  to  eye  or  finger,  and  the  radiograph 
suggested  antral  disease  ;  the  true  condition  was  only  discovered 
at  operation.  In  three  of  the  cases  the  antrum  on  the  affected 
side  was  apparently  dark  on  trans-illumination;  no  note  in  one 
case.     In  no  instance  was  pus  present  in  the  nose. 

Techniqiie. — As  in  the  radical  maxillary  antrum  operation. 

The  cyst  was  opened  freely  from  the  mouth,  and  the  lining 
membrane  removed.  The  antral  cavity  itself  was  opened  in  all 
cases,  and  found  to  be  healthy.  A  free  opening  was  made  into 
the  inferior  meatus,  and  the  anterior  end  of  the  inferior  turbinal 
was  removed. 

Findings. — In  three  cases  the  cyst  was  large,  and  nearly 
obliterated  the  antral  cavity.  In  the  fourth  case  the  cyst  was 
about  the  size  of  an  ordinary  marble. 

Results. — Cure  in  two  cases ;  two  not  reported. 

D.   Ethmoidal  Sinus  Suppuration. 

Case  1. — Female.  Complained  of  pain  over  the  right  cheek,  and  above  the 
eye.  Examination  showed  pus  in  the  right  middle  meatus,  and  cedema  of  the 
uncinate  process.  The  frontal  sinus  was  bright  on  illumination,  and  proof- 
pimctiire  of  the  antrum  was  negative.  The  anterior  end  of  the  right  middle 
turbinal  was  removed,  and  the  anterior  ethmoidal  cells  were  freely  opened. 
Result  not  known. 

Case  2.— Male,  aged  forty-seven.  Had  suffered  from  imilateral  nasal  discharge 
for  twelve  weeks  following  influenza.  The  frontal  sinus  and  antrum  on  the  affected 
side  were  healtliy,  but  the  middle  turbinal  was  polypoid,  and  pus  was  pi-esent  in 
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tlu'  middle  meatus.  Uudrr  local  antesthesia  tlu-  left  middle  turliiiml  wa«  runuiviMl, 
and  was  found  to  contain  an  air-ceil  full  of  foul-.smellin','  pu.s.  HeHull  -.  Curo 
witliin  three  months. 

Case  3. — Female,  aojed  fourteen.  Had  suffered  from  nasal  ob.struction.  <liH- 
charge  and  headaches  for  several  years.  Nasal  polypi  had  heen  removed  on  ei^,'ht 
occasions,  and  the  radical  operation  had  been  perfoi-med  on  l)oth  maxillary  antm. 
The  frontal  sinuses  were  absent  as  shown  by  radiograpli.  Under  genenil  ana-.s- 
thesia  the  right,  and  later  the  ethmoidal  region,  was  operated  uponby  theextt-rnal 
route. 

The  other  cases  in  wliich  the  ethmoidal  cells  were  involved  ('.io  in  numbi-r)  an- 
described  under  the  frontal,  antral  and  sphenoidal  sinuses. 


E.    Sphenoidal   and    Posterior   Ethmoidal   Sinuses. 

Six  cases,  one  of  which  was  bihiteral. 

Case  1.— Male,  aged  fifty-six.  Was  sent  over  from  the  Ophthalmic  Department 
complaining  of  pain  and  blindness  in  the  left  eye  of  fourteen  days'  duration.  Six 
days  after  the  onset  of  the  symptoms  proptosis  appeared.  The  patient  did  nf)t  com- 
I'lain  t>f  nasal  discharge.  On  examination  the  inferior  and  middle  turbinal  were 
atrophied  on  both  sides,  and  pus  was  present  in  the  olfactory  cleft  on  the  left 
(affected)  side.  The  posterior  ethmoidal  cells  and  sphenoidal  sinus  on  the  left 
side  were  opened  under  local  anajsthesia,  but,  although  the  mucous  membrane 
appeared  thickened,  no  pus  was  found.  Within  a  few  days  the  proptosis  greatly 
diminished,  and  the  sight  returned  to  some  extent.  At  the  present  time  (two  years 
after  operation)  slight  proptosis  is  still  present,  and  there  is  slight  optic  atrophy 
on  the  left  side,  but  the  patient  has  useful  vision  in  this  eye. 

Case  2. — Male,  aged  eighteen.  Complained  of  a  chilly  feeling  on  returning 
from  work  three  days  before  admission.  Next  day  he  had  severe  pain  in  the  right 
eye,  which  was  tender  to  touch.  On  the  following  evening  the  right  eye  became 
swollen  and  red.  On  admission  the  eye  was  found  to  be  proptosed,  and  the  eye- 
lids bright  red  and  swollen.  The  eye  movements  were  limited,  but  the  sight  was 
fairly  good.  Posterior  rhinoscopy  showed  the  posterior  end  of  the  right  middle 
turbinal  to  be  swollen  and  surrounded  by  jjus.  Under  morphine  scopolamine  anaes- 
thesia, aided  by  the  local  application  of  cocaine  and  adrenalin,  the  posterior  en<l 
of  the  right  middle  turbinal  was  i-emoved  and  the  posterior  ethmoidal  cells  and 
sjihenoidal  sinus  opened  ;  only  one  or  two  drops  of  pus  were  obtained.  One  week- 
later  the  proptosis  had  almost  entirely  disappeared,  and  the  sight  had  greatly 
improved. 

Case  3. — Female,  aged  twenty-one.  Complained  of  bilateral  nasal  discharge 
and  headaches  for  one  year.  On  examination  pus  was  seen  on  the  posterior  ends 
of  both  middle  tm-binals,  and  on  the  roof  of  both  choante.  The  frontal  sinuses 
illuminated,  and,  although  the  antra  were  dark,  proof  punctm-e  was  negative.  The 
posterior  end  of  the  left  middle  turbinal  was  removed,  and  tlie  sphenoidal  and 
posterior  ethmoidal  sinuses  opened.  The  lining  nuicous  membrane  aj.peared 
healthy,  and  accordingly  the  right  side  was  not  interfered  with.  Unfortimately, 
the  patient  has  not  rej^orted. 

Case  4.— Female,  aged  eighteen.  Complained  of  nasal  discharge  and  crust - 
formation  of  several  years'  dui-ation.  There  was  also  deep-seated  pain  l)etween 
the  eyes.  The  patient's  sense  of  smell  was  lost,  but  her  relations  complained  of 
the  bad  odour  of  her  breath.  Examination  showed  a  gi-eenish  crust  in  the  left 
side  of  the  nose  and  pus  in  the  olfactory  cleft.     The  turbinals  were  m!nl..'.llv 
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atrophied.  The  antra  were  dark,  but  on  piinctnre  only  clear  fluid  was  washed  out. 
The  remains  of  the  middle  tiirbinal  were  removed,  and  the  left  posterior  ethmoidal 
cell  and  sphenoidal  sinus  oj^ened  under  chlorofonn.  The  lining  membrane  was 
seen  to  be  congested,  but  no  pus  was  evident  in  the  cavities.  At  the  jn-esent 
time  there  is  still  crust-formation,  but  the  patient  admits  that  she  has  neglected 
the  routine  treatment  for  ozsena  which  she  was  advised  to  carry  out. 

Case  5. — Female,  aged  forty-three.  Suffered  for  many  years  from  headaches 
and  deep-seated  pain  between  the  eyes.  On  examination  pus  was  present  in  the 
left  olfactory  cleft,  and  there  was  a  moderate  degree  of  atrophy  of  the  turbinals 
with  some  crust-formation.  The  left  antrum  was  found  to  contain  pus.  and  the 
radical  operation  was  ijerformed.  In  addition  the  left  sphenoidal  sinus  Avas 
opened,  but  the  lining  membrane  was  apparently  healthy.  At  the  present  time 
the  patient  reports  herself  as  considerably  relieved,  although  there  is  still  some 
crust-formation  and  occasionally  headache  after  reading. 

Case  6. — This  has  already  been  recorded  among  those  in  which  the  double 
radical  maxillary  antrum  operation  was  perfoi-med.  The  sphenoidal  sinuses 
were  opened  through  the  maxillary  antrum,  but  the  access  was  bad.  Unfortu- 
nately the  patient  has  not  reported. 

Remarks. 

(1)  The  periodicity  of  pain  in  case.s  of  frontal  .sinu.s  disease  is 
interesting.  We  know  that  the  inferior  turbinals  tend  to  become 
engoi'ged  at  night.  Is  it  possible  that  the  middle  turbinals  are 
engorged  during  the  time  at  which  severe  headache  is  present  in 
frontal  cases  ? 

(2)  What  ave  the  indications  for  operation  in  cases  of  frontal 
sinusitis  ?  One  of  the  present  writers  has  been  informed  that 
Killian  himself  is  b}'  no  means  satisfied  with  the  present  technique 
of  his  operation. 

(3)  What  is  the  best  method  for  dealing  with  ethmoidal  .sujipu- 
ration  ?  The  present  Avriters  have  no  experience  of  Lack's  or 
Ballenger's  methods,  and  have  always  adopted  those  advocated  by 
Hajek  at  the  recent  meeting  of  the  British  Medical  Association. 

(4)  The  value  of  transillumination  is  doubtful,  and  at  most  this 
proceeding  is  only  an  aid  to  diagnosis. 

(5)  With  regard  to  the  operations  upon  the  frontal  sinus,  there 
seem  to  be  two  weak  points :  ((/)  The  danger  of  necrosis  of 
the  bridge;  and  (h)  narrowing  of  the  opening  into  the  nose, 
allowing  of  accumulation  of  pus  in  the  area  behind  the  bridge. 

(6)  The  WT'iters  are  by  no  means  satisfied  Avitli  their  technique 
in  intra-nasal  operations  on  the  antrum. 

(7)  The  frequency  of  sphenoidal  suppuration  ?  One  of  the 
present  writers  has  shoAvn  that  sphenoidal  sinus  suppuration  is 
much  less  common  than  is  usually  reported,  and  that  nnked-eye 
examination  of  the  contents  of  the  sphenoidal  sinus  is  not  a  reliable 
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fruidv  to  tlio  presence  of  sinusitis  {E<h'nhnn/h  Mrdinil  JoiiDial, 
November,  1910). 

(8)  Tlie  pre.sent  writers  would  \)v  interested  to  learn  ilie  opniiun 
of  the  members  of  the  Seottish  Society  ot  Otology  aiui  Laryngology 
as  to  the  scavhxtiniforni  rasli,  which  sometimes  follows  operations 
on  tlie  accessory  sinuses.     Are  these  true  cases  of  scarlet  fever  ? 

In  conclusion  we  wish  to  tender  our  best  thanks  to  Dr.  Logan 
Turner  for  his  kind  permission  to  operate  on  and  record  the  great 
inajoriry  of  the  cases  which  have  formed  the  subject  of  this  jjujier. 


DIFFUSE    OSTEOMYELITIS    FROM    NASAL    SINUS 
SUPPURATION. 

By  Dan  McKenzie,  M.D.,  F.E.C.S.E., 
Surgeon,  Central  London  Throat  and  Ear  Hospital. 

{Continued  from  p.  25.) 
Symptoms   and   Course. 

Duration. — Two  varieties  of  cranial  osteomyelitis  are  described 
by  the  classical  writers  ;  the  rapid  and  the  slow.  The  former,  which 
merits  the  epithet  hyper-acute  or  fulminating,  is  common  when 
the  osteoiiiyelitis  result  from  ])ytemia  or  some  other  constitutional 
disease,  and  from  trauma  (non-operative).  No  case  of  fulminating 
nasal  sinus  osteomyelitis  has  so  far  been  recorded,  although  Gerber 
reports  one  case  following  mastoid  suppuration.  "^I'lie  hyper-acute 
form  lasts  only  a  few  days  and  is  rapidly  fatal. 

Diffuse  osteomyelitis  from  nasal  sinus  suppuration  runs  a  moi-e 
leisurely  course,  and  an  analysis  of  the  cases  as  recorded  has  led 
me  to  divide  them  into  two  classes : 

(1)  The  acute,  with  a  duration  of  from  three  to  twelve  weeks. 

(2)  The  chronic,  with  a  duration  of  from  six  months  to  two 
years. 

A  longer  experience  of  the  disease  may,  and  probably  will, 
make  us  acquainted  with  cases  which  occupy  a  position  intermediate 
between  these  two  grades,  but  for  the  present  the  distinction  is 
clear  and  the  classification  adequate. 

In  the  acute  form  the  clinical  events  follow  one  aiiother  closely. 
The  pyrexia  is  for  the  most  part  continuous,  although  the  tempera- 
ture  may  fall  to  sub-febrile,  and   even,  briefly,    to   normal   Innits 
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during  short  lulls,  and  the  progress  of  the  disease  is  uninterrupted 
by  any  definite  intervals  of  pronounced  qniescence. 

In  the  chronic  form,  on  the  other  hand,  the  disease  develops 
more  slowly  and  its  progress  is  broken.  Phases  of  activity,  with 
pyrexia  and  abscess  formation,  altei'nate  with  periods  of  rest 
when  the  temperature  is  normal  and  local  signs  sink  into  insignifi- 
cance or  abeyance.  During  the  intermissions  so  unruffled  may  the 
calm  be  that  the  patient  and  his  medical  attendant  may  regard  the 
disease  as  cured,  but,  as  Sir  StClair  Thompson  has  pointed  out, 
the  calm  is  deceptive.  Sooner  or  later  a  recrudescence  sets  in,  and 
all  the  symptoms  flare  up  again. 

I  have  not  been  able  to  trace  any  connection  between  the  rate 
of  progress  of  the  disease  and  its  origin.  Spontaneous  cases  and 
post-operative  cases  show,  on  the  whole,  no  difference  in  dui'ation. 
The  numbers  at  our  disposal  are  scanty,  bat  as  far  as  they  go, 
they  tend  to  support  our  natural  expectation  that  the  prognosis  in  . 
the  chronic  should  be  rather  better  than  in  the  acute  type.  Thus, 
of  six  chronic  cases,  four  died  and  two  recovered  ;  of  the  ten  acute 
cases,  nine  died  and  one  recovered. 

Onset. — In  spontaneous  osteomyelitis,  which,  as  we  have  seen, 
arises  most  frequently  in  the  course  of  an  acute  sinusitis,  the  occur- 
rence of  the  bone  disease  may  be  unsuspected  until  the  sinus  is 
opened  surgically.  This  is  specially  so  when,  the  sinus  wall  having 
broken  down,  swelling  and  inflammation  of  the  soft  parts  are 
present.  The  appearance  of  an  cedematous  swelling  at  some  dis- 
tance from  the  sinus  should,  however,  be  regarded  with  suspicion. 
The  onset  of  the  grave  complication  is  usually  heralded  by  a  rise 
in  the  tempei*ature  to  a  level  higher  than  its  previous  readings. 

In  post-operative  cases  the  onset  of  the  disease  is  even  more 
gradual  and  insidious.  Not  infrequently  the  skin-wound  will  have 
united,  the  temperature  be  normal,  and  the  case  seem  to  be  pro- 
gressing to  a  smooth  recovery,  when  a  little  superficial  swelling 
and  redness,  like  that  of  a  stitch-abscess,  appears  in  a  limited  part 
of  the  external  wound  (Durand's  and  my  cases).  This  may  be 
opened  by  the  surgeon,  but  the  relief  is  not  followed  by  healing. 
On  the  contrary,  the  tumefaction  slowly  extends,  the  edges  of  the 
wound  graduallv  separate,  and  the  discharge  of  pus  becomes  more 
and  more  plentiful.  Pain  usually  accompanies  the  inflammation, 
and  is  sometimes  severe  ;  some  patients,  liowever,  experience  only 
a  little  discomfort,  and  have  no  real  pain. 

So  far,  there  is  little  in  the  appearance  of  the  parts  to  distin- 
guish the  case  from  one  of  simple  re-infection  of  the  wound  area. 
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l^iU  the  sk>\viu'ss  o\'  (li'vc'lopiiu'iit  cuiitnists  with  tlic  stiuiri  reaction 
that  follows  re-infection.  Moreover,  the  character  of  the  swellinj^ 
in  and  around  the  0})en  wound  should  awaken  sns))ici(in.  It  is 
pale,  puffy,  oedematous,  and  merges  iniperceptil)ly  into  the  sur- 
rounding tissues.  There  is  only  a  slight  amount  of  rcdm-ss  in  and 
around  the  edges  of  the  incision,  and  the  skin  elsewlu-rc  over  the 
swelling  shows  little  or  no  change  from  the  normal  colour. 

At  this  stage,  if  the  sinus  he  opened  up  again  and  cxamiiicii  1)\- 
the  surgeon,  the  bone  which  was  exposed  in  the  original  operation 
may  at  once  attract  attention  by  its  dead-white  or  discoloured 
appearance,  and  if  a  piece  be  removed  with  cutting  forceps  })us 
mav  be  seen  to  ooze  from  the  cut  edg-es. 

Along  with  these  indications  of  local  disturbance,  the  patient 
begins  to  show  signs  of  toxic  absorption  in  pyrexia,  headache  and 
general  malaise ;  asthenia,  restlessness,  anorexia  and  anajmia — 
symptoms  of  a  toxaemia  which  becomes  more  and  more  profound  if 
the  course  of  the  disease  is  uninterrupted,  deepens  and  lightens  if 
it  Avaxes  and  Avanes,  and  disappears  altogether  if  the  local  disturb- 
ance permanently  subsides. 

Sooner  or  later  the  appearance  of  an  oedematous  swelling  in 
the  soft  parts  at  some  distance  from  the  sinus  of  origin  testifies  to 
the  extension  of  the  disease  in  the  diploe.  It  is  characteristic  of 
osteomyelitis  that  the  pericranial  abscesses  which  induce  these 
swellings  in  the  forehead,  hairy  scalp,  or  temporal  region,  are 
discrete  and  separated  from  each  other  by  areas  of  seemingly 
healthy,  if  oedematous,  tissue,  their  confluence  being  prevented  by 
the  giving  Avay  of  the  pericranium,  Avhich  Ave  remarked  in  the  patho- 
logical section.  The  disease  burroAvs  like  a  mole  in  the  earth,  and, 
like  a  mole,  throws  up  mounds  here  and  there  as  it  goes  along. 

The  abscess  foi-mation  accompanies  the  disease  in  its  extension 
from  one  bone  to  another,  and,  as  the  infective  process  may  travel 
doAvuAvards  as  Avell  as  upAvards,  the  bridge  of  the  nose  and  the 
eyelids  also  become  SAA'ollen  and  oedematous  from  pus  collecting  in 
tliese  regions. 

The  temperature  undergoes  a  slow  rise  from  the  normal  to  a 
moderate  continued  fever.  Rigors,  save  in  pya-mic  cases,  are 
unusual.     Terminal  hyperpyrexia  may  appear. 

The  course  and  development  of  the  disease  can  often  be  con- 
siderably modified  by  surgical  interference.  The  opening  of 
external  abscesses  as  they  form,  the  resection  of  the  necrosed 
tables  of  the  skull  and  the  evacuation  of  extra-dural  collections  of 
])us  not  infrequently  bring  the  progress  of  the  disease  to  a  stand- 
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still,  in  a  few  cases  permanent,  in  most  cases  only  temporary. 
After  an  interval  of  weeks,  or  even  of  months,  the  slow  swelling 
usually  reappears,  and  the  disease  takes  another  step  forward. 
Again  the  surgeon  will  operate  and  bring  the  process  to  a  term, 
and  again,  after  a  pause,  i-ecurrence  Avill  take  place.  With  each 
attack,  hoAvever,  the  intervals  become  shorter,  the  local  and  con- 
stitutional .symptoms  more  severe.  Pain,  if  present,  becomes  more 
and  more  intolerable  until  the  septic  absorption  renders  the  patient 
dull,  torpid,  and  finally  comato.se.  Death  ensues  from  toxa?mia, 
asthenia,  pyaemia,  or  some  intra-cranial  complication. 

As  we  have  already  remarked,  the  complete  absence  of 
symptoms  during  the  intervals  between  the  attacks  may  deceive 
us  into  thinking  that  the  disease  has  been  cured.  Caution,  there- 
fore, is  necessary,  and  a  con.siderable  period — according  to  Sir 
StClair  Thomson  at  least  five  months — should  elapse  before  we 
release  the  patient  from  control. 

In  the  cases  which  recover,  when  the  dead  bone  has  exfoliated 
or  has  been  removed,  the  soft  parts,  which  may  have  been  freely 
opened  up,  unite  a^gain  and  cover  over  the  gaps  in  the  skull.  -  (The 
comparative  indifference  of  the  soft  tissues  to  the  infection  is 
remarkable.  I  have  seen  an  incision  in  the  soft  parts  unite  even 
when  the  underlying  necrosed  bone  was  still  in  sihi.)  Convales- 
cence, apart  from  the  healing  of  the  Avounds  and  the  re-formation 
of  bone,  does  not  seem  to  be  unduly  protracted. 

In  the  acute  form  of  the  disease  the  appearance  of  the  symptoms 
folloAvs  the  general  lines  we  have  just  laid  down,  the  onlj^  difference 
being  that  the  quiet  afebrile  intervals  are  either  altogether  omitted 
or  are  represented  merely  by  a  remission  of  the  symptoms,  more  or 
less  marked. 

Intra-cranial  cuniplications. — As  w'e  have  seen,  the  intervention 
of  an  intra-cranial  complication  may  cut  short  the  disease  at  any 
stage  in  its  development.  The  comiDlications  liable  to  occur  are  : 
(a)  Extra-dural  abscess,  which,  being  practically  invariable  (it  was 
absent  only  in  two  case.s,  Claoue's  and  my  own),  is  not  really  an 
accidental  complication  but  a  regular  feature  of  the  disease ;  (6) 
thromho-pJilebitis  of  the  intra-cranial  venous  sinuses;  (c)  cerebral 
abscess ;    {d)  lejytomeningitis. 

Extra-dural  abscess,  if  moderate  in  size,  may  be  latent  so  far  as 
nerve  disturbance  is  concerned.     If  a  considerable  quantity  of  pus 
collects,  however,  focal  symjitoms  from  pressure  upon  the  cerebral  . 
cortex  may  make  their  appearance.     Thus,  in  one  of  Luc's  cases 
pressure  upon  the  Kolandic  area  induced  contra-lateral  htiiiiplegia. 


February.  1913.)  Rhinology,  and  Otology.  S'\ 

SigiLs  of  increased  intra-craiiial  piv.s.sure  may  also  set  in,  siniula- 
ting  true  cerebral  ab.sce.ss,  but  tlistinguishable  from  it  wlion 
drainage  of  the  extra-dnral  collection  is  followe.l  l)y  a  (lisap])ear- 
ance  of  these  signs.  We  may  suitably  mention  here  that  dianges 
in  the  optic  disc  are  frequent  in  the  later  stages  of  cranial  osteo- 
myelitis. 

Intra-L-ranial  thrombo-phlebitis  produces  its  usual  symptoms, 
varying  according  to  the  vessel  affected.  It  generally  leads  to 
death  from  toxasmia  or  pyaemia.  In  Wylie's  case  extensive  sinus 
thrombosis  and  suppuration  developed  without  giving  rise  to  col- 
lateral meningitis. 

Cerebral  abscess,  usually  of  the  frontal  or  parietal  lobe,  and 
lepto-meningitis  require  no  s])ecial  description. 

Summary. — The  whole  clinical  picture  is  that  of  a  low  and 
chronic  l)ut  progressive  septic  infection,  characterised  by  tardy  and 
imperfect  tissue  reaction,  attacking  the  bone  of  ;i  region  anatoniically 
open  to  fatal  secondary  complications,  and  inducing  toxajmia  and 
septicaemia  more  often  than  pyaemia. 

The  periodicity  of  the  symptoms,  which  characterises  even  the 
acute  form  of  the  disease,  is  highly  suggestive  of  oscillating  defen- 
sive powers,  and  thus  tends  to  support  the  setiological  theory  of  a 
relatively  heightened  microbic  virulence. 

Diagnosis. 
The  sure  and  certain  sign  of  diffuse  osteomyelitis,  a  sign  which 
serves  to  distinguish  it  from  simple  septic  inflammation  of  the 
operation  wound  and  from  simple  pei-i-sinus  abscess,  is  the 
appearance  of  an  oedematous  swelling  over  the  bone  some  distance 
away  from  the  affected  sinus. 

Syphilitic  disease  of  the  frontal  bone  may  be  mistaken  for  osteo- 
myelitis, and  should  purulent  frontal  sinusitis  accompany  the  guiu- 
niatous  disease  in  the  bone  (as  in  Scanes  Spicer's  case ; 
see  appendix),  a  correct  diagnosis  may  be  a  matter  of  considerable 
difficulty.  If  pyrexia  is  absent,  the  difficulty  would  be  less  likely 
to  arise.  Morever,  the  diploe  in  the  neighbourhood  of  the  sinus, 
though  it  will  be  converted  into  granulation-tissue,  will  not  <-oii- 
tain  pus. 

Osteomyelitis  of  the  superior  maxilla  in  children  may  be  mis- 
taken for  .simple  antrum  suppuration.      (Brown-Kelly.) 

Prognosis. 

What  has  gone  before  renders  unnecessary  any  further  insist- 
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ence  upon  the  evil  proguosi.s  of  diffuse  cranial  osteomyelitis.  Spon- 
toneous  cui'e  can  scarcely  be  hoped  for,  and  all  the  cases  which 
have  hitherto  recovered  undoubtedly  owe  their  escape  to  prompt 
surgical  intervention. 

We  have  already  commented  upon  the  great  contrast  shown  in 
the  records  between  the  chances  of  recovery  in  diffuse  spontaneous 
osteomyelitis  as  compared  with  diffuse  post-operative  osteomyelitis. 
Even  under  modern  surgical  treatment  a  successful  result  in  the 
latter  class  has  not  yet  been  reported  as  far  as  I  can  discover.  It  is 
possible,  however,  that  early  diagnosis  and  immediate  intervention 
mav,  in  the  future,  render  the  outlook  even  in  these  cases  less 
gloomy  that  it  is  at  present. 

{To  he  continued.) 
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Discussion  on  the  Treatment  of  Chronic  Suppurative  Ethmoiditis. 

Opening  Paper  by  Prof.  L.  Hajek — continued. 

II. 

AVe  come  now  to  the  problem  of  chrouie  ethmoiditis,  where  the  sup- 
puration predomiuates  in  the  clinical  picture.  Here  we  must  at  once 
differentiate  l^etween  the  (1)  open  and  the  (2)  closed  empyema,  because 
the  treatment  is  different  in  both  kinds. 

(1)  Open  Siijjpuration  of  the  Ethmoid. — Here  we  must,  first  of  all,  be 
guided  by  the  diagnosis.  I  should  like  to  say  that  the  procedures 
requii-ed  for  an  exact  diagnosis  form  at  the  same  time  an  important  part 
of  treatment.  In  order  to  fultil  the  requirements,  one  has  to  remove  all 
visible  polypi  and  hypertrophied  parts  of  the  interior  of  the  nose.  Also 
the  middle  turbinate  must  be  sacrificed  mostly,  because  it  is  partly 
degenerated,  and  partly  occludes  the  free  view  of  the  ethmoi'l  labyrinth. 
At  times  the  middle  turbinate  can  be  saved,  and  we  should  aim  at  saving 
this  organ,  for  it  possesses  a  functionating  cavernous  body.  Only  after 
making  free  the  middle  meatus  we  are  able  to  state  whether  an  ethmoid 
suppuration  is  present  alone  or  in  combination  with  affections  of  other. 
sinuses.  Also  the  extent  of  the  suppuration  of  the  labyrinth  can  be 
recognised  only  after  obtaining  free  access  to  the  middle  meatus  and 
repeated  use  of  the  probe. 
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Let  us  suppose,  for  iustaiU'O,  wo  have  to  dciil  witli  an  op.-ii  suppura- 
tion of  the  anterior  ethmoid  cells  — that  is,  those  opening  into  the  middle 
meatus — and  that  we  have  succeeded  in  tintliui;  «nit  that  the  ])us  comes 
out  on  the  roof  of  the  middle  meatus,  between  tlie  bulla  and  the  insertion 
of  the  middle  turbinate— that  is,  one  of  the  typical  opcninLTs  of  the 
ethmoid  cells.  The  curved  probe  i^oes  about  1  cm.  laterallv  towards  tlie 
lamina  papyracea.  We  then  open  the  ethmoid  from  the  roof  of  the 
middle  meatus  throu^li  this  ostium  ethmoidale.  It  is  most  convenient 
to  use  for  this  purpose  my  ethmoid  hook  to  break  th>wn  the  lionv  walls 
around  the  ostium  and  then  to  enlarge  the  cavity  by  means  of  the  ethmoid 
curettes  mentioned  before,  bitiuij^  away  the  surrouudiui^  l>one.  If  the 
disease  has  advanced  further  into  the  ethmoid,  one  can  open  the  wav  into 
the  diseased  cells,  remove  their  walls,  and  iu  a  few  minutes  one  can  see 
nearly  every  point,  control  it  Avith  the  probe  and  get  an  excellent  orienta- 
tion regarding  all  details. 

In  other  cases  the  main  suppuration  is  localised  in  the  infundibular 
cells.  The  entire  mucous  lining  of  the  hiatus  semilunaris  of  the  infundi- 
bulum  and  of  the  cells  opening  into  the  latter  is  diseased.  In  such  cases 
the  best  plan  is  to  resect  first  of  all  the  processus  uncinatus.  Iteginning 
at  its  anterior  end  at  the  attachment  to  the  agger  nasi.  A  free  access  to 
numerous  infundibular  cells  is  obtained  by  a  resection  of  a  part  of  the 
bulla.  It  must  be  emphasised  that  the  endo-nasal  removal  of  the  infundi- 
bular cells  requires  great  caution.  The  variable  anatomic  conditions 
postidate  restriction,  for  the  orbit  is  endangered  if  one  goes  too  far 
laterally,  and  if  the  infundibular  cells  reach  high  up  the  roof  of  the 
^ethmoid,  the  lamina  cribrosa  may  be  injured.  Therefore,  if  infundibular 
cells  reach  high  up,  the  extra-nasal  route  is  indicated  But  with  the 
exception  of  the  rare  cases  of  infundibular  cells  reaching  high  up,  all 
other  parts  of  ethmoid  labyrinth  can  be  removed  by  the  endo-nasal 
route. 

In  suppuration  of  the  posterior  ethmoid  labyrinth  we  can  act  in  a 
twofold  way  :  Either  we  begin  with  the  operative  removal  of  the  anterior 
labyrinth,  and  then  by  gradual  progression  we  enter  the  posterior  part 
if  the  anterior  and  posterior  labyrinth  are  diseased ;  or  we  open  only  the 
posterior  labyrinth  if  the  anterior  is  healthy.  The  preferable  place  for 
opening  the  posterior  labyrinth  is  situated  just  above  the  line  of  attachment 
of  the  middle  turbinate  in  the  upper  meatus  (Hajek  (2)).  Here  jny 
ethmoid  hook  can  easily  be  applied,  and  will  open  by  pullinir  it  iu 
a  forward,  inward,  and  downward  direction  the  posterior  ethmoid 
labyrinth  safely.  If  :^  part  of  the  anterior  labyrinth  is  also  opened  by 
this  procedure  it  does  not  matter  much,  for  sometimes  it  must  be  done 
in  any  case  for  better  orientation.  The  removal  of  the  walls  of  the 
posterior  labyrinth  up  to  the  auteri  )r  wall  of  the  sphenoid  sinus  offers 
but  little  technical  difficulty.  Owing  to  the  depth  of  the  ethmoid  laby- 
rinth at  this  point  an  injury  of  the  orbit  is  not  at  all  likely.  l)ut  one 
must  be  on  the  look-out  for  it  when  working  on  the  infundilmlar  cells  in 
the  hiatus.  Such  injuries  of  the  orbit  have  been  observed  already 
repeatedly,  and  I  have  seen  them,  too,  several  times,  but  luckily  without 
any  further  harm. 

"^  An  imj)ortaat  question  is  that  dealing  with  the  intervals  between  the 
operative  sittings.  One  should  never  operate  until  all  the  reaction  caused 
by  the  previous  operation  has  subsided.  If  we  operate  before  the  reaction 
has  subsided,  then  the  next  reaction  is  more  intensive;  furthermore,  after 
an  operation  on  the  ethmoid  also  the  healthy  parts  of  this  region  are 
swollen  and  can  appear  like  polyps,  which,  however,  return  to  the  normal 
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state  after  a  few  days.      This  makes  the  diffei-eutiatiou  between  health}' 
aud  diseased  parts  much  more  diflRcuit,  sometimes  even  impossible. 

In  breaking-down  suppurating  ethmoid  cells  it  is  important  that  the 
opening  be  a  large  one.  If  this  is  insufficient  the  reactive  swelling  may 
cause  retention  of  the  secretion,  with  a  rise  of  temperature  and  threatening 
symptoms.  I  have  published  a  case  (Hajek  (19))  in  which  the  condition 
was  extraordinarily  obstinate,  so  that  the  operation,  done  by  one  of  my 
assistants,  was  insufficient.  We  lost  this  patient  through  meningitis, 
caused  by  violent  reaction  and  retention  of  secretion.  If  we  are  in  doubt 
whether  we  shall  be  able  to  obtain  sufficient  drainage  for  the  pus,  then  it 
is  better  not  to  operate  endo-nasally,  but  to  use  the  external  route  imder 
general  anaesthesia.  The  aim  of  after-treatment  is,  indeed,  to  prevent  aU 
retention.  Therefore  packing  shoidd  not  be  used.  If  this  is  not  possible 
the  packing  should  be  removed  as  early  as  possible,  or  at  least  it  should 
be  applied  as  loosely  as  can  be.  The  healing  or  scarring  of  the  mucous 
membranes  of  this  region  takes  weeks,  if  not  months.  It  is  a  good  plan 
to  soften  the  cru.sts,  as  long  as  after-treatment  lasts,  by  means  of  oil  aud 
ointments.  Sometimes  it  becomes  necessary  to  promote  healing  a  little 
with  silver  nitrate  where  the  granulations  on  the  edges  of  the  injui'ed 
bone  threaten  to  become  too  exuberant. 

(2)  Extra-nasal  Method. — The  extra-nasal  method  is  indicated  : 

(i)  In  suppurative  ethmoid  disease,  when  the  endo-nasal  method  was 
not  sufficient  OAving  to  the  inaccessibility  of  the  infundibular  cells,  also 
orbital  cells,  reaching  up  very  high. 

(ii)  Where  the  accessibility  to  the  ethmoid  is  restricted  owing  to  a 
narrow  nose,  and  where  threatening  symptoms  do  not  permit  waiting 
until  sufficient  space  is  obtained  by  an  operation  for  the  anomaly  of  the 
septum. 

(iii)  In  ethmoid  suppuration  when  complicated  witli  marked  disease 
of  the  frontal  sinus. 

(iv)  In  ethmoid  suppuration  when  the  endo-nasal  method  could  not 
ward  off  a  threatening  bursting  of  the  suppuration  into  the  orbit,  or  when 
bursting  has  taken  place  already  with  formation  of  abscess. 

Kuhnt  and  G-riinwald  lay  open  the  ethmoid  labyrinth  by  an  incision 
through  the  skin ;  Jausen  has  forced  his  way  into  the  ethmoid  labyrinth 
through  the  maxillary  sinus. 

The  incision  devised  by  Killian  (23),  with  resection  of  tlu^  frontal 
process,  is  the  best  for  most  cases.  Of  course,  in  cases  of  formation  of  a 
fistula  or  abscess  one  does  not  always  adhere  to  the  typical  operation, 
but  has  to  regard  the  individual  requirements  of  the  case.  Especially  in 
cases  of  abscess-formation  all  cosmetic  considerations  must  be  put  aside ; 
one  must  abstain  from  primary  suture,  and  even  the  orbital  bridge  cannot 
be  saved.  In  extensive  abscess  in  the  orbit,  especially  in  retro-bulbary 
abscess,  the  access  to  the  region  one  wants  to  operate  cannot  be  large 
enough  ;  one  cannot  pay  attention  to  save  the  attachment  of  tlie  trochlea ; 
even  parts  of  the  lamina  papyracea  must  be  removed  if  they  are  neci'otic. 

Ethmoidectomy,  recommended  by  Gruiset  (25),  will  be  hardly  ever  the 
typical  operation  in  indicated  cases  of  abscess  alone,  but  de  facto  will 
approach  it  the  more  the  lamina  papyracea  has  to  be  sacrificed. 

Even  tlie  radical  methods  do  not  guarantee  a  healing  without  recur- 
rence. Also  after  the  radical  operation  it  will  be  necessary,  just  as  after 
the  endo-nasal  method,  to  control  the  case  for  weeks,  months  or  years 
for  the   sake   of   removing  now    and   then    remaining  or  newly  formed 

polypi. 

After  operations  of  the  etlimoid  lalnrintli  fatal  In'ain  complications 
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have    ucrune.l.       D.vvfus   (^C)    aiul    Gerl...r  CJ?)    haw   n.mpiU.a    tli-s.- 
cases. 

(S)  Closed  Enq)i/t>mat,(.~ -At  t  iiues  after  evulsi-.n  of  a  polvpiis  situat«'(l 
hii;li  up  pus  wells  up.  The  evulsion  was  succeeded  l.v  tlu' .lia^Miosis  ..f 
the  empyema,  hitherto  latent.  Similar  conditions  prevail  as  r.-ijards  the 
majority  of  circumscribed  or  diffuse  dilatation  of  the  ethmoid  liil.vrinth 
For  instance,  in  the  region  of  the  middle  turbinate  or  the  middle  meatus 
one  sees  a  more  or  less  marked  bony  enlargement,  or  tumour,  the  e.xaet 
origin  of  which  cannot  be  stated  d  priori.  It  can  be  either  an  enlari;ed 
middle  turbinate  or  an  ethmoid  cell  dilated  by  mucus  or  pus,  or  a  bulla 
ethmoidalis  dilated  by  pathological  contents,  or  the  process  uncinatus 
enlarged  by  the  same  cause.  The  probe  tells  us  that  all  these  formations 
are  cvstic  cavities  with  bony  walls.  Exact  palpation  shows  a  more  or 
less  distinct  fluctuation  here  and  there,  which  demands  the  opening  of  tlie 
cyst  in  that  place. 

The  endo-nasal  opening  of  tlie  closed  ethmoid  empvema  is  uearlv 
always  sutiicient  to  effect  a  complete  drainage.,  External  opening  is 
mostly  not  necessary,  except  that  an  extension  into  the  orbit  and  alisc-ess- 
forinatiou  call  for  it  urgently.  The  symptoms  of  dislocation  of  the  l)ulbus 
which  occurs  in  consequence  of  a  closed  empyema  disappear  generallv 
iu  a  short  time. 

III. 

The  chronic  suppurative  inflammations  of  the  ethmoid  which  appear 
under  the  symptoms  of  ozaeua  require  a  separate  discussion.  The  sup- 
purative inflammation  of  the  ethmoid  bone  must  be  treated  on  the  same 
lines  as  the  hyperplastic  inflammation  of  the  ethmoid  bone,  but  the 
indications  for  their  operative  treatment  must  be  very  much  restricted  in 
ozaena,  as  the  therapeutic  gain  is  mostly  cpiite  insignificant.  According 
to  my  experience,  only  those  cases  of  ozaena  with  chronic  ethmoiditis 
should  he  operated  on  where  the  ethmoid  labyrinth  or  part  of  it  is  the 
main  source  of  the  suppuration,  and  where  we  can  therefore  hope  to 
improve  or  stop  the  bulk  of  suppuration  by  a  change  in  the  condition  of 
the  ethmoid.  Only  in  cases  of  threatening  complications  of  a  closed 
empyema  we  may  abstain  from  conservative  methods. 
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Dr.  J.   DuxDAS  Grant,  President  of  the  Section,  in  the  Chair. 

Two  Cases  of  Vertigo  in  which  the  Blood-pressure  was  very 
low  and  Reactionary  Vertigo  was  excessive  after  rotation. — 
Richard  Lake,  F.R.C.S.,  and  A.  Ferguson  Penny,  F.R.C.S.I.— Tlie 

main  feature  iu  both  cases  was  the  association  of  vertigo  of  a  severe  type 
with  an  exceedingly  low  blood-pressure.  In  the  second  case  the  attacks 
of  vertigo  were  so  frequent  as  totally  to  incapacitate  the  patient.  Even 
a  slight  movement  of  the  head  to  one  side  or  the  other  was  sufficient 
to  provoke  an  attack,  which,  in  every  instance,  was  accompanied  with  a 
feeling  of  nausea.  The  administration  of  ernutin  with  the  object  of 
raising  the  blood-pressure  proved  satisfactory  in  both  cases.  The  first 
case  was  noted,  and  treated  with  erni;tin,  before  we  had  seen  Dr.  Byrne's 
book,  and  althougli  we  had  every  reason  to  be  satisfied  with  the  action  of 
that  remedy  in  this  particular  case,  we  commenced  the  treatment  of  the 
second  case  with  strychnine  and  atropine.  After  four  days'  treatment 
she  reported  that  she  was  considerably  worse,  and  she  was  then  given 
ernutin.  Her  condition  improved  markedly  and  rapidly  as  the  result  of 
the  exhibition  of  this  remedy. 

Case  1. — Male,  aged  fifty-five,  but  looked  considerably  older.  Slight 
deafness  on  both  sides,  which  began  twenty  years  ago,  and  tinnitus  also, 
most  marked  in  the  right  ear,  Init  not  severe.     Never  any  discharge,  and 


Febra^ry.  1913.;  Rhiiiology,  aiid  Otology,  89 

l)evoiul  a  sliu'lit  ivtiMotiou,  nothui;^  almDniial  in  his  driiiii  moinhranos.  Hh 
had  for  some  years  suffered  from  attacks  of  ^'ithliuess,  wliioh,  of  lato, 
were  inereasint;  in  freiiuencv.  During'  these  attaeks  he  noticed  that,  as 
a  rule,  objects  moved  from  the  left  to  tlie  ri^'ht.  He  sta^'i,'ered  at  times, 
and  found  consideral)le  ditticulty  in  walking,'  strai!j;ht.  He  appeared  to 
be  a  neurotic  sul)ject.  On  rotating  him  for  the  usual  ten  titnes  in 
twenty  seconds  he  i,'ot  most  intense  verti-jjo,  accompanied  by  vomiting, 
and  on  each  occasion  he  shot  out  of  the  chair,  falling;  over  to  one  .side 
in  a  state  of  considerable  collapse.  A  similar  sevei-e  attack  of  vertigo 
followed  the  cold  caloi-ic  test.  Blood-pressure  exceedin^^lv  low  ;  after 
rotation  it  was  only  105.  He  was  treated  with  half-drachm  doses  of 
•ernutiu  thrice  daily,  with  the  object  of  raising  his  blood-pressure.  Since 
this  treatment  was  alopted  he  has  had  no  further  attacks  of  vertigo. 
The  doses  were  gradually  reduced,  and  on  April  4  he  was  reported  well. 

Case  2. — Female,  aged  foi-ty-nine,  first  seen  March  8, 1912.  Deafness 
began  eight  years  ago  in  both  eai-s,  accompanied  with  tinnitus,  the  latter 
worse  on  the  right  side.  Never  any  discharge.  She  had  paracusis 
Willisii.  First  attack  of  vertigo  three  years  ago.  The  attacks  increased 
in  frequency,  anil  when  she  came  to  the  hospital  she  could  not  walk 
straight  unless  she  fixed  her  eyes  on  the  object  she  was  approaching. 
Any  deviation  of  the  head  or  eyes  to  the  right  or  left  immediately  brought 
on  vertigo,  with  a  tendency  to  fall  to  the  side  of  the  deviation,  the 
tendency  in  most  instances,  however,  being  to  fall  to  the  right.  The 
vertigo  was  accompanied  by  a  nausea,  objects  appearing  to  move  in  a 
horizontal  plane  from  right  to  left.  Turning  over  in  bed  produced  the 
same  phenomena.  She  complained  of  pain  in  the  occipital  region, 
spreading  to  the  side  of  the  neck  and  chest.     She  has  double  cataract. 

May  2,  1910:  Patient  can  walk  straight  only  when  the  head  is  fixed. 
Turning  the  head  or  body  produces  vertigo  and  nausea,  with  movements 
of  objects  from  right  to  left  and  a  tendency  to  fall  to  the  right  if  the 
movement  is  towards  the  right,  and  towards  the  left  if  the  movement  is 
towards  the  left. 

April  17,  1912  :  Rotation  ten  times  in  twenty  seconds  resulted  in  an 
excessive  reaction,  i.  e.  excessive  vertigo,  nausea  and  nystagmus,  which- 
ever way  she  was  turned.  The  patient  had  to  be  supported,  as  otherwise 
she  would  have  fallen  to  the  side  of  rotation.  Blood-pressure:  After 
rotation  clockwise  the  blood-pressure  was  95  ;  after  rotation  counter- 
clockwise the  blood-pressure  was  105.  Irrigation,  with  cold  water  in 
t  each  ear.  gave  slight  nystagmus  only.  On  May  16  the  patient  was  put 
'  on  strychnine  and  atropine  (liq.  strych.  5  minims,  liq.  atrop.  1  minim). 
On  May  20  patient  reported  that  the  mixture  made  her  worse.  Her 
condition  was  as  follows  :  (1;  The  tinnitus  in  both  ears  worse;  but  she 
did  not  notice  any  increase  in  deafness.  (2)  Her  hands  get  cold  and 
white,  and  her  fingers  swell.  She  has  pains  in  her  arras,  hands  and 
occiput.  (3)  Stooping  with  the  head  down  produces  an  immediate 
attack  of  vertigo  anct  nausea,  but  sitting  upright  relieves  both,  and 
leaning  with  the  head  l^ack  increases  both.  A  strong  light  on  her  eyes 
also  causes  an  attack.  On  dull,  cloudy  days  she  finds  that  she  does  not 
suffer  so  much  from  vertigo.  A  loud  noise  brings  on  an  attack.  Blowing 
the  nose  forcibly  relieves  the  vertigo  and  nausea.  To-day  (June  20;  the 
strychnine  and  atropine  mixture  was  discontinued,  and  she  was  put  on 
eruutin,  ^  dr.  t.d.s.  After  taking  ernutin  for  two  days  only  she  reported 
as  folio w"s  :  (1)  She  is  much  less  giddv  and  can  walk  more  steaddy. 
(2)  She  perceived  a  marked  difference  after  she  had  taken  three  doses 
of  the  ernutin.  and  found  she  could  walk  without  staggering  o^  vertigo. 
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On  testiiit;-  her  with  rapid  side-to-side  movements  of  the  head  only  slight 
vertigo  and  slight  feelings  of  nausea  resulted — in  marked  contrast  to  the 
intense  vertigo  and  nausea  produced  before  by  this  movement.  Bending 
down  with  the  head  between  the  knees  and  then  raising  the  head  into  the 
upright  position  was  not  productive  of  vertigo  and  nausea.  This  move- 
ment previously  produced  the  most  intense  form  of  nausea  and  vertigo. 
Julv  4 :  Improving  rapidly.  Can  walk  comf ortal^ly  without  staggering. 
Rapid  side-to-side  movements  of  head  produced  only  very  slight  vertigo 
and  nausea.  Same  result  from  lowering  head  and  raising  it  to  upright 
position.  July  11  :  Last  week  she  had  no  ernutin,  and  to-day  she- 
reports  that  the  nausea,  vertigo  aud  staggering  are  much  worse.  July  18  : 
Much  better  again  since  taking  the  ernutin.  August  22  :  Can  walk 
without  staggering.  Has  not  had  an  attack  of  vertigo  for  three  weeks. 
September  26 :  ISTo  vertigo  for  five  weeks.  Patient's  nervous  system 
was  examined  by  Dr.  Grainger  Stuart,  who  reported  that  there  was  n«> 
nerve  disease. 

Mr.  Lake  added  that  the  suggestion  regai'ding  ernutin  came  from 
Mr.  Penny. 

Mr.  C.  E.  West  asked  what  the  blood-pressure  stood  at  before 
the  rotation  in  Case  1,  and  whether  the  patient  was  nauseated  in  any 
way  ? 

Dr.  MiLLiGAN  thought  the  exhiV)itors  Avere  to  be  congratulated  on  the 
results,  but  could  any  explanation  be  given  of  Avhy  the  blood-pressure 
was  so  low?  Was  there  anything  wrong  with  the  capillary  system,  or 
was  there  any  vasomotor  disturbance  ? 

The  President  (Dr.  J.  Dundas  Grant)  asked  what  the  tuning-fork 
tests  indicated  in  regard  to  the  localisation  of  the  troul>le,  and  the  natui'e 
of  the  change  which  caused  the  duluess  of  the  hearing.  These  cases  of 
low  pulse-tension  were  probably  of  the  same  class  as  those  to  which 
Dr.  Randall,  of  Philadelphia,  drew  attention  at  the  meeting  of  the  In- 
ternational Congress,  and  in  which  he  had  administered  adrenalin  or 
powdered  supra-renal  gland.  This  no  doubt  raised  the  l>lood-pressui"e, 
and  acted  somewhat  in  the  same  way  as  ernutin. 

Dr.  H.  J.  Davis  referred,  in  this  connection,  to  his  own  case.  After 
reading  the  notes  of  this  case,  he  had  given  his  patient  h  dr.  of  ernutin 
three  times  a  day.  This  Avas  four  days  ago.  and  the  patient  had  not  had 
an  attack  since.  He  had  not  ascertained  the  blood-pressure,  but  nothing 
he  had  previously  given  her  did  good.i 

Dr.  Dan  McKenzie  said  it  was  well  known  tliat  any  considerable 
alteration  of  blood-pressure  caused  vertigt>.  and  if  one  gave  adrennlin  in 
a  case  of  high  blood-pressure  the  result  might  1  e  disastrous. 

Mr.  Lake  replied  that  he  did  not  lememlier  that  there  hatl  been  any 
nausea.  He  had  never  tried  adrenalin  in  these  cases ;  lie  believed  it 
lowered  the  blood  pressure,  except  for  a  short  time. 

Mr.  Penny  replied  that  it  was  difiicult  to  determine  what  was  the 
cause  of  the  low  blood-pressure.  The  effect  of  the  ernutin  was  most 
marked,  especially  in  the  second  case.  After  taking  the  drug  there  was 
a  definite  rise  in  the  blood-pressure. 

Aberrant  Carotids.— Richard  Lake,  F.R.C.S.— A  woman,  aged 
sixtv.  On  eacli  sich'of  tlie  lateral  wall  ci'  the  pharynx  a  pulsating  vessel 
is  visil)le.  The  exhibitor  is  of  opinion  that  these  are  the  internal  oaroti<l 
arteries. 

*  November  27  :  The  patient  has  had  one  attack  of  vertigo  in  tlu-eo  weeks  since 
taking^  ernutin. — H.  J.  D. 
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Dr.  H.  J.  Davis  said  that  a  wfll-knowii  specialist  in  CiiiciiL,'..  lia.l 
lately  ilesoribed  to  him  how  he  had  opened  au  unsuspected  aneunsin  ..f 
the  internal  carotid.  He  tied  it,  and  the  patient  eventuallv  was  not 
much  the  worse. 

Dr.  KoBERT  Woods  said  that  durin-,^  the  last  two  months  he  had  swn 
such  a  case  as  Dr.  Davis  mentioned.  It  was  that,  of  a  married  w<»man 
who  had  all  the  appearance  of  havin^j  a  supratonsillar  abscess.  Her 
doctor,  recojj^nisiug  that  there  was  somethino:  unusual  about  it,  mad*'  a 
cautious  incision  with  a  fine  tenotome,  and  was  met  with  a  verv  forcible 
spout  of  blood.  No  further  trouble  ensued.  The  condition  was  one  of 
aueurvsm,  for  which  the  comniou  carotid  was  successfullv  tied  ;  on  the 
other  side  the  carotiel  artery  was  normal. 

Mr.  Jenkins  said  there  was  a  complete  account  of  such  aberrant 
internal  carotids  in  anatomical  works  ;  it  was  said  to  be  more  common  in 
old  age  than  in  young-  people.  Sometimes  al)errant  internal  carotids 
went  downwards  and  forwards  in  relation  to  the  lateral  wall  of  the 
pharynx  in  young  subjects. 

Dr.  MiLLiGAN  questioned  whether  the  aberrant  artery  was  not  the 
ascending  pharyngeal.  In  every  operation  for  the  removal  of  adenoids 
he  taught  his  students  to  examine  carefully  the  posterior  pharvngeal  wall 
for  tortuous  vessels. 

Dr.  Salisbury  related  an  experience  in  the  practice  of  a  Leeils  surgeon 
similar  to  that  spoken  of  by  Dr.  Davis.  There  was  an  aneurysm  of  the 
carotid,  which  vessel  was  out  of  place,  and  there  was  a  peri-tousillar 
abscess  in  front  of  the  aneurysm. 

Dr.  Watson-Williams  said  it  had  been  found  that  such  abnormal 
large  pulsating  vessels  on  the  posterior  pharyngeal  wall  proved  to  be  the 
ascending  pharvngeal  artery,  though  usually  they  were  internal  carotid 
arteries.  They  were  more  frequent  than  generally  believed,  Init  he  had 
continu.ally  urged  that  as  a  matter  of  routine  before  the  adenoid  operation 
the  operator  should  look  at  the  back  of  the  pharynx  to  make  sure  there 
were  no  aberrant  vessels.  In  that  way  a  possible  disaster  would  be 
avoided :  nevertheless,  it  seemed  likely  that  fortunately,  when  the 
operation  for  adenoids  was  done  in  the  usual  routine  way,  such  vessels 
might  escape. 

Mr.  Lake,  in  reply,  said  that  the  first  case  of  the  kind  he  knew  was 
recorded  by  Dr.  Brown  Kelly  in  the  Journal  of  Laryngology,  Rhino- 
logy,  AND  Otology. 

A  Method  of  making  a  Periosteo-meatal  Flap  in  the  Radical 
and    Modified    Radical    Mastoid    Operations.  -Hugh  E.   Jones^^ 

Hitherto  all  the  flaps  described  for  these  operations  have  involved  severing 
the  periosteum  at  the  nieatal  margin,  while  the  cutaneous  flap  retained  a 
base  attached  to  the  conchal  skin.  One  objection  to  a  flap  of  this  kind  is 
that  the  soft  parts  of  the  meatus  have  to  be  crushed  and  dragged  forwards 
and  outwards  during  the  operation ;  and  another,  that  some  of  the 
periosteum  is  usually  lost.  In  the  method  about  to  be  described  the 
skin-flap  is  completely  severed  from  the  surrounding  skin,  but  retains  its 
attachment  to  the  periosteum,  which  is  reflected  upwards  and  backwards 
through  the  post-aural  incision,  to  be  replaced,  on  the  completion  of 
the  bone  operation,  on  the  posterior  Avail  of  the  bone  cavity. 

The  steps  of  the  operation  are,  briefly  :  (1)  Make  an  incision  through 
skin  in  the  hair  line  behind  the  ear,  curving  upwards  opposite  the  highest 
point  of  the  ear  into  the  scalp  for  about  |  in.  (Ballance's  incision)  (Fig. 
l,ss').    (2)   Reflect  the  auricle  forwards' until  the  nieatal  edge  can  be 
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Fig.  1. 
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deiined.  It'iiviiiL;- tlu'  |n'ri(is1t'iiiii  au«l  lucattis  uiiiii jiirtMl  {V\'^.  2.  h).  C-i) 
Make  two  nearly  parallel  curved  ineisions  tlir(>ii<,'li  tlii'  jH>riosleum  from 
the  upper  and  lower  niari^ius  respectively  of  the  meatus  nearly  to  tlie 
posterior  border  of  the  mastoid  hone  (Fi\:.  2,  p  p,  p'  j)').  (4)  S«'parat<» 
the  outlined  periosteal  Hap  from  the  outer  surface  of  the  mastoid  and 
well  into  the  osseous  meatus.  (5)  Replace  the  auricle,  ami  make  twi» 
incisions  throu^di  the  soft  parts  of  the  meatus  from  the  tympanic  rin^;  out- 
wards— one  at  the  hii^hest,  and  tlieother  at  the  lowest,  point  of  the  meat  us 
(  Fii;.  1,  a  fe,  d'  h').  (6)  Cut  through  the  base  of  the  posterior  meatal  Hap 
at  the  point  in  or  near  the  conchal  mar^dn,  which  is  judL,'ed  to  t,'ive  a 
sufficiently   enlarged   meatus    (Fig.   1,  c  or  c',  e  preferred).     (7)  A   few 


Fig.  '.i. 


touches  with  the  scissors  or  scalpel  Avill  now  enable  the  operat<)r  to  litt 
out  the  posterior  wall  of  the  memliranous  and  cartilaginous  meatus  and 
the  periosteal  flap,  in  one  piece  (Fig.  3,  Pf,  Mf).^  The  combined  Hap  is 
turned 


com 
able 


led  backwards  and  protected  by  gauze  until  the  bone  operatum  is 
pleted.  Finallv,  pass  a  strip  of  gauze,  linen  or  india-rubber  of  suit- 
width  through  the  posterior  meatal  incision,  and  hold  forward  the 
auricle  and  post-aural  skin-Hap  (Fig.  3 ).  By  this  method,  as  soon  as  the 
flap  IS  completed  and  the  hemorrhage  arrested,  an  e.vcelleut  view  ot 
the  meatus  is  obtained,  and,  if  this  is  free  from  granulations  and  d>bn».  ot 
the  membrana  tvmpana  or  the  tvmpanum  itself.  The  meatal  tissues  do 
not  suffer  during  the  operation,  and  the  anterior  half  is  un.listurbed. 
The  flap  retains  the  whole  of  the  periosteum,  and  helps  to  Hll  up, the  b..n.- 
cavitv.  The  skin  surface  has  more  growing  edges  than  tlie  oniinary  Hap. 
and  should  therefore  irive  greater  assistance  in  epithelialisiug  the  eayity. 
The  method  is  applicable  to  all  priviary   radical  or   mouilied   radical 


94  The  Journal  of  Laryngology,       February.  1913. 

mastoid  operations,  but  is  obviously  not  suitable  for  cases  iu  which  there 
has  been  extensive  separation  of  the  periosteum  and  an  external  fistula. 
Where  subsequent  secondaiy  operations  extending  intra-cranially  are 
likely  to  be  required,  the  flap  described  would  not  cause  any  serious 
inconvenience,  but  is  not  recommended.  Where  it  is  desirable  to  remove 
the  mastoid  cortex  down  to  the  tip,  the  lower  periosteal  incision  should 
curve  sharply  downwards  near  the  anterior  border  of  the  mastoid 
process. 

The  President  said  that  Mr.  Jones  had  described  what  was  to  him  a 
novel  form  of  plastic  flap.  He  presumed  there  was  sufficient  nutrition  for 
the  comparatively  thicker  skin  from  the  thinner  periosteum.  He  asked 
if  Ml".  Jones  had  observed  any  sloughing  of  tissue  in  the  flap  afterwards. 

Mr.  Heath  said  that  the  fact  that  Mr.  Jones  had  brought  this  flap 
to  the  notice  of  the  Section  showed  that  he  had  not  been  satisfied  with 
the  flaps  which  had  previously  been  in  vogue.  With  regard  to  the 
utilisation  of  the  whole  of  the  postei'ior  half  of  the  cartilaginous  meatus 
as  the  covering  of  the  cavity,  he  had  utilised  it,  separate  from  the 
pericranium,  for  five  or  six  years,  and  did  so  in  acute  and  chronic  cases, 
and  in  conservative  and  radical  operations.  With  regard  to  the  peri- 
cranial flap,  he  had  used  a  shorter  one  than  that  described  by  Mr.  Jones, 
because  he  made  his  incision  so  much  nearer  the  ear.  He  had  used 
the  meatal  flap  for  twelve  years,  and  the  pericranial  one  for  six  years. 
The  advantage  of  having  them  thus  separate  was,  that  if  there  was  too 
much  of  one  flap  they  could  be  more  or  less  overlapped,  and  thus  it  did 
not  matter  much,  as  he  always  stitched  them  together.  He  found  the 
method  so  satisfactory  that  he  saw  no  reason  to  change  it.  His  own  skin 
incision  was  made  immediately  behind  the  ear,  and  therefore  the  peri- 
cranial flap  wag  necessai'ily  much  shorter  than  the  one  now  advocated  by 
Mr.  Jones.  With  regard  to  the  advantage  of  having  the  whole  meatus 
visible  during  the  operation,  he  was  not  sure  it  was  an  advantage  ;  he 
preferred  to  have  the  tympanic  parts  protected  by  a  retractor  which 
pressed  against  the  posterior  wall  of  the  meatus,  deep  in,  so  that  there 
was  no  chance  of  an  instrument  reaching  the  drum-head  by  accident. 
The  removal  of  the  posteiior  half  of  the  cartilaginous  meatus  enabled  the 
surgeon  to  see  the  tympanic  area,  and  for  that  reason  he  had  temporarily 
removed  it  in  every  case  for  six  years.  He  had  abandoned  Schwartz's 
operation  for  that  number  of  years.  The  great  point  about  having  a 
single  meatal  flap  was,  that  it  could  be  put  at  the  back  of  the  antral 
cavity,  out  of  the  way.  Because  if  one  turned  a  piece  up  it  swelled  and 
hid  the  antrum,  and  if  turned  down  swelled  and  hid  the  tympanum, 
and  it  is  desirable  that  those  parts  should  be  visible  during  the  after- 
treatment. 

Mr.  C.  A.  Ballance  remarked  that  ever  since  otologists  made  a  flap 
of  the  membranous  meatus,  the  otologist  had  dealt  with  the  posterior 
wall  of  the  membranous  meatus.  One  knew  many  methods  of  dealing 
with  the  posterior  wall  of  the  membranous  meatus,  and  Mr.  Jones  had 
now  brought  forward  a  new  method,  which  he  (Mr.  Ballance)  ])elieved 
would  develop  into  an  admirable  one.  He  felt  immensely  indebted  to 
Mr.  Jones  for  liaving  introduced  it,  and  he  intended  to  try  it  himself. 

Mr.  Badgerow  regarded  the  method  as  a  very  good  one,  and  said  he 
had  used  practically  the  s;ime  flap,  except  for  the  skin  incision.  Mr. 
Jones  went  back  into  the  hair,  and  then  made  a  periosteal  flap  ;  he  had 
seen  Mr.  Heath  when  at  Grolden  Square  use  practically  the  sanie  meatal 
and  pericranial  flap  in  all  his  cases  for  tlie  last  six  years. 

Dr.  Watson- Williams  said  he  gathered  that  one  new  feature  in  this 
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v»'rv  ]H«>iuisini;-  and  siii^gestivo  tlaj)  wus,  tlmt  the  posterior  meatiil  wall 
skin-ria{>  was  completely  detaehed  troiii  the  skin  all  romnl.aiul  that  "tin- 
one  strin>x  to  its  bow"  was  its  attachnient  to  j)erit)stemn.  He  did  not 
ijather  that  otlier  tlaps  just  referred  to  liy  Mr.  Heath  and  Mr.  Jladu^-row 
were  thus  eonipletely  isolated,  and  as  tar  as  he  could  untlfistaml  thfir 
remarks,  Mr.  Hui,di  Jones's  Hap  was  (piite  a  different  thinic. 

Mr.  Hi'tiH  JoxES  replied  that  until  the  <lav  before  he  did  nol  know 
Mr.  Heath  made  a  periosteal  jiojK  but  he  now  saw  that  the  periosteal 
part  of  Mr.  Heath's  flap  was  somethint;  like  what  he  had  liimself  now 
described.  But  in  the  flap  demonstrated  the  meatal  skin  and  i»eriosteum 
remained  unseparated  :  the  essential  difference  was  that,  in  tlie  method 
now  descrilied,  the  periosteo-meatal  Hap  was  cut  in  one  piece  at  the 
beginninii'  of  the  operation,  so  as  to  give  a  clear  view  of  the  osseous 
meatus  and  tympanum.  The  nourishment  of  the  Hap  was  the  one  fear 
he  had.  He  liad  not  seen  the  nourishment  fail,  Init  he  had  not  yet  had 
occasion  to  reopen  a  case  in  which  the  operation  had  been  done,  so  that 
he  coukl  not  say  exactly  what  liappened  to  the  flap  eventually.  It  was 
as  vet  experimental,  but  he  thought  he  would  like  to  bring  it  forward  at 
once,  so  that  other  surgeons  might  try  it.  He  himself  employed  the 
method  twelve  or  fifteen  times,  and  thouglit  it  was  "  all  right." 

Thrombosis  of  Jugular  Bulb  ;  Ligation;  Empyema;  Recovery. 
— C.  Ernest  West,  F.K.C.S. — Female,  aged  twenty.  Left  otorrhcea 
for  three  weeks,  pain  behind  ear  five  days,  swelling  four  days. 
No  history  of  sickness  or  giddiness.  Doubtful  history  of  two  ngors 
on  dav  of  admission.  Headache ;  no  pain  iu  neck.  Admitted  on 
June  8,  1912.  Temperature  on  admission  lU2-4'^  F. ;  pulse  108; 
respiration  24.  The  posterior  wall  of  the  meatus  w^as  prolapsed, 
obscuring  the  view  of  the  membrane.  (Edema  and  redness,  l)ut  no 
fluctuation  ove)-  the  mastoid.  Great  tenderness,  especially  towards 
tip  of  process.  Grlands  along  jugular  not  felt  to  be  enlarged.  Pupils 
equal:  no  nvstagmus.  A  Schwartze  operation  was  carried  out 
immediately.  "  The  lateral  sinus  was  exposed  iu  the  course  of  the 
operation  and  appeared  normal.  A  BezokVs  perforation  had  taken 
place  through  the  tip  oi  the  mastoid.  Temperature  subsequently 
remained  of  \n  oscillating  type  w-ith  a  rigor  on  two  occasions.  Second 
operation  (June  13 j  :  The  sinus  was  examined  and  found  healthy  in  the 
exposed  portion.  On  following  it  downwards  the  jugular  bulb  was  found 
thrombosed  and  its  wall  necrosed.  The  vein  was  tied  in  the  neck  and 
the  l)ulb  cleared  out.  Subsequent  history  :  Great  improvement  for  three 
weeks  as  regards  temperature,  but  failure  to  improve  iu  general  con- 
dition :  then  renewed  rise  of  temperature.  After  two  explorations 
empvema  found  low  down  on  left  side:  opened  and  drained  (1^  pints). 
This  was  followed  bv  some  subdiaphragmatic  peritonitis.  I'iual  com- 
plete recoverv.  Bacteriologv :  From  the  jugular  bulb  were  grown 
streptococci  and  a  Gram-negative  bacillus.  From  the  empyem.i  were 
grown  streptococci  and  a  diphtheroid  organism. 

Injury  to  Internal  Carotid  Artery  in  Curetting  Tympanic  Part 
of  Eustachian  Tube.-C.  Ernest  West,  F.R.C.S.— Female.  <^''>j'"»'c 
suppurative  otitis  media,  right.  Kadical  mastoid  operation  (July  9, 
1912)  :  Upper  part  of  Eustachian  tube  curetted  out.  In  tinallv  with- 
drawing curette,  injurv  to  internal  carotid.  Haemorrhage  control  e.l  by 
digital'pressure  in  neck.  Immediate  ligature  of  common  carotid.  JNo 
further  hsemorrhage.     Uninterrupted  recovery. 
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Mr.  West  Lad  reported  the  first  case  because  it  had  sevei-al  points  of 
raritv  ;  it  was  a  case  of  thrombosis  in  a  recent  otitis  media ;  the 
thrombosis  was  primary  in  the  jugular  bulb,  and  the  patient  recovered 
after  a  serious  pysemic  complication  in  the  thorax.  It  was  the  first  case 
which  he  had  had  in  which  the  patient  got  finally  well  after  such 
invasion  of  the  lung  and  pleura.  In  the  second  case  he  did  not  know 
why  the  cai-otid  was  injured ;  he  was  not  using  any  undue  violence  or 
pressure  in  curetting  the  tube,  and  he  supposed  that  there  had  been  a 
hiatus  in  its  inner  wall.  There  had  been  no  apparent  ill-effects  from 
the  unfortunate  accident.  He  believed  ligation  of  the  carotid  was  the 
only  possible  treatment  of  the  condition  if  the  patients  life  were  to  be 
saved.  In  this  case  the  alarming  feature  had  been,  not  the  total  amount 
of  blood  lost,  but  the  great  violence  of  the  hsemorrliage  while  it  lasted. 
The  patient  was  in  the  early  twenties,  and  that  might  have  something  to- 
do  with  the  completeness  of  her  recovery. 

Dr.  MiLLiGAN  agreed  that  such  cases  were  rare,  but  not  excessively 
so  in  children.  He  supposed  very  few  members  had  seen  recovery  after 
septic  pneumonia  or  empyema  secondaiy  to  sinus  thrombosis.  He  did 
not  think  so  many  thrombotic  cases  were  seen  nowadays  as  ten  years  ago,. 
and  the  explanation  probably  was  that  moie  attention  was  now  paid  to 
the  earlv  treatment  of  ear  disease.  He  had  had  a  similar  misfortune  to 
that  detailed  in  the  second  case,  in  a  patient  aged  sixty,  the  operation 
being  a  complete  labyrinthectomy.  He  discussed  with  the  medical  man 
in  attendance  the  various  ways  of  sealing  up  the  Eustachian  tiibe-,  and 
remarked  how  difiicult  it  was  to  be  certain  that  it  had  been  eifectively 
closed.  In  this  instance  he  used  a  burr  Avith  the  ordinary  care.  In  a 
moment  there  was  a  swish,  and  the  wound  was  filled  with  blood.  He  put 
his  finger  into  the  bottom  of  the  wound,  and  rapidly  plugged  it.  He 
packed  it  verv  tightly,  and  in  twenty-four  hours  he  gently  removed  the 
packing,  with  the  aid  of  hydrogen  peroxide,  and  again  there  was  severe 
haemorrhage.  He  decided  not  to  tie  the  carotid,  but  plugged  again,  and 
there  was  no  fiirther  hsemorrhage.  The  force  seemed  to  be  too  great  for 
it  to  be  venous  blood.  The  patient  Avas  fairly  deeply  imder  continuous 
ether  anaesthesia.  The  vessel  from  which  the  bleeding  came  must  have 
been  an  aberrant  one.  He  asked  Avhether  Mr.  "West  could  prove  that  the 
hsemori'hage  in  his  case  was  carotid  artery  bleeding,  not  from  an  aberrant 
jugular  bulb. 

Mr.  Hugh  Jones  said  the  only  case  he  had  seen  in  life  of  priauaiT 
thrombosis  of  the  bulb  was  caused  by  himself  in  curetting  the  floor  of 
the  tympanum.  He  had  been  using  chromic  acid  on  account  of  granula- 
tions growing  from  the  floor  of  the  tympanum,  and  thrombosis  of  the 
bulb  ensued.     The  man  recovered  after  ligation  of  ihe  jugular  vein. 

Mr.  Jenkins  asked  Mr.  West  why  he  tied  the  common  carotid  and 
not  the  internal.  The  difliculty  of  tying  the  latter  was  great,  but  some- 
times it  was  less  than  tying  the  external.  It  was  yet  early  to  know 
whether  there  had  been  serious  effects  from  the  ligation.  Ill-results 
might  ensue  six  or  nine  months  afterwaixls. 

The  Pkesident,  referring  to  thrombosis  of  the  jugular  Inilb.  said 
that  years  ago  Leutert  wrote  a  long  paper  showing  that  in  children  witli 
acute  suppuration  in  the  middle  ear,  if  the  temperature  was  high  and 
there  was  vomiting  for  a  few  days,  there  Avas  some  tliromliosis  of  the 
bulb,  \ii-ually  the  parietal  form.  This  might  disappear  altogether,  but 
Leutert  recommended  operation. 

Mr.  West  replied  that  he  did  not  of  course  see  that  it  Avas  the  internal 
carotid  Avliich  bled.  Imt  lie  could  not  conceive  of  the  jugidar  bulb  lieing 
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wlicro  his  curettt'  was  wlu'ii  tlic  lihvtliiiL;-  1)c<,mii,  aiul  lie  IiikI  m-ver  m-vn  ii 
venous  cliainu'l  approach  the  t'urv  with  which  this  hlctl.  FiiithtT.  th»> 
bleediiitj:  was  immeiliately  controlli'il  hy  pi-(«ssuiv  over  tlie  carotid.  The 
haJiuorrhat;e  down  tlie  Elustacliiau  tiihe  was  verv  severe,  and  he  could  not 
control  it  at  all  hy  packing-  the  tympanum.  There  seemed  no  room  to 
hin)  for  doubt  that  the  Itleediui;  came  from  the  carotid.  He  tied  ihf 
conunon  carotid  because  there  was  inadeipiate  room  to  i,'et  at  the  internal 
carotid  when  two  finirers  were  beiu>^  emi>loye(l  to  compress  that  vc'^sd. 
Hf  attempted  wliat  lie  could  do  most  quicldv. 

Cerebellar  Hernia  following  Cerebellar  Abscess.  H.  J.  Davis, 
M.B.  f^oy,  aged  eight.  At  the  first  operation  on  May  2U,  U»li'.  in 
addition  to  an  acute  mastoid  abscess  being  opened,  a  large  extra-dural 
abscess  in  the  posterior  fossa  was  dealt  with  in  the  usual  way.  The  boy 
was  very  ill,  but  made  a  good  recovery.  On  June  lU,  three  weeks  later, 
he  became  sick  and  drowsy,  and  developed  optic  neuritis  with  nystagmus 
to  the  opposite  side.  I  operated  on  him  the  same  evening  and  evacuated 
a  large  abscess  in  the  right  cerebellar  lobe,  containing  2  oz.  of  pus.  To 
complicate  matters  the  lateral  sinus  gave  way,  and  haemorrhage  was  not 
easv  to  control  owing  to  the  amount  of  bone  already  removed,  and  to  the 
protrusion  of  brain  matter.  The  boy  slowly  recovered,  but  the  hernia 
protruded  more  and  more.  When  pressure  was  exerted  by  bandaging, 
sickness  and  giddiness  followed.  The  (juestion  of  shaving  off  the  re- 
dundant tissue  Avas  entertained,  but  nothing  was  done,  and  the  hernia, 
which  was  a  very  large  one,  has  receded,  skinned  over,  and  is  flush  with 
the  head.  The  boy  is  quite  well.  This  case  is  instructive  from  other  points 
of  view : 

(1)  The  jugular  vein  was  never  tied.  This  shows  that  altlu>ugh  a 
septic  clot  exists  it  does  not  necessarily  extend  and  cause  damage,  though 
undoubtedly  it  must  be  safer  to  tie  the  jugular  as  an  extra  precaution. 

(2)  Did  the  abscess  originate  by  direct  infection  along  the  track  of 
the  first  exploration  into  the  cerebellum  ?  This  was  done  with  a  fine 
knife,  and  every  care  taken  to  prevent  infection,  but  the  possibility  of 
this  occurring  is  a  very  important  consideration  Avlien  pus  is  spread  over 
the  outer  surface  of  the  dura  mater.  It  is  the  practice  of  the  exhiliitor 
not  to  explore  the  brain  inperisinus  suppuration  if  the  brain  is  pulsating, 
unless,  as  in  this  case,  there  are  other  reasons  to  the  contrary.  Report  of 
pus  organism  :  (a)  Films— a  few  Gram-positive  diphtheroid  bacilli ; 
(b)  cultures — the  same  organism  grown  on  serum  and  agar. 

Mr.  MoLLisoN  described  the  sequel  to  the  case  of  cerebral  hernia 
which  he  exhibited  at  the  last  meeting.i  The  night  following  the  meeting 
the  boy  Avoke  up  screaming  ;  he  was  sick  occasionally  ;  two  days  later 
optic  neuritis  was  present,  while  previously  an  expert  had  found  the  discs 
clear.  In  consultation,  a  physician  agreed  there  must  be  some  pus  in  the 
cranium,  probablv  in  the  cerebellum,  as  abscess  in  the  site  of  a  previous 
cerebral  abscess  is  rare.  Operation:  Exploration  of  cerebellum  with  a 
narrow  knife  revealed  nothing,  neither  internal  to  nor  posterior  to  the 
lateral  sinus.  He  covered  that  site  with  gauze,  and  ex])lored  the  position 
of  the  old  cerebral  hernia  ;  with  forceps  he  penetrated  the  thick  capsule 
of  an  abscess,  and  let  oiit  2  oz.  of  very  fa?tid  and  thick  pus.  which  he  telt 
sure  had  been  there  weeks.  The  cavitv,  which  extended  forwards  into  I  he 
frontal  lobe,  was  washed  out,  and  a  double  drainage-tube  inserted. 
Three  davs  later,  while  being  dressed,  the  boy  stopped  breathing,  but 
artificial  respiration  for   ten   minutes    brought    him   round.       l-urther 
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exploration  revealed  uo  further  collection  of  pus,  and  he  was  now  much 
V)etter,  there  was  less  vomiting,  and  he  was  taking  food  well.  Right 
liemiplegia  and  aphasia  developed,  due  probably  to  thrombosis  of  the  left 
middle  cerebral  artery,  so  that,  even  if  he  recovered,  his  position  would 
be  very  parlous.  No  doubt  this  abscess  had  been  preseut  many  weeks, 
and  accounted  for  the  hernia.  The  case  showed  the  importance  of  the 
superficial  abdominal  reflex.  Two  days  before  operation  the  right 
abdominal  reflex  was  much  less  thau  the  left,  and  it  disappeared  the  day 
of  operation.  Next  morning  it  was  pi-esent  again,  and  normal.  Another 
point  of  interest  lies  in  the  fact  that  though  the  pus  from  the  abscess 
flowed  over  the  two  exploratory  incisions  in  the  cerebellar  dura  mater  no 
infection  followed. 

Dr.  MiLLiGAN  said  that  in  snch  cases  the  first  thing  to  do  was  lumbar 
puncture  ;  it  relieved  intracranial  tension,  and  probably  prevented  sudden 
respiratory  paralysis,  whicli  was  common  in  cereliellar  abscess.  These 
heruise  sometimes  contained  fluid,  even  pus.  He  had  seen  a  hernia  of 
the  same  size  containing  glairy  fluid,  possibly  from  broken-down  necrotic 
brain-tissue.  It  w^as  justifiable  to  pvit  an  aspirator  into  such  hernias. 
Failing  getting  anything  away,  one  might  keep  up  continvious  lumbar 
drainage  for  clays,  or  even  weeks.  That  failing,  one  could  perform  a 
decompression  operation. 

Mr.  Jenkins  corroborated  what  Mr.  Mollison  said  as  to  the 
importance  of  the  abdominal  reflex.  He  had  a  case  of  meningitis, 
localised  to  the  left  cerebrum,  and  the  right  abdominal  reflex  was  totally 
abolished,  the  left  preseut. 

Dr.  Davis  replied  that  several  times  he  had  perforated  the  hernia 
with  a  Horsley  pus-seeker,  but  nothing  came  out.  The  serious  feature 
had  been  the  position  of  the  hernia.  He  had  not  used  pressure,  for  when 
that  was  done  the  boy  became  sick  and  giddy.  [Addeiidnm. — Dr. 
Neiunann.  of  Vienna,  asked  me  to  record  his  and  Ruttin's  tests  in  this 
case.  I  have  done  so,  and  the  results  are  as  follows  : — (1)  Is  there  any 
spontaneous  nystagmus? — Yes;  rotatory  to  the  left.  (2)  Residt  of 
pressure  on  the  hernia  ? — Rotatory  nystagmus  to  the  left  is  increased. 
(3)  Syringing  the  diseased  ear  Avitli  cold  AvaterV — Yes,  nystagmus  to  the 
left.  (4)  During  syringing,  does  pressure  on  the  hernia  alter  the 
direction  of  or  the  intensity  of  the  nystagmus  ?~  Yes,  it  increases  the 
intensity  of  the  nystagmus  to  the  left.  (5)  Syringe  the  sound  side  (cold 
water)  for  one  minute;  how  long  does  the  nystagmus  last  ?— Hori- 
zontal nystagmus  to  the  right  for  two  minutes.  (6)  Repeat  this 
auain  on  another  day ;  does  the  pressure  on  the  hernia  alter  the 
character  of  the  nystagmus? — Yes,  the  horizontal  nystagmus  to  the 
right  is  arrested  by  pressure  on  the  hernia.  (7)  Try  Barany's  pointing 
test  with  the  finger ;  is  there  any  deviation  or  not  ?  (a)  "  dp  and 
down?" — Yes,  to  the  right.  (b)  "Side  to  side?" — Accurate.  (8) 
Does  pressure  on  application  of  ice  to  the  cerebellar  prolapse  alter  the 
accuracy  of  the  pointing  ?  (a)  "  Up  and  down  ?  " — Yes,  increases  the 
inaccuracy  to  the  right,  (b)  "Side  to  side?" — Accurate,  no  change. 
(9)  Try  tlie  same  experiment  with  both  feet  ?  (a)  "  U})  and  down  ?  " — 
Yes,  to  tlie  riglit.      (h)   "  Side  to  side  ?  "—No  change.— H.  J.  D.] 

Labyrinthine  Vertigo,  (?)  Auditory  Tumour. — H.  J.  Davis, 
M.B. — A  woman,  aged  thirty-three,  was  admitted  for  violent  attacks  of 
giddiness,  lasting  from  two  to  twelve  hours.  Medically,  notliing  could 
be  found  to  account  for  this,  and  as  symptoms  pointed  to  the  labyrinth 
as  the  cause  I  was  asked  to  see  her.     Brieflv,  she  hears  nothing  in  the 
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ri<,'lit  car,  though  she  scfiurd  i|uite  iiiiawan'  i>\'  tliis.  Tin*  N-I't  ear  is 
normal,  aiul  when  oeohuleil  1)V  I5aranvs  apiiaratus  the  jiatieiit  is  ijuite 
lost;  in  other  words,  the  eoehlear  nerve  is  t'linctionless,  and  the  ve«ti- 
huhir  nerve  nearly  so,  for  the  only  reaetidii  olttained  is  ten  minutes  after 
svrini,'iny  with  ice-cold  water.  There  is  slow  nystagmus  on  lookin;;  to 
tiie  rii,dit  and  not  to  the  left,  as  would  lie  expected.  The  jiatient  says 
she  is  ijuite  well  but  for  these  attacks,  which  commenced  in  a  small  way 
two  vears  ai;o,  but  the  last  few  months  they  have  been  much  worse.  She 
was  advised  that  the  attacks  were  *'  biliousness,"  and  she  was  tohl  to 
take  no  notice  of  them,  but  this  was  not  an  easy  thiiiir  to  do,  for  she 
dropped  in  the  street  like  a  log,  and  her  friends  thought  she  was  dead. 
The  exhibitor  is  of  opinion  that  the  disease  is  due  to  an  implication  <»f 
the  auditory  nerve  before  it  enters  the  internal  ear,  and  that  this  is 
probably  due  to  a  tumour.  Wasserniann  test  negative.  [Adiloiduiti. — 
December  15,  1912  :  Since  this  patient  has  been  treated  by  ernutin 
(30  minims,  thrice  daily),  as  recommended  by  Mr.  Lake,  she  has  Inul 
onlv  two  attacks  of  vertigo  in  five  weeks,  and  the  blood-pressure,  which 
was  low  (118),  has  been  raised  to  130  with  great  and  rapid  movement. — 
H.  J.  D.]. 

Malignant  Polypus  of  the  Ear.— H.  J.  Davis,  M.B.— Man,  aged 
tifty-six,  with  an  aural  polypus;  >ix  weeks"  history.  This  was  snared 
and  removed  with  a  curette.  The  polypus  is  malignant ;  no  other  signs 
vet.  A  microscopical  section  was  exhibited,  showing  malignant  growth, 
and,  as  pointed  out  by  Mr.  Ballauce,  resembling  scirrhus.  ^^Addendiim. 
— December  15,  1912  ;  Three  days  after  the  patient  Avas  exhibited  I  per- 
formed a  radical  mastoid  operation.  The  middle  ear  was  found  to  be 
full  of  friable  growth,  which  kept  btilging  into  the  tytnpamun  as  fast  as 
it  was  removed.  It  was  eventually  seen  that  the  roofs  of  the  tympanum 
had  lieen  invaded  by^the  growth,  which  had  extended  and  implicated  the 
dura  mater  on  the  under  surface  of  the  temporo-sphenoidal  lobe.  This 
was  curetted  away  and  so  far  the  patient  is  quite  comfortable  and  the 
wound  has  healeVl,  but  the  patient  has  lost  his  memory  and  is  very 
irritable,  though  he  is  up  and  about  the  ward.] 

Acute  Middle-ear  Suppuration;  (?)  Cavernous  Sinus  Throm- 
bosis ;  Recovery. — Dan  McKenzie,  M.D.— Female,  aged  clevfii,  a  puny 
and  delicate  child.  A  week  previous  to  my  seeing  her  acute  supi>uratiou 
of  the  middle  ear  set  in  with  high  temperatures.  A  few  days  later  pro- 
mitosis of  the  right  eye  was  observed.  There  was  some  drowsiness,  and 
the  patient  had  vounted  once.  When  I  first  saAV  her  there  was  marked 
protrusion  of  the  right  eyeball,  chemosis  and  oedema  of  the  eyelids.  The 
pupil  reacted,  and  there  was  no  evidence  of  paralysis.  Examination  of 
the  fundus,  made  by  Dr.  Salisbury  a  few  days  later,  revealed  some 
venous  distension.  Immediate  mastoid  operation,  radical,  in  view  of  the 
apparentlv  serious  iutra-crauial  disease.  Lateral  sinus  exposed,  slit  up, 
and  found  to  be  normal.  After  the  operation  temperatures  ranged 
lietween  98"  and  101^  F.  for  ten  days  and  then  l)ecame  normal.  The  eye 
was  less  prominent  forty -eight  hours  after  operation,  and  regained  its 
mn-mal  appearance  in  al)Out  a  week.  Some  suspicion  of  cedema  was 
observed  in  the  left  eyelid  at  the  operation.  The  diagnosis  of  cavernous 
sinus  thromlxisis  is,  of  course,  problematical.  Mild  venous  infectmn  witli 
thrombosis  and  recoverv  occurs  elsewhere  in  the  body,  even  in  the  lateral 
sinus,  it  is  said.  Thus' there  is  no  inherent  impossilulity  in  the  same 
series  of  chauu;es  affectinu-  the  cavernous  sinus. 
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The  President  thought  the  diagnosis  more  probal:)le  thau  proble- 
matical, but  it  might  uot  have  been  an  infective  thrombosis.  Still,  he 
thought  there  was  a  clot,  or  at  all  events  some  obstruction  to  the  return 
of  blood. 

Dr.  McKenzie  replied  that  he  had  some  hesitation  in  putting  that 
name  to  it,  but  aseptic  thrombosis  of  veins  occurred  elsewhere,  and  the 
symptoms  were  the  same  as  those  of  cavernous  sinus  thrombosis.  Both 
ears  were  the  seats  of  acute  suppuration,  and  thei'e  was  some  doubt  as  to 
which  ear  should  be  operated  upon ;  but  the  ear  Avas  chosen  which  was 
on  the  same  side  as  the  proptosis. 

Lens  for  Use  in  Mastoid  Operations. — Dan  McKenzie,  M.D. — The 

lens  is  mounted  on  a  detachable  and  sterilisable  rim  and  handle.      It  is 
useful  in  examining  the  outer  labyrinth  wall. 

Mr.  Hugh  Jones  said  he  used  a  pair  of  +  6'  lenses  (cut  from  one 
large  lens)  fitted  on  to  a  head-lamp  frame,  which  he  found  very  handy. 
The  frame  was  an  open  one,  like  a  trial-frame,  and  other  lenses  of  different 
strength  could  Vie  substituted.  The  lenses  were  cut  square  so  that  the 
correct  prism  effect  could  always  be  got  when  they  were  inserted  into  the 
frame. 

Operation  for  Chronic  Adhesive  Catarrh  of  the  Middle  Ear 
(Tympanoplasty).  — H.  A.  Kisch.  F.R.C.S.  -  Crt^f  1 .-  Boy,  aged  fifteen, 
deaf  for  years  in  both  ears.  No  throat  or  nose  trouble.  Not  improved 
by  catheter  treatment.  Membrane  very  retracted ;  malleus  slightly 
movable.  Paracusis  Willisii  present.  Operation  was  performed  in 
January,  1912,  on  the  right  ear.  The  tympanic  membrane,  the  malleus, 
incus,  and  all  the  mucous  membrane  of  the  middle  ear  were  removed 
through  a  retro-auricular  incision.  A  foramen  was  gouged  in  the  pro- 
montory and  the  cavity  then  grafted.  The  stapes  was  fixed.  After- 
treatment  by  massage  was  carried  out,  and  for  the  last  two  months 
ionisation  with  sali-cylate  has  been  used.  Hearing  tests,  before  and  after 
operation  : 

Before  (January  15,  1912).  After  {October  31,  1912). 
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Case  2. — Girl,  agcil  nineteen  :  deaf  for  years.  No  improvement  on 
treatment.  Has  slight  hypertrophic  rhinitis.  Membrane  retracted  and 
slightly  movable.  Paracu.><is  Willisii  present.  A  similar  operation  to 
that  of  the  previous  case  was  performed  in  January,  1912.  The  stapes 
was  fixed.  Patient  had  severe  headaciies  afterwards,  which  subsided 
later.  The  heaiing  was  improved  immediately  after  operation,  but 
relapsed  six  weeks  later,  the  patient  liecoming  totally  deaf  and  suffering 
from  severe  tinnitus.  This  did  not  improve,  and  a  second  operation  Avas 
TUidertaken.  The  skin-graft  was  removed  ;  the  foramen  in  the  promon- 
tory was  a])parently  filled  up  with  fibrous  tissue.  A  fresh  graft  was 
inserted.  After  this  the  heai-iug  improved.  There  has  been  one  rather 
severe  relapse  Avith  svdjsecjuent  recovery.  Similar  after-treatment  to  the 
previous  case  has  been  used.      Hearing  tests  before  and  after  operation  : 
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Bel'ore  {Deremher  2,  lit!  1  ).  A/ler  (Ortohfi-  31,  1912). 
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Mr.  Lake  poiuteil  out  the  need  tor  usin<;-  some  iletinite  foniuila'  for 
ear-testing  in  order  properly  to  be  able  to  ascertain  the  value  of  these 
operations.  Tests  were  of  great  importance  if  one  could  loolc  at  tlu'tn 
through,  as  it  wei'e,  one's  own  spectacles. 

Mr.  Jenkins  asked  whether  the  case  was  considered  to  be  one  of 
oto-sclerosis,  as  the  patients  had  paracusis.  Also,  how  did  Mr,  Kisch 
estimate  the  paracusis?  Did  he  take  the  wor<l  of  the  patient  for  it,  or 
had  he  other  means  of  arriving  at  it  V 

Mr.  MoLLisoN  asked,  in  regard  to  the  second  patient,  what  permanence 
tiiere  was  likely  to  be,  as  he  could  not  make  her  hear  conversation  at  2  in. 
that  afternoon.  If  such  cases  wei'e  going  to  improve  as  the  lirst  one  di<l, 
the  operation  might  well  liecome  very  frequent. 

The  President  said  the  gross  evidence  given  by  the  patients  seemed 
satisfviug  and  encouraging. 

Dr.  Urban  Pritchard  said  he  thought  these  cases  had  been  brought 
forward  at  the  wrong  time  ;  if  they  could  be  seen  in  two  months'  time 
one  could  judge  better.  His  testing  when  the  room  was  quiet  did  not 
bring  out  such  a  favourable  result  as  the  notes  indicated.  One  ear  was 
still  suppurating. 

Mr.  MuECKE  said  that  one  of  the  cases  was  suppurating.  It  is  well 
known  that  the  majority  of  such  cases  hear  better  when  the  ear  is  dis- 
charging than  when  dry  :  could  not  this  account  for  the  small  inci'ease  of 
hearing  ? 

Mr.  Kisch  replied  that  the  suppuration  in  the  ear  was  due  to  the  use 
of  ionisation,  as  before  this  was  used  the  ears  were  dry.  The  discharge 
came  from  the  posterior  wall  of  the  meatus.  He  agreed  with  Mr.  Lake 
about  the  tests.  Both  the  patients  had  given  practical  evidence  of  im- 
provement ;  the  boy  had  got  work  since  he  could  hear,  and  the  girl  could 
hear  the  bells  in  the  house.  These  cases  varied  from  day  to  day.  but 
2  in.  was  less  hearing  than  was  the  actual.  They  were  not  true  oto- 
sclerosis, as  the  stapes  was  not  fixed  by  bone.  In  a  case  of  Dr. 
McKenzie's  the  stapes  was  fixed  by  bone,  and  the  sensation  imparteil  on 
probing  was  different.  It  was  important  to  ascertain  beforehand  whether 
it  would  be  necessary  to  open  the  promontory,  as  it  greatly  increased  the 
risk  of  the  operation.  He  had  used  the  increase  of  bone-conduction  as 
the  guide  :  the  greater  the  bone-conduction  the  more  fixed  was  the  stapes. 
He  took  the  patient's  Avord  for  the  paracusis. 

Chronic  Diffuse  Labyrinthitis;  Horizontal  Canal  drained  by 
a  Strand  of  Silkworm  Gut  inserted  into  the  Canal  and  buried 
extra-durally.— E.  A.  Peters,  M.D.— Male,  aged  fifty-eight.  The  patient 
(Febniarv  13)  complained  of  the  Meniere  syndrome— vertigo,  sickness, 
deafness  and  faintness.  Since  eighteen  years  of  age  he  has  experienced 
attacks  of  sickness  of  a  migraiual  type,  which  have  been  less  pronounced 
the  last  two  vears,  but  have  been  accompanied  by  a  tendency  to  tall 
backwards  and  a  waterfall  noise  in  the  left  ear.  The  deafness  has  pro- 
gressed insidiouslv,  and  the  patient  is   unconscious    of   an    increase    of 
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deafness  with  each  attack.  The  vertigo,  ofteu  associated  with  pain 
referred  to  the  side  of  the  head,  has  increased,  and  the  patient  is  ofteu 
unable  to  work  or  even  go  about  alone.     Hearing  tests  : 

Eight  ear.  Left  ear. 

Stop-watch 12/60         .        M3  60 

Tuning  fork  128  on  mastoid        .  —9  sec.         .     —9  sec. 

In  the  rotating  chair  the  patient  experienced  no  giddiness,  and  nystagmus 
was  either  absent  or  irregular,  as  if  the  function  of  the  canals  had  been 
affected.  He  could  turn  round  when  the  eyes  were  shut  without  incon- 
venience. The  results  of  caloric  tests  were  similar  to  those  obtained  by 
rotation.  For  ten  weeks  he  was  medically  treated  Avith  diminished  fluids, 
calomel  and  potassium  iodide,  without  improvement ;  the  attacks  became 
more  violent  in  character,  and  at  times  he  was  unable  "".o  cross  his 
dwelling-room.  Ojieration  on  May  2.  Neumann's  or  the  posterior  route 
to  the  canal  was  taken,  and  the  antrum  opened  without  disturbing  the 
deeper  lining  of  the  external  auditory  meatus  or  the  middle  ear.  The 
horizontal  canal  was  uncapped  for  1  mm.,  and  the  dura  mater  exposed 
anterior  to  the  lateral  sinus.  A  medium  strand  of  rigid  silkworm  gut 
was  selected  and  inserted  into  the  canal  4  mm.,  while  the  other  end  was 
bent  about  25  mm.  l>eneath  the  dura.  Grrafts  were  applied  in  a  cavity 
filled  Avith  saline,  which  was  abstracte<l  hx  suction  apparatus.  The  tem- 
peratui-e  was  99^  F.  next  day,  and  on  the  third  day  the  patient  sat  up  for 
a  short  time,  but  complained  of  giddiness.  The  grafts  did  not  take  well, 
otherwise  his  convalescence  was  uneventful  but  prolonged  ;  the  dressing 
was  continually  soaked  by  clear  fluid  escaping  from  the  opened  canal. 
The  wound  is  now  healed  ;  the  strand  of  gut  cannot  be  seen,  but  the 
membrana  tympaui  is  slightly  injected.  His  general  condition  has  vastly 
improved,  the  nausea  and  giddiness  diminishing  daily.  He  has  now 
resumed  his  ordinary  work,  and  climbs  ladders  with  impunity.  The 
hearing  tests  taken  in  Septemlier  were : 

Riglit  ear.  Left  ear. 

Stop-watch  .....         14  60       .      Contact. 

Speakiny-  voice  heard  l:)v  the  left  ear         —  — 

at  9  ft. 

Tuning-fork  128  on  mastoid        .         .     —6  sec.       .        -  7  sec. 
„  C^  ,,  .         .     —  6  sec.       .       — 6  sec. 

„  C3  ,,  .         .      —3  sec.       .       — 5  sec. 

The  rotation  and  caloric  tests  gave  results  similar  to  those  observed 
in  the  first  instance.  I  would  remark  that  the  tests  suggest  tliat  the 
same  pathological  process  has  insidiously  invaded  both  labyrinths,  and 
the  left  lal)yrinth  more  particularly.  Whether  it  was  that  particular 
afl:'ection  of  the  left  lalnrinth  whicli  caused  the  vertigo  and  sickness,  and 
this  Avas  relieved  by  the  drainage  instituted,  or  whether  these  symptoms 
were  the  result  of  the  physiological  interaction  of  two  diseased  laby- 
rinths, is  a  matter  open  to  doubt,  and  can  only  be  cleared  up  by  the 
sul)sequent  history  of  the  case. 

Mr.  Jenkins  said  the  case  was  similai-  to  one  he  reported  some  time 
ago,  particularly  in  regard  to  nystagmus  mi  rotation  and  giddiness.  He 
drained  the  labyrinth  i)y  a  method  slightly  difterent  from  that  which  Dr. 
Peters  had  carried  out.  He  simply  opened  into  the  peri-lymphatic  space. 
He  did  not  put  in  silk  or  silkworm  gut  to  keep  up  the  drainage  foi-  any 
period.  That  patient  was  noAv  cjuite  well  and  at  woik,  and  had  no 
attacks  of  giddiness.  The  question  was  still  in  an  experimental  stage 
and  should  not  lie  approached  raslily. 


February,  1913.  Rhiiiology,  and  Otolog:y.  !(»:{ 

Osteoma  of  tlie  Mastoid.  R.  S.  Cocke.  F.R.C.S.  <iirl.  a^tMl 
twelve;  swcllhi;;  uotieeil,  tlie  size  of  a  pea.  in  Jaiiii.irv.  l'.»((7.  h, 
Febniarv.  ll'DB,  it  was  the  size  of  a  walnut,  pressing'  on  ami  parfiallv 
closing  the  cavtila>,nnous  meatus.  Removed  with  chisel  ;  an.ithcr  ■.'rMNvtii, 
very  much  smaller,  removed  at  the  same  time.  Nnthini,'  nuticcd  till 
eijjliteeu  months  ai;o.  when  her  mother  saw  a  swelliu'^  in  the  same  rej^jion, 
starting'  like  the  former,  which  has  now  grown  to  its  pn'.scnt  size.  N<> 
pain  ever;  hearing  normal.  Mieroscopieal  section  <>f  original  1,'rowili 
shows  typical  osteoma. 

Rubber  Nozzle  for  Syringing  Backwards  and  Clearing  out  the 
Cul-de-sac  formed  by  the  Radical  Post-aural  Operation.  Urban 
Pritchard,  F.R.C.S. — This  is  au  improvemenl  on  tlic  simiiiir  metal 
nozzle  shown  at  the  meeting  of  the  Otological  Section,  Decemher  b,  VM)H. 
Being  soft,  it  can  be  introduced  deeply  into  the  meatus  without  pniduc- 
iug  pain.     It  can  be  fixed  on  to  the  nozzle  of  almost  any  syringe. 


^b.'itnict.s. 


LARYNX. 


Lewies.  Harry. — The  Clinical  Aspect  of  Laryngeal  Tuberculosis. 
••  Zeitschr.  f.  LaryngoL."  Bd.  iv.  Heft  4. 

In  this  paper  the  author  gives  us  the  results  of  five  years'  observation 
of  the  material  at  Pi-ofessor  Seifert's  clinic  at  Wiirzl)urg.  The  numl»er 
of  cases  of  laryngeal  disease  observed  in  this  period  was  382,  and  of  these, 
183  were  cases  of  laryngeal  tuberculosis.  This  percentage  (oo  per  cent.) 
is  rather  high ;  the  usual  percentage  appears  to  be  about  3o  percent., 
but  twelve  cases  of  lupus  are  included  in  Lewies'  statistics.  [N.B. — The 
tuberculin  test  was  not  used  for  the  diagnosis  of  the  cases  as  it  was  not 
considered  suitable  for  patients  seen  at  an  ambulant  clinic]  Of  the  183 
cases,  48  were  observed  in  the  second  decennium.  60  in  the  third,  and  41 
in  the  fourth  ;  130  men  were  affected  as  compared  with  53  women.  Of 
the  171  cases  of  laryngeal  tubercle  (omitting  the  cases  of  lupus),  three 
appeared  to  be  primary.  Of  the  168  secondary  cases  the  infection  of  the 
larynx  had  occurred  from  the  upper  respiratory  tract,  pharynx,  fauces, 
etc.,  in  seven  instances ;  the  remaining  cases  were  secouihiry  to  lung 
disease.  Of  the  171  cases,  80  were  seen  in  the  first  stage  of  the  lung 
disease.  60  in  the  second,  and  18  in  the  third :  others  not  mentioned. 

With  regard  to  the  seat  of  the  lesion  in  the  larynx  the  vocal  cords 
were  most  frequently  affected  (57  cases).  Next  in  "frequency  were  those 
cases  in  which  the  false  cords,  the  posterior  commissure  and  the  upper 
aperture  of  the  larynx  were  involved.  Mmlfs  of  injecthm. — Lewies 
supposes  that  the  primary  cases  are  due  to  inhalation,  while  in  the  miliary 
cases  the  infection,  of  course,  occurred  through  the  blood-stream.  Besold 
and  Gidionsen  favour  the  view  that  laryngeal  tul»erculosis  is  due  to 
infection  by  way  of  the  lymphatics  either  from  below  or  from  above,  but 
injection  experiments  have  failed  to  prove  any  lymphatic  connection 
between  the  cervical  and  the  thoracic  vessels  ;  further  experiments  on 
animals  have  shown  that  the  larynx  may  be  infected  through  the  mucous 
membrane.  Again,  in  cases  of  unilateral  disease  of  the  lungs  the  lesion 
in  the  larvux,  if  unilateral,  is  bv  no  means   always  on  the  siune  side  as 
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the  luuo^  trouble,  and  microscopic  examiuatiou  of  tubercular  larvnges 
obtained  from  auimals  showed  that  iufectiou  liad  come  from  the  surface. 
If  the  iufectiou  occurred  by  way  of  the  lymphatics  one  would  expect 
enlai'gement  of  the  cervical  glands,  but  this  does  not  occur.  Various 
types  of  lesion, — In  the  three  cases  of  early  paresis  of  the  cords  the 
mucous  membrane  was  ansemic,  and,  in  one  of  those  cases,  Lewies  later, 
confirmed  the  diagnosis  by  finding  well-marked  tubercular  perichondritis. 
Of  the  five  cases  of  tubercular  tumour  two  were  situated  in  the  ventricle, 
two  on  the  vocal  cords,  and  one  at  the  anterior  commissure.  The  details 
are  given  of  one  very  interesting  case  which  was  diagnosed  in  1908  as 
"  amvloid  disease  of  the  larynx  "  ;  the  false  cord  on  the  left  side  was 
markedlv  swollen,  and  bulged  upwards  by  a  tumour  apparently  gi'owing 
in  the  ventricle ;  the  swelling  was  removed  with  cutting  forceps,  and  on 
microscopic  examination  only  amvloid  change  was  found.  Two  years 
later  the  trouble  recurred,  and  on  the  second  occasion  microscopical 
examination  showed  that  the  condition  was  tuliercular.  Lewies  records 
eighteen  cases  of  perichondritis  (three  early  and  fifteen  well-marked)  ;  he 
notes  Hajek's  opinion  that  in  these  cases  mixed  infection  is  always  present. 
The  writer  also  calls  attention  to  two  cases  in  which  in  the  early  stage 
the  mucous  membrane  of  the  larynx  was  of  a  dark  red  or  purplish  colour  ; 
in  one  of  these  a  typical  picture  of  tubercular  laiyugitis  subsequently 
developed.  Six  cases  of  lupus  were  observed,  five  of  which  wei-e  secondary 
to  the  disease  in  the  face,  nose  or  pharynx ;  of  the  six  cases,  four  were 
females  and  two  males.  The  epiglottis  was  affected  in  all,  while  in  one 
or  two  the  false  and  true  cords  were  also  involved.  Three  of  the  cases 
were  cured. 

With  regard  to  treatment,  Lewies  remarks  that  absolute  rest  of  the 
voice  is  very  hard  to  carry  out  except  in  a  sanatorium,  and  is  especially 
hard  for  the  working  classes.  He  gives  notes  upon  the  results  obtained 
with  various  proprietary  remedies  which  were  supplied  to  the  clinic  by 
the  makers  (page  493). 

As  a  local  anaesthetic  he  mentions  the  cocaine  ah^iin  solution  (aa 
o  per  cent.).  In  sensitive  patients  this  Avas  used  before  the  injection  of 
menthol  oil.  For  the  patient's  own  use  Lewies  recommends  ansesthesiue 
inhaled  from  a  glass  apparatus  shaped  like  a  tobacco-pipe  with  an  elon- 
gated curved  stem.  In  one  case  an  alkaline  watery  solution  of  methylene 
blue  and  methyl  violet  appears  to  have  done  good.  The  congestion 
method  was  used  in  a  few  cases,  but  was  found  unpleasant. 

Surgical  treatment. — Lewies  has  collected  134  cases  of  amputation  of 
the  epiglottis  from  vai'ious  authors.  A  cure  was  obtained,  as  far  as  the 
epiglottis  was  concerned,  in  77  per  cent  ;  the  laryngeal  disease  was  cured 
in  14  per  cent.,  while  the  patient  was  cured  in  9  per  cent.  Lewies 
himself  operated  on  five  cases  with  Alexander's  guillotine:  the  result 
was  good  in  all  but  one  case,  in  which  there  was  severe  haemorrhage. 

In  a  number  of  patients  tubercular  granulations  Avere  curetted  with 
Heryng's  instruments  and  the  part  subseriuently  painted  with  lactic  acid. 
Many  cases  also  were  cauterised.  In  only  two  cases  Avas  traclieotomy 
performed,  one  of  Avhich  did  very  well  after  operation. 

The  results  of  treatment  are  given  as  follows  :  Cases.  183  ;  ciu-ed,  9  ; 
nearlv  cured,  4  :  imiH-ovement.  32  :  unclriii^'t'il,  12:  still  under  treatment, 
3  ;  died,  7. 

The  weak  point  of  the  paper  seems  to  be  the  fact  that  a  large 
number  of  the  cases  (116)  were  onlv  seen  on  one  occasion,  and  that  the 
diagnosis  was  made  without  the  aid  of  the  tuberculin  test. 

/.  S.  Fraser. 
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NOSE    AND    NASO-PHARYNX. 

Guthrie.  Thomas.     The  Recurrence  of  Adenoids.     •'  Lancot  "    Vniil  •'(» 
Il»li'.  p.  10.54.  '     '  ^ 

Tlie  author  dosL-ribes  a  case  in  wliich  the  nrunciice  of  aih-m.i.l.s 
ajipear.s  in(lis})iitai)le.  A  pliotoi^n-aph  shows  the  ori^'iiial  mass  reniuve.l 
at  tliree  vears  ofaoe,  and  the  second  j^rowth  taken  away  ei<,diteeu  mouths 
hiter.      J'he  remarks  made  hy  the  autlior  are  very  sensiMe. 

Macleod  Yeamli'ij. 

Onodi.    Prof.   (Budapest).— The    Opening  of  the  Cranial  Cavity    and 

Exposure  of  the  Brain  from  the  Accessory  Sinuses  of  the  Nose . 

••  Zeitsehr.  f.  Laryugol.,"'  Bd.  iv,  Hei'L  1. 

The  article  is  full  of  statistics  as  to  the  height,  breadth  and  deptli  of 

the  frontal  and  other  sinuses.     Eadiograms  sliow  that  these  sinuses  are 

absent  ou  both  sides  in  5  per  cent,  of  cases.     Prof.  Ouodi  lias  carried  out 

rJOO  X  ray   examinations  of  the  accessory  sinuses,   and  gives  ilhistra- 

tions  showing  the  appearances  presented    wlieu  the  frontal  sinuses,  as 

outlined  by  the  X  rays,  are  projected  on  the  frontal  lobes  of  the  brain  ; 

in  some  cases  they  may  come  into  relation  with  the  tem})oro-spheiioidal 

lobes.     The  writer   also   gives  directions  for  exploring  the    brain  after 

removal  of  the  posterior  sinus  wall.  /.  S.  Fraxtr. 

Sieur  and  Rouvillois.— Report  on  Surgical  Treatment  of  Frontal 
Sinus  :  a  Critical  Study  of  Post-operative  Complications.  "  Arch, 
luternat.  de  Laryng.,  etc.,"  July-August,  September-October, 
1912. 
In  the  report  the  authors  have  had  above  all  in  view  to  show  that  the 
importance  and  number  of  indubitable  post-operative  complications  in 
the  surgical  treatment  of  these  affections  has  been  singularly  exaggerated. 
In  the  first  chapter  they  study  the  evolution  oi  frontal  sinus  surgery,  an 
evolution  to  which  French  specialists,  and  particulai'W  Luc,  have  usually 
attributed  much  importance.  It  is  a  sort  of  critical  review  of  all  the 
methods  Avhich  have  been  successively  employed,  and  by  which  one  can 
render  account  of  the  progress  realised  from  the  surgical  and  therapeutic 
point  of  vieAV.  In  the  second  chapter  are  grouped  together  the  observa- 
tions of  the  principal  complications  impiitable  to  surgical  intervention, 
lia.'morrhage,  orbito  ocular  accidents,  osteomyelitis,  thronibo-phlebitis, 
and  septic  pyjfimia,  meningitis,  and  cerebi*al  abscess.  These  diverse  com- 
plications, of  Avhich  the  start  shows  in  many  cases  a  period  of  origin 
anterior  to  the  operation,  evolve  more  readily  under  predisposing  causes. 
The  third  chapter  is  devoted  to  these  causes.  The  authors  range  under 
two  principal  headings  :  (1)  Predisposing  cause  inherent  to  the  patient ; 
surroundings,  age,  sex,  general  state  and  induced  local  conditions ;  (2) 
predisposing  causes  inherent  to  the  operator  in  the  execution  of  the 
operation.  Among  the  first  that  of  most  importance  should  be  attributed 
to  file  general  state,  chronic  infections,  syphilis,  infectious  maladies,  etc.. 
to  the  anatomical  formation  of  the  affected  sinus,  the  extent  of  its  lesions, 
and  the  virulence  of  the  causal  organisms.  The  foin-fh  chapter  is 
devoted  to  the  consideration  of  post-operative  infection.  This  method 
of  infection  is  peculiar  owing  to  the  anatomical  conformation  of  the 
frontal  sinus  and  the  importance  of  its  relati<.>ns.  But  after  having 
successively  passed  in  review  the  propagation  of  inflammation  I>y 
continuity,' by  veins  and  lymphatics,  the  authors  come  to  tlie  conclusion 
that  the  veins  play  the  most  important  part  role  in  this  connect  ion.     This 
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is  iu  a<''reeiueut  with  more  recent  auatoiuical  research  and  clinical  ohserva- 
tious.  The  study  of  post-operative  procedures  and  of  the  likely  and 
predisposing  causes  of  post-operative  complications  and  the  discovery  of 
the  ordinary  method  of  infection  sliould  assist  us  to  means  of  avoiding 
these  complications.  These  means  are  found,  according  to  the  authors,  iu 
the  judicious  clioice  of  the  operative  method,  iu  tlie  preparation  of  the 
patient,  and  in  the  performance  of  the  operation.  The  most  important 
point  of  this  stage,  which  constitutes  the  fifth  and  last  chapter,  considers 
specially  the  employment  of  the  eudo-nasal  method  and  the  practice  of  tre- 
phining l)y  the  external  route  according  as  one  finds  himself  in  the  presence 
of  an  acute  sinusitis, of  pan-sinusitis,  or  of  a  spreading  cranial  osteomyelitis. 
The  authors  sum  up  their  work  l)y  drawing  the  following  conclusions  : 
(1)  Let  us  be  clear-sighted  clinicians  in  oiu-  general  and  local  diagnosis, 
and  perform  operations  proportional  to  the  resistance  of  the  patient  and 
the  extent  of  the  lesions.  (2)  Let  us  l)c  eclectic  surgeons  without 
pinning  ourselves  to  a  systematic  procedure,  but  doing  all  that  is  neces- 
sary and  no  more.  (3)  Let  us  be  prudent  and  painstaking  operators, 
and  we  will  avoid  the  dangers  inherent  to  intervention.  Although  we 
cannot  hope  ever  to  entirely  be  free  from  post-operative  complications, 
such  cases  would  exist  as  isolated  exceptions  The  treatment  of  fi'ontal 
sinusitis  should  not  make  an  exception  to  those  of  other  affections  which 
would  necessitate  the  aid  of  surgery.  We  should  add,  nevertheless,  that 
owing  to  the  difficidty  of  treatment  inherent  to  the  anatomical  situation 
of  the  sinus,  frontal  sinusitis  ought  always  to  be  considered  as  a  sei'ious 
affection.  This  is  why  the  authors  consider  that  they  cannot  do  "better 
than  terminate  their  conclusions  witli  the  words  of  Glerber,  that"  insuffi- 
ciently ex})erienced  operators  should  withhold  their  hand."  Rhinology 
should  keep  itself  well  abreast  of  the  practice  of  modern  surgery.  This 
condition  is  necessary  to  our  speciality  in  order  that  it  can  pretend  to  au 
independent  place  among  the  other  branches  of  surgeiy. 

/.  D.  Liihtjow. 


EAR. 

Hammond,  P.— A  New  Mastoid  Retractor.  "  Boston  Med.  and  Surg. 
Journ.,""  June  'J.7,  1'.'12,  vol.  clxvi,  No.  26. 
The  instrument  may  be  used  iu  combination  with  a  tape  passed 
through  the  meatus,  or  alone.  It  is  self-retaining.  It  consists  of 
[interior  and  posterior  members,  which  resemble  Volckmann's  I'etractor, 
an<l  when  in  use  are  placed  Avithin  the  corresponding  margins  of  the 
wound.  The  connecting  portion  between  the  two  members  is  shaped 
like  a  "  wish-bone  "  and  is  reversiijle,  allowing  the  instrument  to  be  used 
for  either  ear,  with  this  portion  either  above  or  below  the  operative  field. 

K no  whs  Renshaw. 

Mahler.  L.  (Copenhag-en). — On  the  Pathological  and  Clinical  Aspect  of 
Otogenous  Aseptic  Sinus  Thrombosis.  "  Monats.  f.  Ohrenh.," 
Year  4.5,  No.  11. 

With  a  brief  review  of  the  only  nine  cases  of  this  nature  which  he  had 
been  ;tl»l(!  to  discover  in  the  literature  up  to  date,  the  author  gives  the 
lollowing  account  of  a  man,  aged  sixty-seven,  who  came  under  his  care 
April  17,  1!>]1.  The  pat.ient  had  hail  no  affection  of  the  ears  till  two 
niontlis  |)reviously,  when  he  caught  cold,  which  was  accompanied  by  i)ain 
ill  the  right  ear  and  a  |)urul('nt  discharge.  For  this  he  was  treated  iu 
hospital  ami  discharged  i'ouitcen  days  previously,  since  when  he  had  beeu 
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.|iiit('  well  till  tour  days  ayi).  uIhmi  tlio  oarai-lu'  ami  ntorrlia'a  r«'a|)|itMi<'.|. 
For  tiit>  last  two  days  the  otorrlufa  had  ceased.  He  euinplaiiM'd  of  ri^dit- 
sided  lieadatdie  and  pain,  but  liad  no  vertij^o.  There  was  slii,'ht  teinh-r- 
ness  of  the  mastoid,  vvhitdi  was  otherwise  normal,  sa^'^in<,f  of  tlie  poslero- 
superior  meatal  wall,  pus  in  the  fundus,  small  obvious  i)erforation. 
Calorie  nystagmus  normal.  Whisper  ad  aiireni ;  bone-conduction  <,'reater 
than  air-conduction.     Temperature  normal. 

'J'he  perforation  was  enlari;ed  in  the  tym])anic  membrant',  l)u(  as  tlit^ 
follow inif  day  the  headache  had  not  abated  the  mastoid  process  was 
opened,  the  cells  and  antrum  beinij  found  filled  with  s^^ranulalions  and 
pus. 

All  went  well  till  Api'il  22,  when  the  temperature  rose  to  105'^  F.  and 
the  pulse  to  120.  accompanied  with  restlessness  and  nuitterint,'.  No 
vomit in<;  or  convulsions.  No  nystagmus.  Fupiils  equal  and  reacted  to 
light  Keflexes  increased.  Kernig  positive,  neck  stilfness.  Luiiiltar 
puncture  yielded  about  10  c.cm.  turbid  fluid,  under  strong  pressuie. 
Caloric  response  and  hearing  pn-esent  in  the  right  ear.  As  the  cerebro- 
spinal tluid  showed  numerous  polynuclear  leucocytes  and  a  Gram-positive 
coccus  in  small  groups  craniotomy  was  performed  and  the  temporo- 
spheuoidal  area  explored,  with  a  negative  residt,  except  an  excessive  flow 
of  fluid.  Then  the  politerior  fossa  was  investigated,  when  the  sinus  was 
found  surrounded  by  a  thick  layer  of  granulations  and  filled  with  a  pinlc, 
firm  ori^auised  thromlnis.  This  w^as  removed  till  venous  bleeding 
occurred  from  both  directions.  Further  exploration  of  the  cerebellum 
was  negative.     The  patient  died  that  evening. 

Vost-mortem :  There  was  a  purulent  convex  leptomeningitis.  No 
abscess.     Kenuiins  of  the  thrombosis  as  found  at  the  operation. 

Histologically  the  thrombus  was  found  to  be  in  an  advanced  state  of 
oiganisation,  l)ut  no  bacteria  could  I>e  discovered  either  in  it  or  in  the 
granulation-tisrsue  with  which  it  had  been  surrounded,  nor  was  there  any 
sign  of  pus ;  moreover,  no  growth  was  obtained  l)v  culture. 

A  further  critical  survey  as  to  the  causes  which  may  give  rise  to 
aseptic  thromlx>sis,  based  both  on  the  experience  of  this  case  and  also  on 
the  other  accounts  already  mentioned,  with  a  reference  to  the  latter, 
concludes  the  article.  Alex.  B.  TtveeiUe. 

Bleg-vad.  N.  Rh.  (Copenhagen).— Otogenic  Pachymeningitis  interna 
purulenta.  "Arch.  f.  OhrenhoilU.,"'  IM.  Ixxxiii,  Heft  :!  and  f. 
p.  247. 

Purulent  internal  pachymeningitis  is  commoner  than  we  generally 
suppose,  seeing  that  it  form's  one  of  the  steps  by  which  infection  in  the 
tympanic  cavity  may  reach  the  soft  membranes.  In  this  report  of  two 
cases— one  fatal  an(i  the  other  saved  In-  operation— Blegvad  su[>plies  us 
with  an  analvsis  of  the  twenty-seven  cases  of  the  disease  which  he  has 
found  in  tlie  literature.  Pathologically  speaking,  the  disease  pr(»cess 
presents  a  gradation  of  local  severity  from  inflammatory  fibrinous  exuda- 
tion on  the  cerebral  surface  of  the  "dura  to  abscess  formation.  At  any 
stage  in  the  process  the  disease  may  lead  to  purulent  leptomeningitis, 
but  it  seems  evident  that  sometimes  a  consideral>le  period  of  time  elajises 
before  this  dangerous  event  occurs.  Cases  are  on  record  m  which  the 
abscess  has  penetrated  the  dura  and  has  discharged  through  the  ear  or 
has  led  to  a  collection  of  pus  on  the  surface  of  the  skull.  When  subdural 
abscess  forms  it  mav  lead  to  encephalitis  with  superficial  necrosis  oi  the 
brain  tissue,  cortical  abscess  or  ulceration  of  the  brain,  and  the  consider- 
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able  pressure  upon  the  convolutions  may  flatten  tliem  and  even  lead  to  a 
depi-ession  on  the  surface  of  the  brain. 

Inasmuch  as  the  disease  process  is  usually  associated  with  otlior 
intra-crauial  complications,  the  symptomatology  of  this  particular  lesion  is 
not  so  clear  as  to  render  its  diagnosis  easy,  which  is  unfortunate,  seeing 
tliat  the  prognosis  in  cases  of  timely  operation  is  extremely  good,  the 
advance  of  infection  towards  the  soft  membranes  being  effectually 
checked. 

If  an  abscess  forms  the  pressure  upon  the  cerebral  cortex  induces 
ocular  paralyses,  aphasia,  Jaclcsonian  epilepsy  and  contra-lateral  paresis, 
but  although  pyrexia  is  common  and  the  pulse-i'ate  frequently  raised, 
the  symptoms  are  not  sufficiently  definite  to  enable  a  distinction  to  be 
made  between  subdural  abscess  and  cerebral  abscess.  The  cerebro- spinal 
fluid,  in  the  cases  in  which  it  Avas  examined,  was  clear  and  showed  little 
or  no  increase  in  its  cell  elements. 

The  treatment  of  simple  subdural  inflammation  or  abscess  pi-esents 
no  difficulties,  since  effective  drainage  can  be  secuz-ed  by  an  incision 
thi'ough  the  dura  without  any  very  free  removal  of  bone. 

Da  71  McKenzie. 

Rejto,  Alexander. — A  New  Method  of  Examination  of  the  Labyrinth 
(Baranys  Pointing  Test). — "  Pester  Meil.-Cliir.  Presse,"  No.  20, 
1912. 

Biiriiny's  pointing  test  is  a  method  of  displaying  the  deviation  of  the 
skeletal  muscular  movements  resulting  from  labyiinth  disorders.  It  is 
conducted  as  follows  :  The  patient  having  closed  his  eyes,  he  is  made  to 
stretch  his  arm  fully  out,  and  to  touch  with  his  finger  the  finger  of  the 
examiner.  Then  he  is  asked  to  sink  his  arm  to  his  knee  and  once  more  to 
raise  it  so  as  to  touch  the  surgeon's  finger,  again.  In  normal  cases  the 
attempt  to  do  so  is  always  successful,  even  when  the  arm  is  stiff'  or 
paretic.  In  labyrinth,  and  also  in  cerebellar  troubles,  the  arm  and  finger 
deviate  during  this  movement  in  a  direction  opposite  to  that  of  the 
nystagmus. 

[That  is  to  say,  the  arm  deviation  takes  the  same  direction  as  the 
slow  component  of  the  nyst  igamus. — D.  M.] 

Dm  McKenzie. 

Ruttin,  Erich.  —  On  Recent  Traumatic  Lesions  of  the  Labyrinth. 
"  Monats.  f.  Ohrenheilk.,^"  No.  4,  Year  46. 

Six  cases  are  quoted  in  detail,  all  the  result  of  a  fall  in  which  the 
labyrinth  was  affected,  and  all  of  which  recovered  without  operation, 
although  various  hibyrintli  symptoms  persisted  at  tlie  time  of  writing. 

Prom  these  cases  the  author  differentiates  the  following  types  of 
labyrinthitis:  (1)  Diffuse  traumatic  labyrinth  destruction.  (2)  Diffuse 
traumatic  lesion  of  the  labyrinth.  (3)  Circumscriljed  traumatic  laby- 
rinth lesion. 

No.  1  must  be  regarded  as  the  result  of  fracture  or  fissure  of  the  laby- 
rinth with  htemorrhage  into  its  interior,  causing  irritation  or  destruction 
of  its  soft  parts. 

In  Nos.  2  and  3  there  is  probably  no  rnicture,  and  the  injury  is  of  a 
comparatively  mild  <legiee. 

The  conditions,  synq»toms,  iiii.l  progiidsis  .irc  well  suimnariscd  in  the 
following  table  : 
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This  table,  preceded  hy  a  very  able  debate  011  the  cases  and  the 
types  to  which  they  lacking,  shoidd  be  of  great  service  towards  the 
description,  diagnosis,  treatment,  and  prognosis  in  lesions  of  the  lal)y- 
,.ijjjl,  Alex.  K.  Tweedie. 

Kerrison.    Philip    D.,   M.D.  —  The   Vertigo    of  Vestibular    Paralysis. 
"Laryngoscope,"  Ot-tober,  1!>11. 

In  addition  to  the  vertigo  of  vestibular  irritation,  so  generally  recog- 
nised, there  is  also  a  form  of  vertigo  due  to  loss  of  vestibular  function 
which  has  so  far  escaped  notice.  The  accepted  features  of  "  vestibular 
vertigo"  are  its  occurrence  during  the  acute  stage  of  labyrinthine  irrita- 
tion, its  constant  co-existence  with  nystagmus,  and  with  a  subjective 
sensation  of  the  rotation  of  surrounding  objects. 

If  Biirjiny's  law  be  accepted  that  vestibular  vertigo  is  invariably 
accom})anied  by  vestibular  nystagmus,  then  Avhen  the  nystagmus  has 
subsided  the  vertigo  must  of  necessity  have  also  ceased. 

The  author  maintains  that  this  is  not  always  so,  but  that  it  will  be 
fi-equently  found  that  after  the  vertigo  and  nystagmus  due  to  vestibular 
irritation  have  subsided  another  variety  of  vertigo  may  be  pi-eseut  due  to 
loss  of  vestibular  function.  It  is  characterised  by  being  only  noticed  on 
the  performance  of  sudden  unaccustomed  movements,  and  dift'ers  from 
the  former  variety  in  the  absence  of  nystagmus,  sense  of  rotation,  or  a 
tendency  to  fall  in  any  given  direction. 

The  occu.rrence  of  this  condition  is  explained  by  the  defective  orienta- 
tion due  to  loss  of  vestibular  function.  When  the  vestibular  function  is 
lost  its  place  in  the  orientation  of  the  body  has  to  be  taken  over  by  the 
muscular,  arthiodial,  tactile,  and  visual  senses. 

This  readjustment  takes  a  variable  time  in  different  subjects,  and 
until  it  is  completed  there  will  be  a  liability  to  vertigo  on  sudden  and 
miusual  movements.  Thus  a  man,  aged  twenty-eight,  who  has  become 
suddenly  totally  deaf  as  the  result  of  a  syphilitic  infection,  showed  com- 
plete absence  of  both  the  caloric  and  rotatory  vestibular  reactions,  hnt 
yet  complained  as  much  of  vertigo  as  of  deafness.  He  was  compelled  to 
keep  his  eyes  on  the  ground  while  walking,  but  could  walk  straight  and 
stand  steadily  -with  his  eyes  shut.  He  had  no  nystagmus,  sensation  of 
rotation,  or  tendency  to  fall  in  any  given  direction. 

Since  both  vestibules  were  inactive  his  vertigo  was  presumably  due 
to  the  as  vet  incomplete  compensation  by  the  other  senses. 

A.  J.  Wrl,jht. 


PHARYNX. 

Badgerow,  Geo.  W      Pharyngeal  Suppuration:  Course  and  Direction  of 
Various  Types.     "  Lancet,"  Mardi  2o,  1912,  p.  78(i. 

After  consideiing  certain  points  in  the  anatomy  and  physiology  of 
the  pharynx,  the  cetiology  of  pharyngeal  suppuration  is  discussed,  and 
the  various  types,  are  classified,  according  to  the  seat  of  origin,  as  (1) 
lymphoid,  (2)  submucous,  (3)  suV)aponeurotic,  (4)  ])revertebral.  The 
first  is  by  far  the  commonest.  In  the  second  dysphagia  is  the  most 
prominent  symplom.  The  most  important  structure  in  connection  with 
the  pharynx  is  tlie  pharyngeal  aponeurosis  and  its  attachments.  The 
muscles  are  im])<)rtiint  because  their  involvement  gives  rise  to  one  of  the 
most  characteristic  sym[»toms — dysphiigia.  Morli>a(J  Yearsleij. 
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Stewart.  D.  Pulmonary  Embolism  as  a  Sequel  of  Diphtheria.  •  [iiincct." 
Mairh  80,  llH-J,  p.  HOC. 
'J'hc  siihjeet  of  this  rare  sivincl  of  ui[)htiu'ri;i  was  a  female  c-liil.j,  a^'ed 
four.  Tlie  attack  of  faucial  «lii)litheria  was  mild,  but,  after  fourteen 
(lavs  she  showed  sij^ns  of  })uluionary  trouble  and  died  in  twenty-four 
lioiu-s.  A  lar;j;e  infarct  of  the  ri^ht  iip])er  lobe  was  found,  with  no 
valvular  lesion,  but  with  some  dilatation  of  the  right  side  of  the  heart. 

Mac/cod  Yea rslei/. 

Mackay,  Charles  W. — The  Value  of  Temperature  Readings  in  Admini- 
stiation  of  Diphtheria  Antitoxin,  and  the  Value  of  Large  Anti- 
toxin Dosages.     ••  Aiistraliau  Medieal  Journal,'"  June  22,  ll'i2. 
Temperature  observations  are  made   every  four  hours.     The  initial 
dose   cannot  be   decided  on    the  temperature,    but    if    the    four-hourly 
leading.s  do  not  show  a  rapid  fall  the  dose  is  repeated  in  eight  to  twelve 
hours.     Where  no  fall  is  shown  the  initial  dose  is  too  small.     In  mild, 
i-CL-ent  cases  the  initial  dose  is  6000  to  8000  units.     In  severe  cases,  of 
some  days"  dunition,  the  initial  dose  is  from  16,000  to  80,000  units.  The 
temperature  observations  are  a  usefid  guide  in  faucial  cases  only.     The 
ol)servatious  were  on  400  cases,  in  a  children's  hospital.     Charts  illustrate 
l>aper.  A.  J.  Bmchj. 


REVIEWS. 


Thr  Skiniirupliii  of  the  Accessor)/  Nufial  Sinnxei^.     By  A.  Logan  Tujinek, 

M.D.,  F.E.C.S.E.,    F.E.S.E.,  and  W.  d.  Portek,  M.B.,  B.Sc, 

F.R.C.S.E.     Edinburgh  and  Loudon:    W.  Green  &  Sons,  1912, 

Pp.    45,    plates   40.      10s.    6d.    net.     (Continuation    of    previous 

review.) 

The  reviewer  would  wish  to  add  to  what  he  has  already  stated  with 

regard  to  this  excellent  atlas,  that  the  technical  skiagraph ical  part  of  it 

is  mainly  the  outcome  of  the  labours  of  Dr.  Porter,  and  we  see  in  it  the 

admirable  result  of  the  coml)iuation  in  one  person  of  the  clinician  and 

the  radiographer.     Dr.   Turner    has    expressed  his  appreciation  of   the 

value  of  the  co-operation  of  such  a  colleague  in  a  work  which  his  own 

wide  clinical  experience  and  judgment  have  enabled  him  to  organise  in 

so  useful  and  instructive  a  way.  Dundas  Grant. 

Pije's  Surf/ical  Handicraft :  A  Manual  of  Surgical  Manipulations,  Minor 
Svrgery,    and    other    matters   connected   with  the    WorJc  of  House 
Surgeons  and  Surgical  Dressers.     Edited  and  largely  rewritten  by 
W.   H.   Clayton-Greene,   B.A.,   M.B.,   B.C.,   F.K.C.S.      Sixth 
edition,  fully  revised,  with  some  additional  matter  and  illustra- 
tions.    Bristol :  John  Wright  &  Sons,  Ltd.     London  :  Simpkiu, 
Marshall,  Hamilton,  Kent  &  Co.,  Ltd.,  1912.     Price  12.s.  6d.  net. 
Walter  Pye's  work  on  "  Surgical  Handicraft  "  seems  to  have  equalled 
the  popularity  of  its  lamented  author.     The  sections  on  diseases  of  tlie 
ear,  nose  and  throat  are,  as  before,  in  the  hands  of  Mr.  Carson,  who  has 
brought  it  still  further  forward,  and  it  may  be  said  now  to  be  quite  up- 
to-date.     The  chapter   on  the  X   rays   and   taking  of   skiagrams  is.   of 
course,  mainly  devoted  to  considerations  of  fiuctures,  but  the  section  on 
the   examination  and    interpretation  of    skiagrams    is   full  of   practical 
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sui^o-estions,  iml  well  worth  the  sfcudv  of  those  who  (like  mauy  of  us), 
while  not  professing  to  be  masters  of  the  art  of  using  the  X-rav  appa- 
ratus, feel  the  necessity  of  Leiug  able  to  judge  of  the  results,  more  par- 
ticularly in  connection  with  our  various  specialities. 

Dundas  Grant. 


CORRESPONDENCE. 


CURETTAGE   OF   THE  FRONTAL   SINUS. 

T<i  Ike  Editor  of  The    Journal    of   Laryngology,    Rhinology,   and 

Otology. 

Dear  Sir, — I  have  read  with  great  interest  Dr.  Dan  McKeuzie's 
article  on  "  Osteomyelitis  of  the  Skull."  I  have  now  operated  on  a  very 
great  number  of  frontal  sinuses,  but  have  never  seen  the  complication. 
This  argues  either  extraordinary  good  luck  on  u\y  part,  or  that  the  method 
of  operating  in  Dublin  is  different  from  that  employed  iu  other  places. 

In  the  interest  of  present  and  future  sufferers  from  that  complaint, 
and,  indeed,  hardly  less  of  the  operators,  I  am  encouraged,  by  a  sentence 
which  occurs  in  Dr.  McKenzie's  paper  in  this  mouth's  issue  of  your 
Journal,  to  hope  that  this  latter  may  be  the  case.  He  says  on  page  24, 
iu  speaking  of  possible  causes,  "  over-zealous  curetting  of  the  walls  of 
the  sinus  is  likewise  viewed  with  a  suspicious  eye  in  several  quarters."  I 
have  always  carefully  avoided  curettiug  the  frontal  sinus,  a  practice  to 
which  I  was  led  by  a  sentence  which  I  first  read  twenty  years  ago  in 
McEwen's  "  Pyogenic  Diseases  of  the  Brain  and  Spinal  Cord."  I  cannot 
give  the  exact  reference  as  I  have  not  the  book  by  me,  having  lent  my 
copy  to  someone  too  wise  in  his  generation  to  return  it,  and  the  book  is 
now,  unfortunately,  out  of  print.  McEwen  draws  attention  to  the  danger 
of  infections,  not  merely  of  the  skull,  but  of  the  brain,  following  scalj) 
wounds,  where  the  pericranium  has  been  penetrated  and  the  bone 
scratched.  He  shows  that  infection  may  lie  dormant  a  long  time,  and 
recommends  that  in  the  treatment  of  such  cases  in  the  first  instance,  the 
greatest  pains  should  be  taken  to  obliterate  all  traces  of  the  original 
scratch,  however  slight.  Any  instrument  used  to  curette  an  infected 
frontal  sinus  is  itself  necessarily  infected,  and  the  curette  cannot  be  used, 
even  liglitly,  without  risk.  I  therefore  have  always  dealt  with  the  mucous 
membrane  by  wiping  it  away  with  a  piece  of  gauze  moved  by  a  steel 
probe.  It  is  only  necessary  to  wipe  the  mucous  membrane  in  the  gentlest 
manner  and  it  comes  away  for  the  asking.  You  then  substitute  for  the 
e}>ithelial  membrane  a  granidating  surface,  and  this  is  the  whole  essence 
of  the  cure. 

Yours  faithfully, 

39,  Merrion  S<|uare,  E.,  R.  H.  Woods. 

Dul.liu. 

Januanj  4,  1913. 


BOOK    RECEIVED. 

AUgemeiue  Akustik  und  Mechanik  des  meiischlichen  Stiinmoigans.  Von 
Dr.  Albert  Miif^vhold.  Mit  19  Pliotdgiaphien  des  menschlicheu 
Kchlkopfes  aiif  (!  Tafelu  und  53  Abbildungen  im  Text.  Berlin: 
Julius  Spi'enger,  1913. 
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SIR    FELIX    SEMON— HIS    WORK   AND   ITS   INFLUENCE   ON 

LARYNGOLOGY. 

By  p.  McBride,  M.D.,  F.R.C.P.E.,  F.R.S.E. 

Lecture  I. 

Sir  Felix   Semon. 

Whex  asked  by  the  Board  to  deliver  these  lectures  on  the  work 
of  Sir  Felix  Semon  and  its  intliience  on  laryngology  I  fnlly 
appreciated  the  honour  that  had  been  done,  and  the  responsibility 
which  had  been  imposed  upon  me.  While  highly  appreciating  the 
former,  I  in  no  way  under-estimated  the  latter.  This  lecture  will 
not  only  be  the  first  Semon  lecture,  but  will  also — if  I  mistake  not 
— be  the  first  of  its  kind  Avhich  will  have  been  delivered  in  this 
country. 

In  considering  the  influence  exerted  by  Sir  Felix  Semon  on  the 
progress  of  laryngology  the  subject  naturally  falls  into  two 
division.s,  viz.  (1)  the  man;  (2)  his  writings.  While  the  latter — 
both  those  dealing  with  matters  purely  scientific,  and  those  which 
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liiive  liad  for  tlieir  aim  tlie  elevation  of  the  specialty — are  of  tlie 
very  highest  value,  I  cannot  think  that  they  alone  Avould  have 
accomplished  so  much  had  it  not  been  for  the  inarked  and  most 
remarkable  individuality  of  their  author.  For  this  reason  I  must 
ask  you  to  bear  with  me  while  I  enter  in  some  detail  into  questions 
historical  and  even  biographical, 

Felix  Semon,  the  eldest  son  of  S.  J.  Semon,  stockbroker,  was 
born  in  Danzig  in  1849,  but  as  his  family  removed  to  Berlin  his 
education  was  carried  on  -at  t'he  "  Friedrichs  G^ymnasium  "'  of  that 
city,  and  he  had  the  inestimable  benefit  of  tuition  from  Professor 
Laas,  who  was  afterwards  promoted  directly  from  the  position  of  a 
schoolmaster  to  that  of  Professor  of  Piiilology  in  the  University 
of  Strassburg.  To  this  preceptor  Semon  is  inclined  to  attribute 
nmch— to  use  his  own  words,  he  tliinks  that  if  he  has  learned  "to 
think  and  write  logically,  this  is  almost  entirely  due  to  the  stern 
teaching  of  this  master."  From  school,  after  passing  the  necessary 
examination,  he  went  to  Heidelberg  to  begin  his  medical  studies 
under  Helmholtz,  Kirchhoff  and  Bunsen,  but  owing  to  an  accident 
had  soon  to  continue  his  curriculum  at  Berlin.  This  was  again 
interrupted  by  the  Franco-German  war,  when  Semon  served  as  a 
"one  year  volunteer'^  in  the  second  regiment  of  Uhlans  of  the 
Guard.  He  was  present  at  the  sieges  of  Metz  and  Paris,  and  at 
the  battles  of  Amiens,  Bapaiime  and  St.  Quentin,  receiving  the 
war  medal  with  five  clasps,  and  qualifying  at  the  end  of  his  service 
as  an  officer  of  reserve.  Returning  to  Berlin  in  1871  he  had  still 
three  months  left  to  serve,  and  it  was  very  characteristic  of  his 
energetic  and  sporting  temperament  that,  at  his  urgent  I'equest, 
he  was  allowed  to  put  in  this  time  in  rough-riding  in  the  remount 
department.  Meanwhile  his  medical  studies  were  resumed,  and 
he  obtained  his  M.D.  in  1872,  and  passed  the  state  examination 
in  the  following  year,  after  Avhich  he  studied  at  Paris,  Vienna,  and 
finally  London.  1\\  Vienna  he  frequented  the  clinic  of  Professor 
Stoerk,  the  late  noted  laryngologist,  and  in  London  he  became  a 
regular  attendant  at  the  Golden  Square  Throat  Hospital.  The 
large  material  there,  and  the  interest  he  took  in  working  at 
laryngology,  eventually  led  him  to  the  determination  to  devote 
himself  to  diseases  of  the  throat.  In  1876  he  became  a  member 
of  the  College  of  l*hysicians,  was  soon  appointed  one  of  the 
physicians  to  the  Golden  Square  Throat  Hospital,  and  thus  began 
to  })ractise  in  London, 

In  the  year  1879  Semon  took  a  step  which  iiad  the  effect  of 
influencing    his    whole    future    for    good    when    he    married    the 
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accomplished  nnd  cliariuino-  Miss  Redekor.  To  all,  Lady  SciiKni  i.s 
known  as  a  great  singer,  to  many  as  a  kind  and  tactt'id  hostess, 
but  to  those  who  are  pi-ivileged  to  know  her  well,  even  tlieso 
attribntes  sink  into  insignilicance  compared  with  her  (pialities  as  a 
wife  and  nioiher.  She  combines  in  lierself  the  rarely  associated 
gifts  of  domesticity  and  art,  of  great  insight  into  character  and 
human  kindness,  of  a  thorough  knowledge  of  tlie  world  and  true 
charity.  It  is,  therefore,  no  mei'e  form  of  speech  to  say  that 
Semen's  fnture  mnst  have  been  j;owerfully  affected  for  good  Ity 
obtaining  thus  early  such  a  helpmate. 

While  waiting  for  patients  he  was  not  idle,  for  in  addition  to 
translating  into  German  the  first  part  of  jMorell  Mackenzie's  large 
work,  which  contained  in  foot-notes  very  many  valuable  additions 
from  his  pen,  he  found  time  to  publish  accounts  of  many  interesting 
cases  and  also  to  produce  papers  of  a  more  important  nature  before 
1881.  One  of  these  dealt  with  the  subject  of  mechanical  impair- 
ment of  the  functions  of  the  crico-aryta)noid  articulation — a  con- 
dition which  had  certainly  been  previously  observed  and  referred 
to  by  various  authors,  but  which  had  not  been  systematically 
described  before  Semon  took  the  nuitter  up.  Incidentally  I  may 
here  remark  that  while  his  wi-itings  as  a  whole  have  been  widely 
read  and  appreciated,  I  am  not  quite  sure  that  this  particular  piece 
of  work  has  ever  earned  the  attention  which  it  undoubtedly 
deserves.  I  have  at  this  point  purposely  referred  to  Semon's 
literary  cai-eer  before  1881,  because  in  that  year  the  International 
Medical  Congress  met  in  London,  and  in  this  connection  he  took 
the  first  of  many  steps  which  had  for  their  ultimate  goal  the 
advancement  in  status  of  laryngology.  Having,  while  dining  out 
in  1880,  heard  the  forthcoming  congTess  discussed,  he  asked  the 
General  Secretary — Mr.,  afterwards  Sir  William,  MacCormac,  who 
was  present — whether  laryngology  had  been  recognised  in  the 
proposed  programme.  The  answer  was  in  the  negative,  but  at  the 
same  time  an  invitation  was  extended  to  Semon  to  meet  and  discu>s 
the  subject.  I  do  not  wish  to  stir  up  old  sores  nor  to  touch  upon 
matters  which  nn'ght  revive  painful  memories.  Let  it  suffice  to  say 
that  owing  to  the  action  and  insistence  of  Semon  the  specialty  was 
so  far  recognised  as  to  be  assigned  a  subsection  under  the  pre.sidency 
of  Sir  George  Johnson,  who  at  the  same  time  a  distinguished 
physician  was  also  a  recognised  authority  on  throat  afiections, 
while  the  secretarial  work  devolved  upon  Semon,  De  Haviland 
Hall,  and  T.  J.  Walker,  of  Peterborough.  How  efficiently  these 
duties  were  carried  out  was  shown  by  the  very  great  success  of  the 
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meetings  of  the  subsection,  which,  had  it  not  been  for  the  peculiar 
circumstances  of  the  time  as  they  affected  laryngology,  would 
probably  have  been  a  full  section. 

With  Semon's  further  work,  both  scientific,  and  as  it  concerns 
the  advancement  of  tlie  position  of  the  specialty,  I  shall  d^dl  later. 
I  have  merely  mentioned  his  contributions  and  his  important 
influence  in  obtaining  the  recognition  of  his  own  special  branch  in 
the  International  Congress  to  show  that  he  had  accomplished  much 
between  the  year  1877,  when  he  began  practice  in  London,  a 
young  and  unknown  foreigner,  and  1881.  This  remarkedly  rapid 
rise  to  a  position  of  influence  becomes  still  more  astonishing  when 
it  is  remembered  that  at  the  time  when  it  occurred  lai-yngology  was 
under  a  cloud,  and  that  there  was  a  tendency  among  the  leaders 
of  the  profession  in  this  country  to  think  and  also  to  speak  dis- 
paragingly not  only  of  the  specialty  but  even  by  implication  of 
those  who  practised  it.  It  may  be  well,  however,  to  bear  in  mind 
that  perhaps  there  was  some  justification  for  this  attitude  on  the 
part  of  leaders  of  medical  opinion.  The  specialty  was  young,  and  we 
must  all  recognise  that  specialism  lends  itself  to  abuse  in  the  linnds 
not  only  of  the  unscrupulous  but  also  of  the  credulous.  While  tlie 
former  may  deliberately  exploit  the  new  field  for  their  own  profit^ 
the  latter  may  fall  into  error  owing  to  absence  of  the  logical  and 
critical  faculties  which  are  so  valuable  as  checks  to  excess.  Tliis 
may  have  to  some  extent  accounted  for  the  somewhat  uncert.iin 
position  of  laryngolog}^,  but  there  can  be  no  doubt  that,  particularly 
as  concerns  London  and  Edinburgh,  the  teaching  bodies  and 
hospitals  were  largely  to  blame  for  the  general  indifference  dis- 
played towards  this  and  other  specialties.  In  London  some  oF  the 
leading  hospitals  had  no  throat  departments,  and  among  most  of 
those  which  had,  the  method  of  appointing  the  surgeon  or  physician- 
in-charge  savoured  more  of  comedy  than  of  common-sense.  The 
late  Sir  Henry  Butlin  has  left  on  record  how,  when  a  laryngologist 
was  wanted  for  St.  Bartholomew's  Hospital,  there  was  not  found 
one  of  the  assistant  surgeons  willing  to  take  it  over,  whereupon  the 
Chairman  said:  "Well,  then,  Butlin  must  take  it.  He  is  the 
junior  and  he  must  do  it."  Now  we  all  know  that  Sir  Henry 
afterwards  became  one  of  the  leading  authorities  on  diseases  of  the 
larynx,  but  that  fact  did  not  make  this  method  of  appointment 
defensible,  and  yet  in  most  leading  London  schools  the  throat 
department  was  run  by  one  of  the  assistant  surgeons  or  physicians, 
who  very  often  passed  on  to  other  work  just  as  he  was  beginning 
to    know   something  of   laryngology.       In    the    Edinburgh  Eoyal 
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Jiitiniiary  there  was  absolutely  no  jirovision  for  tlio  special  treat- 
ment of  throat  and  ear  cases  until  I880.  Tiie  net  result  of  this 
state  of  matters  in  London  was  the  establishment  of  numerous 
more  or  less  private  hospitals,  whoso  medical  otKcers  were  free 
\vom  such  discipline  and  criticism  as  an  appointment  in  a  lar^e 
})ublic  hospital  g-narantees,  but  on  them  the  public  had  largely  to 
depend  for  treatment  and  students  for  instruction.  In  P^dinburgh 
there  were  lectures  under  the  auspices  of  the  Royal  Colleges,  while 
some  clinics  were  given  at  dispensaries  and  the  Eye,  Ear  and 
Throat  Hospital,  but  as  all  these  were  far  away  from  the  University, 
and  as  the  University  authorities  of  the  northern  metropolis  have 
never  been  in  a  hurry  to  adopt  novelties,  vei'y  few  students  or 
doctors  availed  themselves  of  either  lectures  or  clinics.  To  sum 
up,  then,  while  possibly  the  reserved  attitude  of  the  leaders  towards 
our  specialty  may  have  been  to  some  extent  justified  by  the 
conduct  of  certain  leading  throat  specialists,  yet  the  absurdly 
conservative  attitude  of  our  teaching  bodies  led  to  the  absence  of  a 
sufficient  number  of  specialists  of  recognised  position. 

I  have  made  this  digression  in  order  to  show  how  heavily 
Semon  was  handicapped  from  the  beginning  of  his  career  not  only 
by  being  a  foreigner,  and  at  first  by  imperfect  acquaintance  with 
our  language,  but  most  of  all  by  the  extremely  unsatisfactory 
status  of  laryngology.  Let  us,  then,  glance  shortly  at  his  rapid 
advance,  and  while  doing  so,  it  may  occur  to  some  of  us  to  speculate 
on  the  proposition.  If  he  advanced  with  this  rapidity  with  all 
these  things  against  him,  Avhat  would  he  have  done  without  them  ? 
It  may  be,  however,  that  the  very  difficulties  he  had  to  face 
supplied  the  stimulus  which  fostered  his  energy  and  developed  his 
character.  Certain  it  is  that  to  him  the  overcoming  of  difficulties 
added  much  to  the  pleasure  of  existence. 

As  we  have  seen,  Semon  made  his  mark  in  1881  by  the  success 
of  the  subsection  of  laryngology,  which  was  largely  due  to  his 
initiative  and  zeal.  In  1882  he  was  appointed  Physician  for 
Diseases  of  the  Throat  at  St.  Thomas's  Hospital.  The  reports  he 
published  from  time  to  time  of  his  work  there  were  really  patterns 
of  what  such  reports  should  be,  and  must  have  greatly  enhanced 
his  already  rapidly  rising  reputation.  In  1885  the  Royal  College 
of  Physicians  conferred  upon  him  the  title  of  Fellow — a  dis- 
tinction which  had  so  far  never  been  attained  by  anyone  who 
devoted  his  whole  attention  to  diseases  of  the  throat.  As  the  late 
Sir  Henry  Butlin  said  :  "  It  was  a  recognition  at  once  of  his  skill 
and  knowledge  of  his  profession  and  of  the  honourable  manner  in 
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wliicli  he  conducted  his  practice."  After  this  period,  of  course, 
he  became  established  as  one  of  the  leading  consultants  of  the 
country,  and  was  also  one  of  the  most  generally  trusted  by  his 
confreres.  In  1884  he  had  originated  the  Gentralblatt  fiir  Laryn- 
gologie,  an  international  journal  published  in  Berlin,  which,  owing 
to  careful  editing  and  great  organising  ability  on  the  part  of 
Semon,  at  once  stepped  into  a  leading  position,  and  soon  became 
the  foi-emost  journal  of  its  kind.  Man}^ — nay  most — of  what  may 
be  called  the  laryngolical  political  articles  which  appeared  in  the 
Centralblatt  were  from  the  pen  of  Semon,  and  exercised  a  very 
strong  influence  on  laryngology  througliout  the  world.  To  a  few 
of  the  most  important  I  shall  have  occasion  to  refer  again. 

In  1893  he  founded,  by  his  own  initiative,  the  Laryngological 
Society  of  London,  to  which  were  attracted  most  of  the  best  of  the 
younger  specialists  of  Great  Britain,  and  at  his  suggestion  the 
society  occupied  itself  chiefl}^  with  the  discussion  of  cases  and 
specimens,  while  set  papers  were  avoided.  In  this  way  he  hoped 
to  obviate  one  of  the  chief  dangers  he  always  feared  from  special 
societies,  namely,  that  work  dealing  with  matters  of  common 
interest  would  be  diverted  from  general  meetings. 

Honours — well  deserved  honours  every  one  of  them — continued 
to  pour  in.  Semon  was  elected  an  Honorary  Fellow  of  the  Laryn- 
gological Societies  of  Berlin,  Munich,  Italy,  Vienna,  St.  Petersburg, 
of  the  American  Laryngological  Association,  and  of  the  American 
Oto-lai*yngological  Association,  and  Honorary  Pi-esident  of  the 
Madrid  Laryngological  Society  abroad,  and  a  corresponding  Fellow 
of  many  others,  while  at  home  he  has  been  honoured  in  the  same  way 
by  the  Laryngological  Section  of  the  Royal  Society  of  Medicine. 
Although  always  a  pure  specialist,  he  has  also  received  the 
Honorary  Fellowships  of  the  Dresden  and  Manchester  Medical 
Societies,  and  of  the  Spanish  Mcdico-chirurgical  Academy.  These 
distinctions  show  how  great  Avas  his  reputation  and  how  cosmo- 
politan his  fame  as  a  worker  in  his  own  field.  To  further  emphasise 
this,  he  was  decorated  by  the  Sovereigns  of  Prussia,  Spain,  Egypt  and 
Zanzibar.  Here  he  was  created  a  knight  in  1897,  and  received  the 
additional  honours  of  Commander  of  the  Royal  Victorian  Order 
(1908)  and  Knight  Commander  of  the  Royal  Victorian  Order 
(1905),  while  he  also  had  the  great  honour  of  acting  as  physician 
extraordinary  to  our  late  King,  Avho  honoured  him  not  only  with 
his  confidence  but  also  with  his  friendship.  Previously,  too,  the 
G-erman  title  of  Professor  had  been  conferred  upon  him,  and  up  to 
the  time  of  his  withdrawal  from  practice  he  retained  the  position 


March.  11' 13  Rhinology,  and  Otology.  I  !'.» 

of  liirviiL!(>loo-ist  to  tlio  Xiitioiial  irospiln]  for  Paivilvsis.  I  have 
tliiis  passed,  in  vory  hricf  roview,  some  of  tlio  lionouvs  and  pn<<i- 
tions  whit'li  fell  to  his  lot,  foi-  to  most  of  yon  they  are  well  known. 
'J'hey  show  a  career  of  rapid  and  uninterrn})ted  snccess,  wliich 
tittinp-ly  cnlminated  in  that  wonderfnl  and  nniqne  expression  of 
affection  and  respect  which  arose  on  Semen's  announcement  that 
he  ]iroposed  to  withdraw  from  active  practice  in  tlie  heyday  of  his 
viu-onr.  'i'o  mark  the  importance  of  the  event  and  their  apprecia- 
tion of  his  services  to  laryngology  his  friends  arranged — (1)  to  give 
Semon  a  farewell  hanqnet  ;  (2)  to  establish  a  lectureship  to 
pi'i-petuate  his  name  — the  same  friends  who  organised  the  one 
contributing,  according  to  their  means,  to\vards  the  foundation  of 
the  other. 

Many  of  you  were  present  at  the  dinner.     You   will   lemember 
how  the  guests  included  peers,   both   English    and   (lernuin,    great 
financiers,  prominent  politicians,  famous  lawyers,  members  of  both 
se.xes  distinguished  in  literature,  arts,  and  on  the  stage,  as  well  as 
many  leading  men  of  Semon's  own  profession,  British,  Colonial  and 
Foreign.     You    will    remember,   too,   how  it  was   anm)unced  that 
sulisci-iptions   to    the    testimonial    fund    had    been    received    from 
America,  Austria,  France,  Cxermany,  Italy,   Russia,   and    Sweden. 
Hut  most  of  all,  j^ou  wil  remember  the  enthusiastic  reception  given 
by   this  great  gathering   of   distinguished  men   and  women   from 
many  lands  to  the  guest  of  the  evening.     It   would   have  been  a 
great  tribute  of  affection  and  respect  for  any  man  to  receive  in  any 
country,  but  it  must  be  looked  upon  as  a  superb  achievement  for  a 
man  who  came  to  our  shores  thirty-four  years  before,  an  unknown 
foi-eigner,  to  have  evoked  such   ;i  demonstration  by   the  woi-k  he 
did  in  a  specialty  Avhich  he  had  found  under  a  cloud.     To  remove 
that   cloud    was    a    large    part   of    his    life-work,  and    that    great 
gathering  of   friends   of  all  kinds   and  many   nations   must   have 
served    to    show    him,    among    other    things,     how    well    he    had 
succeeded. 

I  have  thus  shortly  told  the  tale  of  Semon's  success,  and  will 
now  devote  myself  to  an  attempt  to  analyse,  so  far  as  I  can,  the 
qualities  of  the  man  which  comnuinded  this  success.  In  doing  so 
I  shall  hope  to  interest  you  all,  but  if  there  be  any  here  who  are 
beginning  their  careci's,  they  may  be  gainers  if  I  do  my  work 
reasonably  well,  for  then  I  shall  have  placed  before  them  the 
salient  characteristics  of  a  man  who  obtained  fame  and  some 
measure  of  fortune,  and  who,  I  believe,  on  his  path  upwards  never 
did  anything  he  desired  to  screen  from  the  light  of  day. 
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While  I  shall  resei^ve  for  future  discussion  a  more  detailed  con- 
sideration of  Semon's  scientific  nnd  literary  contributions,  it  maybe 
that  in  what  I  am  now  about  to  say  I  shall  refer  to  some  of  them  to 
illustrate  certain  points. 

It  goes   without    saying   tliat    he   whose   individuality  we   are 
discussing   was,   and  is,   gifted  with   quite  an  unusually   powerful 
intellect.     How   far   this   is   the    result  of   heredity — his  younger 
brother,  Prof.   Eichard  Semon,   of  Munich,  is  a  biologist  of  Avorld- 
Avide   fame — nnd  how   far   of   upbringing,   education   and    general 
environment  I  must  leave  an  open  question.     Possessed  of  this  gift 
he  proceeded  to  turn  it  to  account  by  making  himself  a  more  than 
usually  good  all-i-ound  medical  man.      I  do  not  say  that  in  this  lay 
the  sole  secret  of  his  success  as  a  specialist,  but  it  contributed  so  far 
towards  it  that  it  prevented  any  possibility  of  his  falling  into  that 
error  so  frequently  associated  with  specialisation  which  narrows  the 
mental  horizon  of  the  worker  to  the  small  domain  of  his  own  subject 
and  tends  to  divorce  him  more  and  more  from  general  medicine  and 
surgery.    Those  of  you  who  have  carefully  studied  Semon's  writings 
will  agree  with    me  that    most   of  them  touched    the  borderland 
between  general  medicine  and  laryngology.     It  will  be  admitted  by 
most  specialists  that  it  is  just  here  that  the  best  work  can  usually 
be   done,  and  it  is  the  field   chosen    most    frequently  by  the  best 
intellects.     Those    who    have    known    Sir    Felix  well    must    have 
observed  the  very  wide  knowledge  he  could  display,  Avhen  occasion 
required,  of  neurology,  pulmonary  disease,  pathology,  and  of  many     ; 
other   branches   of  our  art.      I  was  very  much   struck,  more  than     j 
twenty  years  ago,  by  a  remark  made  to  me  by  one  of  the  then 
leading   physicians    of   London.      Semon   and  I   had  been   going    , 
over  his  wards  seeing  the  more  interesting  cases,  and  in  private 
conversation    with    me    afterwards    the    physician    remarked,    "I    1 
consider   Semon   one  of  our  best  physicians."     I  thought  at  first    I 
he  had  intended  to  refer  to  throat  diseases  alone,  but  found  that  it    j 
was  not  so,  and,  moreover,  I  discovered  that  Semon  was  a  regular    , 
Sunday  visitor  to  medical  wards  with  a  view  to  keeping  up  his    i 
general  knowledge.     In  addition   to   liis   wide  reading  and  large 
experience,    ho    had     quite    an    unusual    power    of    utilising    this    I 
experience.     'J'liis  faculty  I  have  twice  known  come  into  play  in    ' 
connection    with    cases    which    I    had    previously    examined.       A 
Scottish  specialist  brought  to  me  a  case  of  what  he  believed  to  be    ; 
malignant  disease  of  the  larynx  for  a  second  opinion.   While  I  was 
inclined  to  fear  that  it  might  be  so,  I  suggested  a  visit  to  Semon,    ' 
who  declared  his  belief  that  the  well-marked  diffuse  and  apparently 
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inriltratino-  tliickeiiiny  was  |)V()l)abIy  an  extiTiiH'  instance  of  pacliy- 
(lermia,  and  would  get  well  under  rest  and  topical  treatment,  wlii«-li 
it  did.  I  was  so  struck  by  this  diagnosis  tliat  I  wrote  to  ask  the 
niiMital  process  by  which  it  liad  been  arrived  at,  and,  of  course, 
leceived  a  very  full  and  courteous  explanation,  with  the  substance 
of  which,  however,  I  need  not  now  trouble  you.  Suttice  it  to  say 
that  this  case  impressed  upon  ine  both  Senioii's  i)lienonienal  power 
of  observation,  and  how  strongly  lie  had  the  courage  of  his  opinions, 
formed,  as  these  w'ere  in  such  instances,  on  careful  weighing  of 
evidence,  drawn  from  his  rich  store  of  experience.  My  second  case 
was  that  of  a  stout  old  gentleman  who  suffered  from  progressive 
hoarseness  caused  by  a  sessile  growth  on  one  vocal  cord.  While 
want  of  mobility  was  not  marked,  1  much  fe.ired  that  the  condition 
was  malignant,  but  desired  to  have  the  opinion  of  Semon.  I  forget 
the  exact  words  of  his  letter,  but  tlie  gist  of  it  was  that  he  did  not 
think  it  was  malignant,  but  that  he  had  once  had  a  case  like  it 
which  turned  out  to  be  tuberculous.  When  I  removed  the  growth 
the  microscope  confirmed  his  opinion.  Not  only  in  laryngology, 
but  also  in  other  branches  of  medicine,  we  find  men  who  have  great 
knowledge  but  cannot  apply  it,  and  we  also  find  those  who  are  most 
meritorious  observers  but  fail  to  generalise  from  what  they  have 
seen.  The  explanation  of  such  instances  is  difficult,  but  we  may 
perhaps  make  shift  by  saying  that  the  mens  medica  is  wanting. 
This  medical  mind  Semon  possessed  to  an  unusual  extent.  He 
seemed  to  have  the  faculty  of  rapidly  applying  all  his  own  wide 
experience  as  well  as  what  he  had  read  to  be  the  experience  of 
others  to  any  given  case.  To  sum  up,  then,  one  of  the  elements 
of  his  success  as  a  consultant  was  to  be  found  in  his  great  know- 
ledge both  of  general  medicine  and  of  laryngology,  combined  with 
the  gift  of  keeping  the  results  of  his  experience  fresh  in  his 
memory,  so  that  all  could  be  instantaneously  applied  to  the 
proposition  in  hand. 

While  what  has  just  been  described  would  explain  to  a  con- 
siderable extent  Semon^s  success  as  a  consultant,  it  is  not  sufficient 
to  account  either  for  his  rapid  rise  to  prominence  nor  for  the 
unique  position  he  attained  in  his  specialty  at  a  comparatively 
early  age.  We  all  know  of  gifted  medical  men  who  have  had  to 
wait  for  their  harvest  until  their  hair  turned  grey,  and  of  others 
who,  while  seeming  to  possess  every  attribute  required  to  ensure  a 
rapid  rise,  have  fallen  by  the  way,  often  through  no  fault  of  their 
own, 

Wliile  it  is  easy  to  speak  of  Semon's  qualities  as  a  medical  man, 
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ir  fs  a  less  easy,  and  I  might  say  a  delicate  task,  to  attempt  an 
finalysis  of  those  other  qualities  which,  while  they  assui-edly  did 
much — or  perhaps  I  should  say  most — towards  obtaining  for  him 
the  posiiion  he  occupied  ;it  the  time  of  his  retiremeut,  are  both 
difficult  to  define  and  still  more  difficult  to  classify. 

I  have  known  Semon  intimately  for  so  long  that  it  is  hard  for 
me  to  imagine  wliat  Avould  be  my  first  impression  of  him  if  I  wei-e 
to  meet  him  now  for  the  first  time.  I  should  be  struck,  no  doubt, 
by  the  keen  intellectual  face  and  the  eloquent  eyes,  I  should  note 
the  tense  nervous  energy,  nnd  if  we  talked  I  should  recognise  the 
well-informed  man  of  the  world,  the  great  conversational  power 
and  the  read}^  wit  which  shed  interest  on  every  subject  it  touched. 
If  I  met  him  first  in  a  social  gathering  I  should  probably  observe 
a  tendency  on  the  part  of  an  ever-increasing  number  of  those 
present  to  listen  to  his  conversation,  which  he  seems  by  a  sort  of 
instinct  to  be  able  to  attune  to  the  tastes  of  his  audience — now 
bubliling  over  with  fun  and  humour,  then  again,  if  occasion  require, 
gravely  eloquent,  and  always  well  informed.  We  have,  however, 
met  others  to  whom  most  of  this  description  would  apply  and  who 
have  yet  failed  to  make  their  mark  in  the  world  ;  so  that  we  nnist 
look  for  other  qualities  still.  I  think  that  perhaps  one  of  these  is 
to  be  found  in  the  unusual  combination  of  Avhat  I  may  term 
emotional  impulsiveness  with  a,  conl  head.  I'A'ery  action,  every 
gesture  bears  the  stamp  of  impulsive  energy,  and  words  often  pour 
out  as  if  spoken  under  the  stress  of  emotion,  yet  the  ideas  they 
express  are  clear  and  logical  and  the  facts  they  state  are  correct. 
I  had  known  Semon  years  before  1  began  to  recognise  this  very 
unusual  combination  of  emotionalism  and  accuracy  in  his  character, 
it  was  in  this  way.  We  had  been  discnssing  the  behaviour  of  a 
certain  individual,  and  Semon,  in  his  quick  energetic  way  made 
certain  statements  impugning  his  conduct  in  what  seemed  to  me 
unduly  strong  language.  This  I  ventured  to  suggest,  and  at  the 
same  time  hinted  that  without  ]n'oof  it  was  not  safe  to  commie 
oneself  in  snch  a  way.  Imagine,  then,  my  surprise  when  Semon 
produced  from  his  safe  these  very  proofs  all  carefully  docketed  for 
use  if  re([uire(l.  This  incident  suggests  to  me  another  jihase  in  his 
character — a  phase  wliich  unfortunately  is  not  too  common  in  our 
profession,  namely,  careful  business  habits.  It  may  seem  a  small 
matter,  l)Ut  ])unetuality  as  to  aj^pointments  and  correspondence, 
careful  recording  of  cases  which  have  been  seen,  and  retaining  any 
letters  to  which  sul)se([uent  reference  may  be  required,  are  little 
matters   upon   which    great   issues  may  depend.     In   such   things 
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iSemon  was  always  scrupulously  accunite,  so  that  lie  conl.l  tnni  up 
any  case  he  had  ever  examined  in  his  own  jiouse  and  at  once  lind 
out  all  about  it — for  considerinoc  tho  amount  of  work  lie  did  his 
case-taking  was  wouderfnlly  elaborate. 

As  I  have  said,  in  private  discussion  Semen  yives  the  impres- 
sion of  im{)ulsiveness.  Curiously  enough,  in  public  spi-akiny  it  is 
quite  otherwise.  Many,  probably  most  of  you,  have  heart!  him  in 
debate,  and  must  have  been  struck  by  the  quiet,  loyical  marshalling 
of  facts  which  characterises  liis  j)ublic  speaking.  There  is  little, 
if  any,  gesture,  and  every  point  is  made  by  tlu;  ])ure  force  of  logic. 
That  he  is  a  persuasive  speaker  and  that  both  in  English  and 
German  he  occasionally  reaches  the  higher  flights  of  eloquence  we 
all  know,  but  in  the  main  accuracy  and  cold  relentless  logic  are  the 
chief  characteristics  of  his  style. 

Another  great  source  of  power  is  his,  namely,  his  wonderful 
command  of  at  least  three  European  languages,  and  these  the  most 
important — English,  German  and  French.  Nowadays  most  of  the 
younger  consultants  know  at  least  one  language  besides  their  own, 
but  in  the  days  when  Semon  began  to  practise  I  fancy  there  were 
many  leaders  in  the  profession  who  knew  little  of  any  tongue  save 
their  own.  I  am  not  sure  that  this  condition  of  matters  did  not 
remain  longer  with  you  in  London  than  it  did  with  us  in  the  north, 
where  the  habit  of  visiting  continental  schools  crept  in  earlier 
because,  perhaps, of  the  impossibility  of  obtaining  expert  instruction 
in  many  specialties  by  any  other  means,  while  owing  to  the  special 
and  some  of  the  more  enlightened  general  hospitals  the  opportunity 
for  getting  information  in  most  branches  was  provided  in  London. 
At  the  time  he  began  to  practise,  then,  Semon's  linguistic  talents 
must  have  been  even  more  conspicuous  than  they  would  appear  to 
be  at  present,  although  even  now  it  must  be  admitted  there  are 
very  few  men  in  our  profession  who  can  attempt  to  equal  him  as  a 
linguist.  Of  course  this  faculty  of  speakhig  aud  writing  correctly 
three  languages  enabled  Semon  to  reach  larger  audiences  and  to 
obtain  a  wider  and  more  cosmopolitan  circle  of  readers  than  would 
have  been  otherwise  possible.  As  his  earlier  as  well  as  hi.s  later 
work  was  beyond  doubt  of  a  very  high  order,  the  fact  of  his 
ability  became  more  or  less  simultaneously  recognised  in  different 
countries,  and  in  this  way  no  doubt  he  acquired  a  European  reputa- 
tion at  an  earlier  age  than  he  would  otherwise  have  done.  Again, 
he  was  thus  able  to  keep  himself  abreast  of  all  the  progress  whii-h 
was  taking  place  in  laryngology  and  cognate  subjects  tlirougiiont 
the  world  without  undue  expenditure  of  time.     iMoreover  without 
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his  linguistic  talents  it  is  almost  inconceivable  that  he  could  have 
made  the  Centralblatt  fiir  Laryngologie  the  success  which  it  became 
practically  from  its  inception. 

This  gift  of  languages  may  to  some  extent  have  developed  to 
the  perfection  it  reached  owing  to  a  natural  aptitude,  but  we  must 
admit  that  the  seeds  were  sown  during  tlie  earlier  years  of  his  life 
by  careful  education.  Old  and  intimate  friend  of  mine  as  Semon 
is,  I  have  never  been  able  to  picture  to  myself  how  he  was  able  to 
acquire  the  general  erudition  he  displays  in  his  writings.  When 
I  ask  him  he  tells  me  that  it  dates  from  his  school  education.  Yet 
tho.se  of  you  who  have  studied  his  published  work  must  have  been 
struck  by  his  great  general  knowledge  as  shown  by  his  quotations^ 
and  i-efei-ences;  both  literary  and  historic.  Here  you  will  find  a 
line  from  comic  opera  which  precisely  fits  the  context,  there  a 
saying  of  Talleyrand  bearing  exactly  upon  the  situation,  and  anon 
will  appear  a  paragraph  from  Schopenhauer,  while  perfectly 
apposite  quotations  from  the  classics  of  many  languages  abound. 
For  a  man  to  be  able  to  carry  so  much  of  what  he  learned  at  school 
in  his  head  and  have  it  ready  to  reproduce  as  wanted  is  certainly 
a  marvellous  feat  and  a  God-given  faculty. 

I  do  not  know  that  I  have  often  met  with  anyone  who  so 
thoroughly  had  the  courage  of  his  opinions  as  Semon.  Among  us 
this  is  not  by  any  means  a  common  trait,  and  not  usually  con- 
sidered as  making  for  success  ;  nor  is  it  often  combined  with  tact. 
Yet  I  am  not  aware  that  when  once  asked  for  his  views  Semon  ever 
hesitated  to  express  them  in  the  most  unequivocal  way,  but  always 
with  a  mininnim  of  offence  and  always  with  Avhat  he  believed  to  be 
a  just  ;)p])reciation  of  both  sides  of  a  question.  As  an  illustration 
I  may  cite  the  masterly  leading  article  from  his  pen  which  appeared 
in  the  Centralblatt  fiir  Laryngologie  (1888)  on  the  case  of  the  late 
German  Emperor.  Many  of  you  will  remember  the  controversy 
which  resulted  from  this  case,  and  which  for  a  time  took  on  almost 
the  character  of  an  international  question.  Under  such  circum- 
stances it  was  no  small  evidence  of  courage  for  a  German  practising 
in  England  to  state  his  views  so  definitely,  more  particularly  as  in 
the  main  his  article  supported — and  rightly  supported — the  position 
taken  up  by  the  German  advisers  of  his  late  Majesty.  It  was  also 
very  characteristic  of  his  meticulous  honesty  that  in  this  same 
article  he  did  not  hesitate  to  criticise  adversely  and  even  severely 
certain  aspects  of  the  report  by  the  side,  to  the  support  of  which 
his  conviction  and  logic  led  him.  The  same  fearless  spirit  was  also 
sIkiwii  in  his  article  entitled,  "  Some  Thoughts  on  the  Pi-inci]iles  of 
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Local  Tivatment  in  Diseases  of  the  Ui)per  Air-])asKaj,'es  "  {Brihsk 
Mt'diral  Journal,  Novomber  2ii(I  and  7th,  I'JOl),  where  many  oftlie 
abases  whicli  had  crept  into  hiryngology  and  rhin()h)gy  as  a  result 
i)f  excessive  zeal,  too  ready  credulity,  and  from  other  causes  whicii 
I  shall  not  further  specify,  were  freely  criticised  and  fm-cihly 
condennied. 

One  of  Semon's  strong  points,  without  doubt^,  is  a  very  remark- 
able talent  for  organisation.  This  was  never  displayed  to  more 
advantage  than  in  the  very  perfect  way  in  which  all  the  arrange- 
ments for  the  celebration  of  the  one-hundredth  birthday  of 
Manuel  Garcia  were  carried  out.  All  of  you  who  were  present 
at  this  function  will  remember  how  smoothly  everything  went, 
and  what  an  enjoyable  reunion  was  provided  by  the  ceremony 
which  did  honour  to  the  inventor  of  the  laryngoscope.  Probably 
you  will  not  disagree  with  me  when  I  say  that  on  this  occasion 
even  perfect  organisation  would  not  have  been  followed  by  such 
complete  success  had  there  not  been  also  present  in  the  organiser 
a  keen  appreciation  of  artistic  effect. 

U]")  to  this  point  I  have  dealt  with  those  qualities  which,  so 
far  as  I  have  been  able  to  an;dyse  the  causes  of  a  more  than 
usually  successful  career,  have  seemed  to  me  in  some  measure  to 
account  for  Semon's  rapid  rise  to  prominence  and  fame.  Let  us 
now  glance  for  a  moment  at  the  lighter  side  of  his  character, 
and  in  doing  so  we  may  perhaps  pause  to  consider  whether  that 
same  lighter  side  was  not  also  a  powerful  influence  in  his  career. 

We  all  know  that  he  is  a  very  accomplished  musician,  and  most 
of  us  are  aware  that  he  is  a  composer  of  some  note.  At  times  he 
must  have  fcmnd  his  knowledge  of  music  very  useful  in  his  practice, 
although  he  probably  values  it  more  as  an  artistic  gift  to  which  he 
ean  turn  for  I'elaxation,  and  with  which  he  is  enabled  to  give  nuich 
pleasure  to  others.  If,  however,  as  I  suspect  may  have  been  the 
case,  his  musical  talents  formed  the  first  link  in  the  chain  of  love 
which  binds  him  to  his  charming  wife,  whose  glorious  voice  most 
of  you  have  heard,  then  indeed  he  has  much  cause  to  bless  these 
talents. 

With  regard  to  pleasures  and  pursuits  of  a  less  artistic  kind, 
Semon  is  many-sided.  He  is  an  ardent  devotee  of  field  sports, 
more  particularly  deer-stalking  and  fishing,  while  his  fine  gift  of 
horsemanship  makes  him  at  home  in  the  hunting-field.  He  enters 
with  pleasure  into  indoor  games  and  plays. an  excellent  rubber  at 
bridge.  Beyond  all,  he  does  these  things  with  an  almost  boyish 
zest  and  keenness.     You  may  say  that  these  matters  are  too  small. 
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too  frivolous,  to  be  introduced  into  a  lecture  which  is  supposed  to 
be  scientific,  but  if  you  say  so  I  cannot  agree.  In  this  first 
lecture  I  have  endeavoured,  so  far  as  may  be,  to  dissect  the 
character  of  the  man  in  whose  honour  the  lectureship  was  founded, 
and  these  apparently  small  matters  have  no  doubt  had  their  effect 
upon  his  career.  One  very  special  reason,  however,  there  is  for 
mentioning  them.  While  excessively  fond  of  music,  field  sports 
and  many  other  pastimes,  no  one  can  truthfully  say  that  Semon 
ever  allowed  any  one  of  them  to  take  up  time  which  he  felt  ought 
to  be  given  either  to  practice  or  to  scientific  work.  Tiie  great 
success  he  attained  in  the  former,  the  painstaking  care  with  which 
he  investigated  his  patients'  ailments,  the  elaborate  notes  he  took 
of  evei-y  case  of  importance  he  saw,  and  the  number  and  value 
of  his  published  works,  prove,  if  further  proof  were  needed,  how 
well  he  was  able  to  map  out  his  time  to  the  best  advantage.  In 
this  respect  he  has  given  us  an  example  Avhich  is  well  worthy  of 
imitation,  not  only  by  those  whose  aim  is  a  medical  career,  but 
also  by  all,  whatever  be  their  profession  or  business.  How  fre- 
quently do  we  meet  clever  doctors  whose  knowledge  of  their  own 
work  is  irreproachable,  but  who  seem  unable  to  take  an  interest  in 
topics  other  than  medical,  able  lawyers  who  talk  volubly  and  well 
of  law  and  cognate  matters,  but  whose  conversation  is  always 
straining  back  to  things  legal,  and  business  men  of  acknowledged 
repute  who  can  with  difficulty  assume  even  the  role  of  good  listeners 
if  the  talk  be  not  connected  with  financiid  or  commercial  affairs. 
It  is  tiie  tendency  of  the  age  to  specialise,  and  as  the  struggle 
for  existence  becomes  keener  it  grows  more  and  more  incumbent 
upon  each  individual  to  do  the  best  he  can  for  himself,  be  it  in  a 
profession  or  in  commerce.  Many  men  with  this  aim  before  them 
devote  all  their  enei-gies,  all  their  thoughts,  and  all  their  brain- 
power to  their  work,  and  as  a  result  lose  touch  with  the  world 
outside  of  that  which  it  embraces.  I  cannot  but  question  whether 
this  can  ever  be  the  best  road  to  success,  for  it  stands  to  reason 
that  the  l)rain,  like  the  body,  must  have  a  rest  such  as  is  given  by 
taking  the  mind  periodically  away  from  that  which  tends  to  absorb 
it  too  absolutely.  Ou  health  groi^nds  alone  it  is,  then,  probably 
better  for  a  man  to  cultivate  pursuits  with  which  he  can  occupy 
his  leisure  thoughts,  and  it  is  certaiuly  desirable  that  he  should 
take  pleasure  in  some  form  of  recreation  which  entails  exercise 
in  the  open  air.  'Iliere  ai-e,  however,  other  reasons  why  too  com- 
plete absorption  in  work  is  undesirable.  People  who  think  only 
of  one  thing  grow  .sooner  or  later  intensely  narrow  in  their  outlook, 
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iuid  as  a  rcsnli  tlicy  arc  veiy  liable  to  become  most  iiiiiiilc-ivstin^ 
coinpaiiions  to  those  wliose  tlioii^lits  are  cast  on  ditTeront  lines. 
Tims  a  vicious  circle  Lecomes  cstablislied,  for  while  tliev  arc 
iiu-liiiccl  to  slimi  those  who  do  not  take  an  interest  in  their  own 
special  department,  of  knowledge,  theii-  ac(inaiiitances  tend  lo 
avoid  them  as  Lores.  In  tliis  way,  keeping  more  and  more 
along  the  narrow  path  of  theij-  interests,  such  one-idead  peoi)le 
are  removed  from  the  mental  stimulus  supplied  by  the  worhl  at 
large,  and  I  venture  to  think  in  many  cases  tend  to  lose  their 
mental  acuity  as  a  consecpience.  I  have  ventured  u))on  this 
digression  that  I  may  again  em])hasise  the  excellence  of  Semon's 
example  in  this  respect.  It  would  not  be  vnsy  to  iind  many  men 
who  have  done  moi-e  w^ork  or  better  work  in  their  piofession,  nor 
would  it  be  easy  to  find  many  who  coincidently  with  a  busy  ])ro- 
fessional  life  have  enjoyed  a  greater  variety  of  wholesome 
pleasures.  It  shows  how  mnch  can  be  done  if  only  a  man  has  tlie 
gift  of  method  in  arranging  his  time-table,  not  only  for  the  day, 
but  also  for  the  year.  The  number  and  variety  of  his  ])ursuits  no 
doubt  largely  contributed  to  making  Semon  the  clever  and 
amusing  conversationalist  we  all  know  him  to  be.  Towards  this, 
of  course,  his  wonderful  memory,  and,  above  all,  his  very  strong 
sense  oF  humour,  largely  contributed,  Ijut  I  much  doubt  whether 
these  would  have  long  survived  on  an  exclusive  diet  of  laryngology 
and  cognate  matters.  We  must,  therefore,  arrive  at  the  conclusion 
that  this  wide  sphere  of  interests  contributed  largely  to  the 
production  of  an  interesting  and  sympathetic  personality.  More- 
over, it  undonbtedly  was  closely  associated  with  the  ability 
to  throw  off  for  a  time  completely  the  cares  and  worries  of  life, 
and  to  enter  into  sports  and  pastimes  with  an  almost  juvenile 
abandon,  which,  to  those  who  know  him  intimately,  is  one  of 
Semon's  many  charms.  To  young  and  ardent  workers,  then,  1 
would  suggest  that  they,  too,  should  cultivate  tastes  and  pleasures 
outside  of  their  professional  duties,  provided  always  they  keep  them 
within  proper  bounds. 

No  doubt  all  look  forward  to  a  period  when  they  may  rest  from 
their  labours,  and  even  if  they  do  not  contemplate  the  arrival  of 
this  period  with  agreeable  anticipations,  they  must  know  that  as 
they  get  older  the  choice  will  eventually  be  theirs  no  longer. 
When  this  time  comes  thrice  happy  are  they  who  have  ))repared 
for  it  by  providing  wholesome  and  harmless  pleasures,  which  will 
enable  them  to  pass  their  time  pleasantly,  and  above  all  to  take  a 
wide  interest  in  the  doings  of  their  fellow  men. 
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Semon  retired  at  a  comparatively  enrly  age,  and  in  the  zenith 
of  his  success,  aiid  here,  too,  it  seems  to  me  that  he  has  set  an 
excellent  example  to  those  who  are  in  a  position  to  profit  by  it. 
There  are  in  all  specialties,  but  more  particularly  in  those  Tvhich 
are  of  comparatively  recent  growth,  periods  which  may  be  termed 
critical.  In  laryngology  there  have  been  various  minor  crises,  if  I 
may  be  allowed  the  term,  but  latterly  the  development  which  was 
heralded  by  bronchoscopy,  and  which  includes  the  perfecting  of 
direct  laryngoscopy,  oesophagoscopy  and  gastroscopy,  has  neces- 
sitated the  acquiring  of  a  new  technique  for  those  of  us  who  have 
worked  under  the  old  regivie.  When  such  a  critical  time  arrives 
the  conscientious  specialist  has  to  decide  whether  he  shall  take  the 
steps  necessary  to  perfect  himself  in  the  newer  methods,  retire 
from  practice,  or  hand  over  the  care  of  patients  requiring  such 
methods  of  manipulation  to  a  younger  man.  It  may  have  been 
that  some  such  ideas  influenced  Semon  in  his  decision  to  give  up 
practice  when  he  did,  but  certainly  the  event  occurred  coinci- 
dentally  with  the  general  adoption  of  many  novel  methods. 
Whatever  may  have  been  the  influences  which  led  to  this 
momentous  decision,  they  found  Semon  prepared,  and  herein  we 
have  another  example  of  the  providence  and  forethought  which 
regulated  his  life  and  work. 

I  have  thus  endeavoured  to  give  an  outline  of  a  very  remark- 
;ible  career,  and  have  made,  I  fear,  a  somewhat  inadequate  attempt 
to  isolate  and  analyse  the  various  qualities  of  the  man  which 
contributed  to  the  attainment  of  the  very  outstanding  position  he 
held,  and  still  holds,  among  the  laryngologists  of  the  world. 
Since  withdrawing  from  active  ])ractice  Semon  has  published  two 
volumes  in  which  are  collected  his  chief  contributions  to  laryngo- 
logy, and  at  our  next  meeting  I  propose  to  consider  their  effect 
upon  its  status  and  science,  but  before  I  conclude  to-day  may  I  be 
allowed  to  draw  a  moral. 

Briefly  and  with  many  flaws  I  have  thus  sketched  in  outline  the 
rise  of  a  man  in  a  foreign  country  from  a  position  of  complete 
obscurity  to  the  highest  honours  obtainable  in  his  profession.  He 
was  not  assisted  by  any  outside  influence,  but  had  to  rely  entirely 
upon  his  own  initiative  and  brain-power.  Yet  he  retained  a 
simplicity  and  charm  of  manner,  and,  what  is  more,  of  character, 
which  is  rarely  found  among  men  who  have  had  to  fight  for  their 
own  liand  and  who  have  come  victorious  out  of  the  struggle.  Like 
other  successful  men  he  may  have  made  enemies,  but  he  has  many 
loyal  friends,  not  a  few  of  these  among  his  younger  C07(/r(''?'e5,  some 
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of  whom  have  bei'u  iniich  iiuk'btfd  to  him  fur  iidvico  and  ciicourai'-e- 
ment,  and  to  those  he,  in  liis  turn,  ha.s  been  chivah-ously  loyal. 

He  has  fono-ht  many  battles  with  word  and  pen,  but  I  do  not 
think  that  anyone,  be  it  friend  or  foe,  can  accuse  him  of  ever  hitting 
below  the  belt.  His  whole  career  has  been  characterised  by  the 
most  scrupulous  honesty  of  action  and  of  purpose,  thus  affording  a 
most  excellent  object-lesson  that,  at  least  in  our  profession,"  Honesty 
is  the  best  policy." 


DIFFUSE    OSTEOMYELITIS   FROM   NASAL    SINUS 
SUPPURATION. 

By  Dan  McKenzie,  M.D.,  F.K.C.S.E., 

Surgeon,  Central  London  Throat  and  Ear  Hospital. 
{Concluded  from  p.  84.) 

Treatment. 

Propliylaxis. — In  the  event  of  an  acute  sinusitis  with  external 
swelling,  immediate  operation  and  drainage  of  the  sinus  are  impera- 
tive not  only  to  relieve  the  pain  and  general  symptoms,  but  also  in 
order  to  lessen  the  risk  of  diffuse  osteomyelitis. 

In  discussing  the  prophylaxis  of  post-operative  osteomyelitis,  it 
must  first  of  all  be  remarked  that  experience  of  this  disturbing 
sequela  has  led,  within  the  last  four  or  five  years,  to  a  complete 
revision  of  the  indications  for  operation  on  the  frontal  sinus. 
Caution  and  hesitation  have  replaced  the  eagerness  and  boldness 
which  formerly  prevailed,  and  few  surgeons  of  prominence  now 
make  a  rule  of  operating  upon  the  frontal  sinus  solely  because  there 
is  a  purulent  discharge  from  the  cavity.  The  uncertainty  of 
complete  cure  and  the  danger  of  osteomyelitis  have  conspired  to 
reduce  the  number  of  these  operations  within  recent  years,  and  the 
pendulum  has  now  swung  back  to  the  position  so  steadfastly  and 
consistently  maintained  by  Hajek,  that  in  quiet  and  uncomplicated 
frontal  sinus  suppuration  only  intra-nasal  treatment  is  justifiable. 
It  is  felt  that  a  major  operation  should  not  be  performed  for  a 
minor  malady.  This  change  affects  the  Killian  no  less  than  the 
Ogston-Luc  operation. 

As  to  the  comparative  risks  of  the  two  operations,  the  Killian 
and  the  Ogston-Luc,  the  opinion  expressed  by  Luc  is  that  the 
former   is   the    safer    for    two    reasons ;    first  because  the    better 
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exposure  in  the  Killian  operation  reduces  the  chances  of  blindly    ; 
damaging  the  cribriform  plate,  and  so  lessens  the  risk  of  post-    ; 
operative    meningitis;    secondly,    because    the    subsequent   freer    ' 
drainage  of  the  opened  frontal  sinus  must  also  reduce  the  danger 
of  post-operative  osteomyelitis. 

With  Luc's  first  reason  the  facts  are  in  full  accord.  Since  the  1 
general  adoption  of  the  Killian  operation  accidental  injury  of  the  ; 
cribriform  plate  and  consequent  early  post-operative  meningitis  | 
have  become  less  frequent.  But  Luc's  second  contention,  that  ; 
osteomyelitis  is  less  likely  to  result,  is,  in  my  opinion,  not  yet  firmly  ' 
established.  Luc,  quoting  his  own  experience,  states  that  in  his  ; 
"first  period"  he  had  five  cases  of  fatal  intra-cranial  complication,  j 
one  of  them  being  a  case  of  osteomyelitis;  Avhile  in  his  "second  j 
period  "  with  double  the  number  of  operations  he  had  no  accidents 
at  all.  The  total  number  of  his  operations  is  not  given  in  the  ' 
paper  I  referred  to,  but  that  the  Killian  operation  has  been  foUoAved  } 
by  osteomyelitis  the  experience  of  other  operators,  including  j 
Killian  himself,  abundantly  shows.  As  to  Avhether  osteomyelitis  is  I 
more  liable  to  follow  the  Ogston-Luc  or  the  Killian  operation  I  am 
unable  from  the  cases  hitherto  reported  to  form  a  decided  opinion. 

Arguing  a  lyriori  it  is  true   that   in  the  Killian  operation  the  ' 
drainage  of  the  sinus  is  more  free  and  efficient,  and  for  this  reason  j 
one  would   anticipate   fewer  cases  of  post-operative  osteomyelitis.  ' 
On  the  other  hand,  the  trauma  is  more  severe  ;  the  amount  of  bone 
surface  and  the  extent  of  raw  bone  edges  exposed  to  the  infection 
are  greater  than  in  the  older  operation. 

In  any  case,  the  tendency  of  late  years,  a  tendency  encouraged 
by  Killian  himself,  is  to  avoid  external  operation  altogether  in  ' 
simple  acute  sinusitis  and  to  secure  the  best  possible  intra-nasal 
drainage ;  and,  in  acute  sinusitis  with  peri-sinus  abscess,  to  be 
content  Avith  simple  opening  of  the  abscess  and  the  sinus,  followed 
by  external  drainage  until  the  inflammation  subsides. 

Further,  even  incases  operated  on  a  froid,  Cauzard  and  many  ; 
other  recent  Avriters  postpone  suture  of  the  external  Avound  for  ; 
at  least  forty-eight  hours. 

Another  detail  in  the  technique  of  the  radical  operation  upon 
Avhich    great    stress  is  properly  laid  is  to  lessen   the  chances  of  j 
secondary  infection  by  removing  disease  in,  or  at  all  OA'ents  by  I 
securing  free  drainage  of,  all  other  sinuses — ethmoidal,  sphenoidal,  I 
and  maxillary — Avhich  happen  to  be  the  seat  of  suppuration.  ^ 

Further,  in  dealing  Avith  the  affected  frontal  sinus  itself —  \ 
and  the  same  applies  to  the  maxillai'y  antrum — forcible  curetting  I 
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of  the  walls  of  the  cavity  should  be  avoiileil,  in  this  coniU'Ction 
an  observation  made  by  Lermoyez  deserves  to  be  (|Uoted  in  full, 
especially  as  it  seems  to  throw  some  li^ht  iij)uii  \]w  genesis  of  post- 
operative osteomyelitis  : 

"  I  am  perfectly  convinced  of  the  liarmful  effect  of  the  curette,  fur  in  almost 
all  frontal  sinuses  I  have  opened  for  the  first  time  I  have  found  the  cortex  white 
and  healthy  ;  while,  on  the  other  hand,  in  operations  for  recurrence  I  have  found 
the  same  wall  red,  friable,  and  attaclced  hy  diffuse  osteitis  "  (italics  mine).  "  It  i.s,  no 
<loubt,  necessary  to  cleanse  a  fungating  frontal  sinus  thoroughly,  but  it  is  also 
important  to  recognise  that  the  curette  should  be  used  with  the  utmost  gentleness 
for  oiu-  object  is  to  remove  the  fungosities  and  not  to  scrape  the  bone." 

In  concluding  our  summary  of  the  prevention  of  post-(jperative 
osteomyelitis  we  must  not  omit  to  mention  that  one  of  the 
advantages  claimed  by  Watson-Williams  for  his  osteoplastic 
operation  is  that  by  this  metliod  the  nutrition  of  the  bone-flaps  is 
])i-eservedj  and  tlie  tendency  to  osteomyelitis  is  thereby  lessened. 
This  surgeon  has  not  lost  any  of  his  cases  from  osteomyelitis,  and 
the  experience  of  Charters  Symonds  in  performing  the  operation 
successfully  upon  a  patient  who  had  recently  suffered  from  diffuse 
osteomyelitis  may  be  cited  in  its  favour.  Up  to  the  present  time, 
however,  the  number  of  cases  operated  on  by  the  osteojDlastic 
method  is  insufficient  to  enable  us  to  estimate  its  value. 

There  are  a  few  rhinologists  whose  prophylaxis  of  osteomyelitis 
consists  in  not  operating  externally  upon  the  frontal  sinus  at  all. 
This  attitude  is,  however,  untenable  in  the  face  of  any  threatening 
general  or  local  phenomena  dependent  upon  the  sinus  disease.  So 
long  as  the  symptoms  consist  in  nothing  more  serious  than  the 
discharge  of  a  little  pus,  then  the  maintenance  of  intra-nasal  drain- 
age is  all  that  is  necessary,  as  we  have  already  said.  But  when 
satisfactory  nasal  drainage  cannot  be  secured  or  continued,  and 
when  such  symptoms  appear  as  persistent  headache,  vertigo,  loss  of 
memory,  local  pain  and  tenderness,  peri-siuus  abscess  or  fistula, 
and  above  all,  when  indications  of  intra-cranial  mischief  manifest 
themselves,  then  abstention  from  operation  is  pusillanimous. 

Curative  Treatment. — Once  progressive  osteomyelitis  has  set  in, 
the  only  chance  of  saving  the  patient  lies  in  the  immediate  and 
entire  removal  of  the  diseased  bone.  We  can  scarcely  hope  to  cure 
-diffuse  osteomyelitis  by  simple  drainage,  hence  limited  and  partial 
mea.sures,  such  as  incisions,  trephining,  etc.,  are  useless.  As  soon, 
therefore,  as  oedematous  swelling  of  the  soft  parts  appears,  the  sinus 
must  be  opened,  or,  if  operation  has  been  performed,  the  wound  must 
bere-oj)cned  forthwith,  and  a  search  made  for  pericranial  abscess 
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and  discoloration  of  the  bone.  If  these  indications  of  osteomyelitis 
are  fonnd,  the  Avhole  thickness  of  the  bony  cranium  must  be  entirely 
removed  down  to  the  dura,  even  when  the  vitreous  appears  to  be 
healthy.     Further,  the  superficial  area  of  the  bone  resected  must 
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exceed  the  obvious  limits  of  the  disease.  Intei'vention  nmst  be- 
comprehensive  ;  resection  must  be  radical.  In  doubtful  areas  it 
is  safer  to  remove  bone  than  to  leave  it,  so  that  in  all  cases  removal 
should  be  carried  wide  of  the  disease.  The  sacrifice  of  large  sec- 
tions of  the  bony  cranium  need  arouse  no  apprehension,  for  if'the 
case  recover  the  defect  will  be  made  good  by  osseous  reo-eneration. 
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Certain  dt'tails  in  tecliiiiniu'  should  recoivo  attention.  Efforts 
slioiild  be  made,  for  example,  to  prevent  the  transference  of  infec- 
tion. Tims,  when  we  come  to  cut  through  the  hone  heyond  the 
limits  of  the  obvious  disease,  and  where  it  seems  to  be  liealthy,  tiie 
forceps  and  other  instruments  employed  should  bi'  newly  sterilised, 
and  the  fresh  edge  of  the  resected  healthy  bone  should  be  touched 
with  phenol  or  hydrogen  peroxide,  or  powdered  with  iodoform. 
As  a  precaution  against  further  extensions,  a  series  of  small 
trei)hine-holes  might  be  drilled  through  the  healthy  bone  some 
distance  from  its  margins  with  the  object  of  relieving  tension.  The 
removal  of  the  strip  of  apparently  healthy  bone  beyond  the  obvious 
limits  of  the  disease  is  advisable  in  view  of  the  pathological  fact 
that  the  bacterial  invasion  is  always  in  advance  of  the  naked-eye 
signs  of  the  disease. 

An  instance  of  the  amount  of  bone  that  may  be  safely  and 
successfully  removed  is  shown  in  Fig.  4,  and.  we  may  also  quote  the 
case  shown  before  the  Laryngological  Section  of  the  Royal  Society 
of  Medicine  in  1911  by  Charters  Symonds,  in  which  the  frontal  bone, 
part  of  the  roof  and  inner  wall  of  the  orbit,  and  the  orbital  ridge 
were  entirely  removed.  Not  only  did  the  patient  recover,  but  after 
a  time  the  greater  part  of  the  frontal  bone  Avas  regenerated  and 
"  the  elevation  of  the  forehead  was  restored." 

Wheresoever  the  disease  has  spread,  there  must  the  surgeon 
follow  it,  and  its  further  advances  must  be  forestalled  and  coun- 
tered by  the  measures  we  have  suggested. 

Failing  these  there  is  little  else  to  be  done.  Schilling  has  sug- 
gested, in  desperate  cases,  the  cutting  of  a  linear  gutter  across  the 
bony  vault  of  the  cranium  from  one  temple  to  the  other.  Unfor- 
tunately this  attempt  to  ''ring"  the  disease,  as  Avoodmen  ring  a 
forest  fire,  Avould  only  be  partial.  The  route  to  the  vulnerable  base 
of  the  skull  would  still  lie  open  to  attack. 

The  use  of  vaccines  and  antitoxins  suggests  itself,  but  these 
remedies  would  be  valueless  if  the  diseased  bone  were  not  first 
removed. 

Conclusion. 

Our  discussion  of  diffuse  osteomyelitis  secondary  to  nasal  sinus 
.suppuration  has  taught  us  that  sinus  osteomyelitis  is  a  septic  disease 
set  up  by  a  relatively  heightened  bacterial  virulence,  following 
operation  or  acute  infection,  the  ultimate  determining  cause  of 
which  is  unknown. 
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Until  we  unveil  that  hidden  factor  in  its  aetiology  each  time  we 
operate  on  the  frontal  sinus  we  shall  do  so  wanting  the  full  and  com- 
fortable assurance  that  mastery  of  all  the  natural  eventualities  of 
the  situation  alone  can  confer. 
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to  Dr.  Walker  Downie  for  the  use  of  the  valuable  photograph 
reproduced  in  Fig.  4  ;  to  Mr.  E.  D.  Davis  for  the  notes  on  his  case 
(hitherto  unpublished) ;  and  to  Sir  StClair  Thomson,  Dr.  Logan 
Turner,  Dr.  Scanes  Spicer  and  Mr.  Charters  Symonds  for  their 
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reports  of  their  respective  cases.  (The  notes  of  Dr.  Logan  Tui^ner's 
case  are  now  published  for  the  first  time.) 

Afpkndix. 

Note. — Dr.  Seines  Spicer's  case. 

This  case,  which  is  quoted  by  Gerber  and  Luc  as  one  of  septic  osteomyelitis, 
proved  to  be  a  case  of  syphilitic  bone  disease  of  the  frontal  bone.  The  patient 
was  shown  before  the  Laryngological  Society  of  London  in  1904.  The  frontal  sinus 
had  been  operated  on  and  found  to  contain  pvis.  The  pathologist  i-eported  that 
the  diploe  contained  graniilation-tissue  but  no  pvis. 

A  few  months  later  the  swelling  in  the  bone  recvirred.  On  this  occasion 
anti-syphilitic  treatment  led  to  the  rapid  disappearance  of  the  disease.  The 
patient  was  then  shown  before  the  Laryngological  Society  in  1905,  and  the  diagnosis 
of  syphilis  recorded. 

Dr.  Scanes  Spicer  has  kindly  informed  me  that  a  third  appearance  of  the 
swelling  took  place  a  year  or  tAvo  later,  and  again  it  yielded  to  anti-syphilitic 
treatment. 

Case.s. 

(1)  Logan  Turner. — Male,  aged  thirty.  "Frontal,  ethmoidal  and  antral 
suppuration  (riglit  side).  Discharge  for  several  years.  Had  had  Ogston-Luc 
operation  twice  on  frontal  by  two  different  operators.  When  seen  by  me  had  an 
eyebrow  fistula  and  some  oedema  of  soft  parts.  Did  complete  frontal  operation, 
removing  bridge  as  well  as  floor  and  anterior  wall  (before  the  days  of  Killian). 
Curetted  ethmoid  and  opened  antrum. 

Duration  of  fatal  illness,  three  months.  Et^peated  scalp  abscesses  and  re- 
moval of  i^ractically  whole  of  frontal  bone  at  successive  operations ;  pus  between 
bone  and  dura  mater. 

Death  from  pya-mia— abscess  round  rectum.  No  sectio.  Never  any  definite 
signs  of  meningitis  or  brain  abscess. 

Definitely  spread  fron\  frontal  sinus  ;  always  a  possibility  tliat  the  osteomyelitis 
had  commenccKl  before  radical  operation." 

(2)  Van  den  Wildknberg  (Antwerp).— Female,  aged  twenty-three.     At  the 
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fii-tit  cxaiiiinatioii  ))ilatfral  trouto-cthiiioiiJal  .^^iim.siti.s  was  f'lmiui,  witli  acutu 
symptoms.  Eudo-misal  opoiatioii.  Keiuncuct'.  Killian  radiail  (.poration  on  li>ft 
side.  Throe  weeks  later  swellinjjf  with  fluctuation  iu  tlie  re>rion  of  the  ri^;lit. 
orbit.  Radical  opei-atiou  on  this  side  refused  l)y  patient.  Simple  inci.sion  at  the 
inner  an^jfle  of  the  rijifht  orbit.  Pus  evacuated  and  a  small  sequestrum  of 
the  OS  uugis  removed.  Fourteen  days  later  extensive  oi)eratiou  on  this  side 
and  a  lary^e  sequestrum,  involving  the  crista  galli  and  the  lamina  cribrosa  of 
the  ethmoid,  removed.  In  the  frontal  region  a  veiy  extensive  zone  of  osteo- 
myelitis discovered.  In  three  days  focal  symptoms — motor  aphasia,  jiaralysis  of 
the  right  hand — led  to  trephining,  and  an  extra-dural  abscess  was  drained. 
Symptoms  unrelieved,  and  twelve  hours  later  a  brain  abscess  was  opened.  Coma. 
Death. 

The  osteomyelitis  originated,  it  was  thought,  in  the  wall  of  the  right  (non- 
operated  )  frontal  sinus,  which  showed  signs  of  osteitis. 

(3)  Von  Eicken.  — (Sex,  age,  and  dates  not  given).  Kight  antrum  opened. 
Submucous  resection  performed.  Radical  operation  on  right  frontal  sinus, 
ethmoidal  and  sphenoidal  cells.  Primary  suture,  wound  reopened  later.  Extend- 
ing periostitis  and  osteomyelitis.  Abscess  in  frontal  lobe,  opened  and  drained. 
Meningitis.     Death. 

(4')  Von-  Eicken. — (Sex,  age,  and  dates  not  given).  Frontal  sinus  and  ethmoidal 
suppuration.  Acute  symptoms  after  accidental  traumatism.  Operation.  Exten- 
sive necrosis  of  bone  in  region  of  left  lachrymal,  ethmoidal  and  frontal  bones. 
Repeated  operations.     Meningitis.     Death. 

(5)  "Wolff  Freudenthal. — Male,  aged  twenty-five.  Influenza  followed  by 
headache  and  nasal  discharge.  A  fortnight  later  swelling  over  right  eye.  Tem- 
perattire  102'5°  F.  Fluctuation  over  right  frontal  sinvis.  02}eration  :  Bone  above 
and  external  to  frontal  sinus  discoloured  and  covered  with  bloody  patches.  Bone 
removed  3  cm.  up  and  2  cm.  out  from  the  frontal  sinus.  Extra-dural  abscess 
evacuated.  Symptoms  unrelieved.  Second  operation  :  Brain  abscess  found  and 
evacuated  (100  c.cm.  pus).     Recovery  in  six  weeks. 

(6)  Charters  Symonds. — Male,  aged  thirty.  The  infection  followed  chronic 
suppuration  of  both  frontal  sinuses,  and  existed  before  operation.  In  a  series  of 
operations  the  frontal  bone  was  removed  together  with  a  part  of  the  sphenoid,  the 
roof  of  the  riglit  orbit  and  its  inner  wall  and  the  orbital  ridge.  On  the  left  side 
part  of  the  orbital  ridge  was  left.     Recovery. 

The  greater  part  of  the  frontal  bone  was  reconstructed  with  the  consequent 
restoration  of  the  elevation  of  the  forehead.  On  the  left  side  the  frontal  sinus 
has  been  operated  on  by  the  method  of  Watson  Williams,  with  no  perceptible  scar. 

(7)  Dan  McKenzik. — Female,  aged  twenty-eight.  Frontal  sinusitis  treated 
endo-nasally  for  two  years.  Autogenous  vaccine  {Staphylococcus  albus)  tried  ;  no 
effect  on  discharge.  Ten  years  previously  operation  on  left  maxillary  antrum. 
Followed  by  prolonged  illness  with  swelling  of  face  ;  sequestrum  involving  part  of 
lower  edge  of  bony  orbit  removed.     Recovery. 

After  X-ray  photographs,  Killian  radical  operation  on  May  7,  1909.  "Bridge  '* 
cracked  accidentally.     Temperature  normal,  and  skin-wound  united  in  a  week. 

May  14.  — Some  pain,  and  small  abscess  in  wound  lips  (?  stitch  abscess) 
opened.     May  15.— Swelling  and  tenderness  over  bridge  of  nose.     Temperature 

lor  F. 

May  28.— Operation;  wound  reopened.  Bone  exposed  at  former  operation 
white  and  necrosed  ;  removed.  Sub-pericranial  abscess  over  frontal  bone  evacu- 
ated. Nasal  bones  white  and  necrosed ;  counter-opening  made  on  right  side  of 
nose. 
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May  30. — Fresh  autogenous  vaccine  (Staphylococcus  albus)  preiiai-ed  and  used 
regularly.  June  1. — Eyelids  on  left  cedematous  ;  some  chemosis  and  protrusion  of 
globe ;  oedema  over  left  temple.  June  3. — (Edema  of  right  eyelid.  Temperature 
102'  F.  Sleep  disturbed.  June  4. — Abscess  under  temporal  fascia  opened  ;  pus 
found  deep  under  orbital  roof.  June  7. — Meningitis.  Temperature  105°  F. 
Lumbar  puncture  ;  cerebro-spinal  fluid  turbid,  contains  leucocytes;  no  bacteria  on 
culture.  Operation. — Frontal  bone  trephined  1^  in.  above  right  frontal  sinus. 
Dii^loe  apparently  healthy.  Granulations  on  dura,  but  no  extra-dural  pus. 
Exploration  of  frontal  lobe  negative.  [Jvine  9. — Coma.  Death.  Post-mortem. — 
Basal  meningitis ;  infection  seemed  to  have  reached  meninges  by  extension  of 
suppuration  back  imder  roof  of  orbit.  Osteomyelitis  of  lower  frontal  and 
temporal  bones  and  orbital  plate  of  frontal. 

(8)  Andrew  Wylie. — Male,  aged  29. 

Admitted  July  12,  1912.  Discharge  from  left  nostril  of  two  years'  duration. 
Transillumination  and  puncture  showed  pus  in  left  antrum. 

July  18. —  Caldwell-Liic  operation  on  left  antrum.  Mucous  membrane  polypoid. 
Operation  uneventful. 

Discharged  a  week  later.     Antrum  washed  out  shows  little  or  no  pus. 

August  3. — Re-admitted  with  pain  and  swelling  of  left  side  of  face  of  four  days' 
duration.     (Edema  of  left  lower  eyelid.     Temperatvire  103'  F. 

August  8. —  Incision  below  left  eye  just  beneath  lower  margin  of  orbit.  Pus 
evacuated  from  subperiosteal  abscess  of  orbital  floor.      Bare  bone  felt  on  probing. 

August  10.— Chemosis  less,  pain  less.     Temperature  101°  F. 

August  27. — Dead  bone  removed  from  lower  margin  of  malar  bone.  Tempera- 
ture 98°  to  100°  F. 

September  12. — Large  sequestrum,  loose,  involving  pai-t  of  bony  floor  of  orbit, 
malar  bone  with  malar  foramen,  removed. 

September  17. — Bare  bone  felt  in  ascending  process  of  superior  maxilla. 
Temperature  100°  to  101°  F. 

September  19. — Left  oj^tic  disc  somewhat  congested.    Temperature  aboiit  99°  F. 

September  22. — Headache,  biit  no  signs  of  meningitis.     Temperature  100°  F. 

September  29. — Marked  increase  of  proptosis  in  right  eye  with  oedema  of  eyelids. 
?  Cavernous  sinus  thrombosis.     Delirium. 

September  30. — Death. 

Post-mortem. — Purulent  osteomyelitis  of  frontal  bone.  Extra-dural  abscess 
over  frontal  lobe.  Pus  in  cavernous,  transverse  and  circular  sinuses  extending  to 
petrosal  sinus  on  each  side.     No  brain  abscess.     No  meningitis. 

(9)  Walker  Downie. — Male,  aged  thirty-six.  Nasal  polypi  removed  six  years 
ago.  Puriilent  discharge  from  nose  for  years.  December,  1910,  swelling  in  middle 
line  of  forehead  midway  between  root  of  nose  and  edge  of  hairy  scaljj.  Slow 
increase  in  size  of  swelling ;  not  painful.  Pressiu-e  on  it  caused  pus  to  come  into 
both  nasal  fossa,  especially  into  right.  February  8,  1911,  operation,  necrosis  of 
outer  table  of  frontal  bone  found  and  eradicated. 

(10)  E.  D.  Davis. — Female,  aged  twenty.  1908. — Left  frontal  sinus  opened  ; 
Ogston-Luc.  1909. — Sinus  re-opened.  August,  1910. — Killian  radical  on  left 
frontal  sinus  ;  cedematous  middle  turbinal  removed  ;  left  antrum  opened.  A  few 
days  later  right  antrum  opened  under  cocaine.  Five  weeks  later,  discharged 
well. 

January,  1911. — Returned  with  subcutaneous  abscesses  of  the  scalp  and  frontal 
region.  Abscesses  opened  and  carious  hone  found.  Two  injections  of  staphylo- 
coccus vaccine  tried ;  no  obvious  difference.  Wounds  healed.  Patient  dis- 
charged well. 
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Addendum. 

Since  tlio  above  article  was  written  1  have  round  :iii  iilliisidii  to 
osteomyelitis  in  "  Nasal  Polypus/'  by  the  late  Edward  Woakes, 
which,  in  view  of  the  early  date  of  the  remarks  (1887),  1  f[U()te  in 
full.  Speaking  of  the  tendency  of  ethmoidal  disease  to  involve 
the  orbital  wall,  he  says  (p,  24)  : 

"  Instances  are  reported,  though  their  occurrence  is  rare,  in 
•which  abscess  of  the  orbit,  with  or  without  consecutive  necrosis  of 
the  frontal  bone,  followed  by  fatal  meningitis,  has  accompanied 
the  advance  of  the  disease  in  this  direction." 
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SOME    DENTAL    ASPECTS    OF    RHINOLOGY.i 

By  J.  H.  GiBB.s,  F.E.C.S.Ed., 

Dental  Surgeon,  Royal  Infirmary,  Edinburgh. 

There  is  a  territory  somewhat  vaguely  dividing*  the  regions 
dominated  by  the  rhinologist  from  those  that  are  the  sphere  of  the 
odontologist,  and  it  is  proposed  in  this  paper  to  review  some  of 
the  diseases  of  that  territory  which  may  arise  from  disturbances  in 
the  domain  of  the  odontologist,  but  which  may  at  any  time,  from 
one  cause  or  another,  lead  to  disturbances  in  that  of  the  rhinologist. 
To  rid  the  paper  of  the  dryness  inseparable  from  compilations 
from  books,  I  have  based  it  especiall}^  on  my  own  clinical  experi- 
ence, although  this  somewhat  limits  its  scope. 

For  convenience  I  will  consider  the  subject  under  four  heads, 
although  they  necessarily  overlap — 

(1)  Developmental  defects. 

(2)  Injuries. 

(3)  Infections. 

(4)  Tumours  and  cysts. 

(1)   Developmental  Defects. 

Ignoring  cleft  palate,  which  has  but  little  practical  interest  for 
the  rhinologist,  I  wish  to  draw  attention  to  the  very  important 
question  of  undei'-development,  anatomical  and  physiological, 
rather  than  to  actual  physical  defects. 

Structure  and  function  are  so  inseparably  associated  that,  as 

has  been  so  well  exemplified  in  problems  in  evolution,  it  is  often 

difficult,  and  in  many  cases  impossible,  to  say  whether  function, 

be  it   normal,  or    impaired,  has   been  the  result  of  structure,  or 

whether  structure  has  been  the  result  of  the  degree  of  functional 

activity  exhibited  ;  and   so   arise  two  opposing  schools.     Without 

wishing  to  take  sides  on  the  general  question,  I  have  no  hesitation 

in   emphasising  the  importance   of  full  functional  activity  of  the 

parts  for  the  proper  development  of   the  oral  cavity,  nasal  fossae, 

and  the  pharynx.  Not  only  so,  but  there  is  a  great  deal  of  evidence 

to  support   the  statement   that  im])aired  oral  function  interferes 

with   proper  nasal   development  and  rice  versa,  for  one  frequently 

finds  that  impaired  function  in  the  one  region  leads  to  impaired 

function  in  the  other,  probably  by  causing  structural  defects  which 

'  Read  at  the  meeting  of  the  Scottish  Otological  and  Laryngological  Society, 
November  30,  1912. 


March.  ii»i3.]  Rhiiiology,  and  Otology.  \'-V.^ 

iiivulvt.'  both  fi'U'ioiis.  This  iiuhiccd  cITcc't,  beeoiiU'S  itself  the  (•;ims(> 
of  DthiM-  defects,  and  so  a  vifi(_)iis  circle  is  set  Uj) — just  what  oiu^ 
would  expect  when  tiie  connnou  enibryuloo-ical  ()ri<^in  and  the 
proximity  durino-  trrowth  of  the  two  cavities  is  reinonibored. 

'I'o  encourage  the  full  development  of  the  parts,  then,  we  must 
insist  upon  cfHcient  mastication  and  upon  nasal  breathint^  for  the 
(levelopino-  child.  1  have  been  preacliing'  this  for  ye;irs,  in  season, 
and  many  peo})le  tliiidv  out  of  season.  I  shall  say  only  a  woi-d  about 
nasal  breathing,  because  it  would,  be  ridiculous  to  insist  upon  its 
importance  here.  I  wisli  to  remind  you  of  only  one  factor  in  inducing 
nioutli-breathing,  because  I  think  too  little  impoi'tance  is  attached 
to  it — the  position  in  wliicli  the  infant  is  usually  placed  in  its  cradle 
or  perambulator,  with  the  head  in  a  line  with  the  body,  or  even 
extended.  Now  it  is  always  easier  to  breathe  through  the  mouth  than 
through  the  nose,  and  this  posture  causes  a  drag  on  the  mandible 
which  tends  to  cause  a  parting  of  the  lips,  of  which  the  infant  at 
once  takes  advantage  to  get  an  easier  air- way,  and  so  the  habit  of 
mouth-breathing  is  established.  An  infant  from  the  very  fii'st 
should  have  a  pillow  sufficiently  high  slightly  to  flex  the  head  on  the 
chest,  in  which  case  it  will  have  to  make  a  voluntary  effort  in  order 
to  part  the  lips,  and  the  infant,  finding  it  easier  to  breathe  through 
the  nose,  does  so. 

'J'he  importance  of  efficient  mastication  dui-ing  early  childhootl 
for  the  proper  development  of  the  jaws  and  accessory  parts,  as  well 
as  for  the  prevention  of  dental  disease  and  its  se(|uela3  later  in  life, 
is  only  now  receiving  tardy  recognition.  The  milk  teeth  erupt 
into  an  arch  ah-eady  large  enough  for  them.  The  permanent  teetli 
develop  in  a  very  crowded  condition,  and  unless  the  milk  teeth  are 
efficiently  used  and  thereby  preserved,  the  jaws  are  not  sufficiently 
developed,  and  whether  as  an  effect  or  merely  as  a  concomitant, 
there  is  apt  to  be  impaired  nasal  development,  such  as  a  deflected 
septum.  If  the  jaws  are  developing  normally,  the  milk  teeth  in  the 
front  of  the  mouth  of  a  child  between  the  ages  of  five  and  six 
should  show  marked  spacing,  and  if  this  be  not  present,  means 
should  be  adopted  to  stimulate  growth  at  once. 

When  a  child  is  weaned,  it  is  usually  put  on  to  such  a  diet  as 
bread  and  milk,  mashed  potatoes  and  gravy,  porridge,  and  milk- 
puddings.  Surely  if  this  were  the  proper  diet  for  a  child  of  ten 
months  old  it  would  remain  edentulous,  for  what  possible  use  can 
teeth  be  to  prepare  such  food  for  digestion  ?  Does  not  the  fact 
that  the  child  gets  teeth  indicate  that  these  extremely  luird  and 
resistinsr  structures  should  be  used? 
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The  front,  sharp,  cutting  teeth  appear  first,  and  the  back, 
chewing  teeth  much  later.  These  front  teeth  are  well  adapted  for 
two  purposes — firstly,  for  stripping  meat  off  bones,  and  secondly, 
for  piercing  ripe  fruit,  thus  allowing  the  child  to  extract  the  juice. 
Hence,  although  milk  must  still  be  the  main  food  of  the  child,  it 
should  be  supplemented,  not  by  the  semi-fluid  substances  mentioned 
above,  but  by  smooth-ended  chop  bones,  rabbit  or  chicken  bones, 
any  of  which  will  put  the  child  into  the  seventh  heaven  of  delight. 
Fresh  fruit  can  also  be  given,  especially  sweet  oranges,  by  holding 
a  piece  of  orange  from  which  the  pips  have  been  removed  and 
allowing  the  infant  to  suck  out  the  contents.  Carbohydrate  food 
may  be  added,  but  should  always  be  in  a  hard,  dry  state,  instead 
•of  being  made  sodden  with  milk  or  gravy.  For  this  reason  dry 
crusts,  toast  or  rusks,  with  plenty  of  butter,  should  be  given;  and 
the  child,  being  unable  to  swallow  them  dry,  will  exercise  its  jaws 
in  chewing  them  until  it  has  thoroughly  insalivated  them,  and 
consequently  the  salivary  glands  will  be  developed,  which  they 
never  are  with  the  diet  commonly  given  to  infants.  In  the  same 
way,  instead  of  giving  soft  porridge  deluged  with  milk,  give  tihe 
oatmeal  in  the  form  of  dry  oat-cake  with  plenty  of  butter,  and  let 
the  milk  be  given  separately.  To  sum  up,  at  weaning,  the  food 
.should  be  absolutely  fluid,  such  as  water  and  milk,  so  as  to  be 
drunk,  or  quite  dry  and  tough,  so  as  to  necessitate  mastication. 
Pap  foods  lead  to  the  habit  of  "bolting,"  to  indigestion  (for  w'hich 
^'teething"  is  almost  invariably,  and  quite  wrongly,  blamed),  and 
to  the  uudevelopment  of  the  jaws,  nasal  fossae  and  salivary  glands^ 

At  a  later  age  a  meal  should  never  end  with  easily  fermentable 
substances  such  as  cake  or  jam.  These  should  be  scoured  off  the 
teeth  with  a  buttered  crust,  toast  or  rusk,  and  the  meal  finished 
w\t\\  fresh  fruit,  such  as  an  orange,  banana,  or,  perhaps  best  of  all, 
an  apple.  The  common  practice  of  giving  children  chocolates  the 
last  thing  at  night  is  a  prolific  source  of  dental  disease,  ill-health 
and  misery. 

It  is  well  known  that  tlie  intermaxillary  suture  can  easily  be 
opened,  and  so  the  arch  widened,  by  exerting  lateral  pressure 
on  the  maxillae  thi'ough  the  teeth,  and  this  treatment  has  been 
adopted  within  the  last  few  years  with  the  object  of  preventing 
or  curing  a  deflected  septum  nasi.  The  treatment  is  quite  on 
its  trial,  and  the  problems  involved  are  intricate  and  oui-  know- 
ledge of  them  very  meagre.  I  need  only  refer  to  the  need  for 
oarly  removal  of  nasal  or  naso-pharyngeal  obstruction  before  it 
lias  produced  deformities,   and  to  the   wholly  beneficial  effect  of 
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bivathiiig  oxcrcisos  aiul  ol"  a   diet   (liat  ahsolntcly  (Iciiiaiids  iii;isti- 
cation. 

Another  matter  that  hing-es  on  deveh)pmeiit  is  tlie  eniptiuii  of 
teeth  into  the  nasal  fossjv.  It  is  uncommon,  and  the  tooth  is  ahnost 
invariably  a  canine,  but  it  is  interesting  as  a  possible  cause  of  a 
unilateral  nasal  discharge.  After  certain  operations  for  cleft  palate, 
too,  a  tooth  or  teeth,  usually  a  lateral  incisor,  may  erupt  inside  the 
anterior  nares. 

(2)   In.iukies. 

1  will  confine  myself  to  such  as  may  arise  fi-om  interference  on 
the  part  of  the  dentist.  In  the  first  place,  there  is  the  possibility 
of  the  passage  of  a  root  into  the  maxillary  sinus  during  attempts  at 
its  extraction,  and  the  wonder  is  that  the  accident  is  not  much 
more  common  when  one  considers  the  anatomical  relationship  and 
the  pathological  changes  that  so  frequently  occur  in  this  region. 
To  indicate  its  rarity,  however,  in  a  very  large  experience  I  have 
only  met  with  two  cases,  one  of  which  occurred  in  my  own  practice. 
On  the  other  hand,  I  have  had  several  cases  sent  me  by  dentists 
wIk^  have  asserted  that  a  root  has  disappeared  into  the  maxillary 
sinus  during  attempts  to  extract  it,  but  in  every  case  but  one, 
careful  examination  has  proved  that  the  dislocation  was  into  a  very 
large  chronic  abscess  or  into  a  cyst  cavity. 

Another  and  much  more  frequent  accident  during  extraction 
is  fracture  of  the  bony  wall  of  the  maxillary  sinus,  a  part  of  which 
may  be  dislodged,  firmly  adherent  to  the  tooth  or  root.  The 
involvement  of  the  sinus  may  be  indicated  in  several  Avays — by  the 
water  used  to  wash  out  the  mouth  passing  into  the  nasal  fossa  on 
that  side,  by  blood  escaping  by  that  route,  and  by  the  conscious- 
ness on  the  part  of  the  patient  that  air  is  passing  through  the 
sinus.  Probably  the  accident  happens  frequently  without  any 
evidence  of  it.  Quite  a  number  of  cases  have  been  referred  to  me,, 
and  I  have  throughout  adopted  an  expectant  line  of  treatment,  and 
only  in  one  has  infection  occurred,  and  possibly  it  was  there  at  the 
time  of  operation.  Probably  in  these  cases  the  lining  membrane  is 
simply  torn  (for  it  is  rare  for  any  of  it  to  be  found  on  the  fractured 
bone),  so  that  the  edges  tend  to  lie  together;  and  the  blood-clot, 
which  fills  the  socket,  and  which  must  be  kept  sterile,  further 
protects  the  sinus  from  infection.  I  teach  that  where  a  piece  of 
bone  obviously  involving  the  Avail  of  the  sinus  comes  away  during 
extraction,  the  operator  should  not  pass  a  probe  or  investigate  in 
any  way,  but  Avait  and  see  the  result  of  careful  antiseptic  treatment. 


^-2  The  Journal  of  Laryngology,  [March.  1913. 

wliich,  however,  must  not  include  the  syringing  of  the  socket. 
Probably  in  many  cases  where  the  bony  wall  of  the  sinus  is 
fractured,  the  mucous  membrane  is  not  torn  at  all,  as  it  easily  strip 
i)tf — another  reason  for  masterly  inactivity.  I  have  met  with  a  case 
■of  uncommon  foreign  body  in  the  nasal  fossa — namely,  the  root  of 
a  tooth — Avhere  it  had  lain  for  nearly  four  weeks  and  had  given 
rise  to  a  good  deal  of  inflammation  and  pain.  The  patient  had  had 
a  number  of  roots  extracted  under  chloride  of  ethyl  and  had  after- 
wards vomited,  some  of  the  vomit  escaping  through  the  nose ;  and 
the  root,  which  she  had  apparently  swallowed,  lodged  in  the  left 
nasal  fossa,  whence  it  was  expelled,  with  a  copious  flow  of  blood 
and  probably  pus,  whilst  the  patient  was  blowing  her  nose. 

(3)  Infections. 

I  have  met  with  a  few  cases  of  unilateral  nasal  discharge 
which  have  arisen  in  connection  with  abscesses  of  the  incisors,  all 
but  one  being  from  the  central  incisor  on  the  same  side  as  the 
discharge.  Probably  the  pus  travels  along  the  canals  of  Scarpa  or 
Stenson,  as  examination  has  shown  the  orifice  of  the  sinus  in  each 
case  to  be  about  the  position  where  they  reach  the  nasal  fossa. 

In  the  one  case  associated  with  a  lateral  incisor  the  patient  had 
been  edentulous  for  many  years,  and  I  came  across  the  case  by 
happening  to  come  into  the  Ear  and  Throat  Department,  Edinburgh 
Royal  Infirmary,  just  when  Dr.  Logan  Turner  was  examining  her. 
There  was  discharge  from  the  right  nostril,  and  examination  shoAved 
redness  and  tenderness  in  the  region  of  the  lateral  incisor.  I  was 
asked  to  take  over  the  case  and  a  piece  of  root  was  removed.  J  then, 
at  the  request  of  the  patient's  employer,  treated  the  case  in  private, 
and  for  some  months  could  not  get  the  sinus  to  heal.  Eventually 
it  healed  at  once  by  freely  curetting  the  whole  length  of  the  sinus 
and  then  applying  a  ball  of  cotton-wool  over  the  lip  and  left  alio 
nasi,  and  applying  firm  pressure  with  a  bandage  for  four  days. 

Considering  the  proximity  of  the  cheek  teeth  to  the  maxillary 
sinus  it  is  not  surprising  that  infection  should  at  times  spread 
from  them  to  it,  and  1  think  that  it  happens  a  good  deal  more 
commonly  than  some  rhinologists  are  disposed  to  admit. 

Apart  from  the  results  of  injury,  which  have  already  been 
considered,  oral  sources  of  infection  may  be  grouped  under  three 
heads:  (a)  dento-alveolar  abscess;  (&)  pyorrhoea  alveolaris ;  (c) 
infected  cysts. 

A  dento-alveolar  abscess  involviny-  the  maxillarv  sinus  is  almost 
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always  in  connection  witli  a  molar,  usually  the  first.  Infection 
from  teeth  anterior  to  tliis  becomes  j)rogressively  rarer,  so  tliat,  as 
far  as  I  am  aware,  only  one  case  is  on  record  of  an  ahsress  in 
connection  with  a  central  incisor  cansins^  infection  of  the  sinus. 

For  the  purpose  of  the  rhint)logist  the  diagnosis  of  purely 
tooth  conditions  is  not  of  nnu-h  importance,  for  it  is  only  after 
infection  has  spread  to  the  peridental  tissues  that  the  maxillary 
sinus  can  bo  infected  fi-om  this  source.  Consequently  it  is  im- 
portant to  adopt  a  detiiiire  oi-der  of  procedure  during  oxiimination, 


Cavity  of 
iimxillarv  siiin 


Muco-))eri()stcinn. 


Bone. 


Pcria^meutum. 


Cemeututu. 


and  particularly  not  to  palpate  until  after  inspection.  For  pur- 
poses of  inspection,  a  mirror,  such  as  a  laryngeal  mirror,  may  be 
used,  partly  to  hold  out  the  cheek,  partly  to  reflect  light  on  to  the 
teeth  and  gums.  The  crowns  of  the  teeth  can  be  examined  first, 
and  any  cavities,  especially  any  medium-sized  or  large  ones,  noted. 
Again,  teeth  with  large  fillings  may  be  suspected.  A  crowned 
tooth  has  almost  invariably  lost  its  i)ulp,  and  so  may  be  a  source 
of  dental  infection.  Now,  if  the  tooth  pulp  is  alive,  there  is 
practically  no  chance  of  that  tooth  being  a  source  of  infection  ; 
but  it  does  not  follow  that  one  should  suspect  a  tooth  because  it  is 
pulpless,  for,  if  the  canals  liave  been  properly  treated,  the  tooth 
is  as  far  above  suspicion  as  one  with  a  live  pulp.  All  the  same,  a 
tooth  without  a  living  pulp  should  be  under  suspicion  until  it  has 
amply  proved  its  innocence. 
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It  is  usually  pi-etty  easy  to  diagnose  a  live  pulp  ;  but  it  may 
be  quite  impossible  without  an  operation,  wliich  a  dentist  only  can 
perform.  The  temperature  test,  however,  is  one  that  the  rhinologist 
can  easily  apply,  and  it  is  fairly  reliable.  A  small  bulbous  metal 
instrument  is  heated  in  a  spirit  flame  and  carefully  applied  to  the 
crown  of  the  tooth,  or,  better  still,  to  a  metallic  filling,  if  one  be 
present.  If  the  pulp  be  alive,  and  the  heat  be  conducted  through 
the  tooth  or  filling  to  it,  the  patient  will  feel  momentary  pain.  A 
positive  result  is  conclusive,  but  a  negative  one  is  emphatically  not. 
In  order  not  to  cause  the  patient  unnecessary  pain,  the  instrument 
should  not  be  made  too  hot  at  first,  but  if  there  be  no  response,  it 
can  be  made  hotter  and  hotter  until  the  end  of  it  is  nearly  red-hot 
in  the  flame.  Cold  may  also  be  applied  to  each  individual  tooth  by 
holding  a  small  tightly  rolled  pledget  of  wool  in  a  pair  of  tweezers 
and  dipping  it  into  some  highly  volatile  liquid,  such  as  ether  or 
ethyl  chloride,  and  quickly  applying  it  to  the  tooth  to  be  tested, 
taking  care  that  it  does  not  run  on  to  a  neighbouring  tooth ;  or  a 
very  small  ethyl  chloride  spray  may  be  used. 

Note  should  be  made  of  any  tooth  missing  from  the  series,  and 
inquiries  made  as  to  the  reason  for  its  absence.  It  must  not,  how- 
ever, be  too  hastily  assumed  that  because  the  crown  is  missing  the 
whole  tooth  has  been  lost ;  for  it  occasionally  happens  that  the 
root  or  I'oots  may  be  completely  buried  under  the  gum,  and  more- 
over, that  the  gum  over  it  may  appear  remarkably  healthy.  The 
buried  root  may  also  have  a  large  chronic  abscess,  which  perhaps 
only  once  in  the  course  of  several  years  gives  any  evidence  of  its 
presence  by  slight  swelling  or  uneasiness.  Usually,  however,  a 
minute  sinus  can  be  detected  by  means  of  a  very  fine  probe. 

Inspection  of  the  gums  may  give  very  important  evidence,  and 
it  should  be  remembered  that  the  arches  are  bilateral,  and  that 
corresponding  spots  on  the  two  sides  of  the  mouth  should  be  com- 
pared. The  first  and  most  obvious  thing  to  look  for  is  a  sinus, 
which  is  usually  situated  about  a  quarter  of  an  inch  from  the  free 
margin  of  the  gum.  It  is  usually  over  the  affected  tooth,  but  not 
necessai'ily  so. 

If  there  be  no  sinus,  any  swelling  on  the  gum  should  be  noticed, 
and  its  colour  at  the  same  time,  for  there  may  be  a  blind  abscess, 
and  its  centi-e  will  probably  exhibit  some  congestion.  Later  on 
palpation  may  reveal  fluid,  but  owing  to  the  smallness  of  the 
abscess,  fluctuation  may  be  difficult  to  obtain.  Of  course,  such  a 
swelling  may  be  a  small  cyst.  Apart  from  any  swelling,  mere 
localised    redness    should    be    carefully    noticed,   as  many    blind 
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abscesses  cause  no  swelling-  on  tlie  yum.  Tlicu  xhv  free  luumiu 
of  tlie  o-iuns  sliould  l)i'  rart'tiilly  inspected,  and  aiiv  congestion, 
Touudiug-  over  of  the  free  edges,  swelling  or  atrophy  of  the  inter- 
dental papilla,  and  any  tartar,  especially  the  green  variety  under 
tlie  free  margin  of  the  gums,  noticed.  A  great  deal  may  now  be 
discovered  by  palpation  and  percussion.  The  firmness  of  tlie 
teeth  in  their  sockets  can  be  tested  by  the  fingers.  Any  swellino- 
can  be  tested  for  fluctuation,  and  any  congested  spot  tested  for 
hyper-sensitiveness  by  deep  pressure  with  the  pulp  of  the  fore- 
finger. If  the  gums  are  not  healthy,  pressure  should  be  made 
towards  the  free  margin  with  the  pulp  of  the  forefinger,  and  pos- 
sibly a  Avhitish  exudate  or  pus,  sometimes  tinged  with  blood,  may 
be  sf[ueezed  out,  especially  between  the  two  teeth,  indicating  a 
pyorrhoeal  condition. 

Then  each  tooth  can  be  gently  percussed  with  a  light  instru- 
ment and  comparison  made  between  them.  A  tooth  with  chronic 
pericementitis  will  usually  be  distinctly  more  sensitive  than  one 
with  a  healthy  pericementum,  or  the  patient  will  detect  tliat  the 
sensation  produced  is  different  in  the  two  teeth.  Percussion 
should  be  performed  on  all  the  available  surfaces  of  the  teeth,  as  it 
may  cause  discomfort  if  applied  in  one  direction,  and  not  if  applied 
in  another.  As  to  the  value  of  this  test,  it  is  simply  one  for 
eliciting  pericementitis,  and  does  not  at  all  determine  Avhether  the 
pericementitis,  if  present,  is  simple  or  infective.  Simple  peri- 
cementitis is  very  common  and  has  no  interest  for  the  rhinologist. 
For  all  these  investigations  he  would  be  wise  to  invoke  the  aid  of 
tl;e  patient's  dentist,  who  may  also  have  a  written  record  of  any 
inspected  tooth. 

There  is,  however,  another  method  of  investigation  available 
which  would  be  of  more  value,  especially  to  the  rhinologist,  than 
any  I  have  so  far  considered,  and  that  is  skiagraphy,  because  a  good 
skiagram  indicates  at  once  any  abscess  at  the  ends  of  the  roots  as 
well  as  any  pyorrhoeal  condition  spi'eading  from  the  gum  margins 
towards  the  apices,  for  from  this  condition,  as  well  as  from  a  dead 
pulp,  an  abscess  may  occasionally  arise.  Not  only  does  the  skia- 
gram indicate  the  presence  or  absence  of  these  conditions,  but  it 
also  indicates  their  extent,  and  so  its  value  cannot  be  over- 
estimated. Of  all  skiagraphy,  however,  that  of  the  teeth, 
especially  those  of  the  maxilla,  is  probably  the  most  difficult,  owing 
to  their  arrangement  in  a  curve  and  to  the  impossibility  of  getting 
the  photographic  plate  or  film  parallel  to  the  length  of  the  touth. 
It  is  perhaps  unnecessarv  to  say  that  skiagrams  for  this  purpose 
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taken  througli  the  head  are  quite  valueless  (with  the  exception  of 
those  taken  from  one  definite  position)  and  a  film  must  be  used  in 
the  mouth.  The  position  of  tlie  tube  is  of  pi'ime  importance,  as  a 
displacement  of  an  inch  one  way  or  the  other  makes  all  the 
difference  between  a  valuable  and  an  altogether  valueless  picture. 

The  interpretation  of  these  skiagrams  is  sometimes  difficult,  as 
the  part  about  which  information  is  particularly  required — the 
pericementum — shows  only  as  a  fine  line,  and  one  wishes  to  know 
whether  it  is  a  continuovis,  separate  liue^  or  whether  it  runs  into 
other  lines,  such  as  that  caused  by  the  floor  of  the  maxillary  sinus, 
or  broadens  out  into  a  patch  indicating  rarefaction  and  probably 
an  abscess.  If  the  tube  is  not  placed  properly  relatively  to  the 
position  of  the  film  in  the  mouth,  it  is  very  easy  to  get  misleading 
results,  such  as  tlie  roots  appearing  to  project  into  the  maxillary 
sinus,  when  they  do  not  reall}^  do  so. 

With  regard  to  pyorrhoea  alveolaris,  I  would  like  to  point  out 
that  the  organisms  may  spread  through  the  cancellated  bone  and 
infect  the  maxillary  sinus  without  there  being  any  gross  channel 
for  infection  to  pass  along. 

Dental  abscesses  may  be  of  very  large  size,  and  I  have  met 
with  two  cases  where  plugs  had  been  inserted  in  the  mistaken 
belief  that  the  maxillary  sinus  was  being  dealt  with. 

The  general  indications  for  treatment  of  infections  around  the 
teeth  are  definite.  Either  the  infection  must  be  abolished,  that  is 
a  "  cure  "  brought  about — and  this  can  be  done  in  nearly  every 
instance  in  which  the  tooth  is  worth  saving  at  all — or  the  tooth 
should  be  unhesitatingly  prevented,  by  its  immediate  removal,  from- 
being  any  longer  a  source  of  great  risk  to  the  patient. 

(4)  Tumours  and  Cysts. 

The  consideration  of  this  part  of  the  subject,  even  in  a  very 
elementary  fashion,  would  take  too  long,  so  I  will  confine  my 
remarks  to  two  very  common  cysts  of  dental  origin  which  not- 
uncommonly  encroach  upon  the  maxillary  sinus. 

By  far  the  commonest  cyst  in  man  is  the  dental  cyst.  It  is 
developed  almost  invariably  in  connection  with  a  tooth  or  root  that 
has  a  dead  pulp,  and  the  theory  is  that  the  absorption  of  toxins 
stimulates  some  epithelial  remnant  near  the  apex  of  the  tooth  to 
proliferate,  and  that  the  central  cells  undergo  colliquative  necrosis 
so  that  a  cyst  is  formed,  lined  by  several  layers  of  epithelium, 
surrounded  by  a  fibrous  ca})suk'.      It  must  be  only  a  comparatively 
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small  muiiber  that  reach  a  si/,o  .siifliciciit  to  ^ivo  thorn  clinical 
iniportaiice,  because  histological  investigation  shows  that  up  to  the 
size  of  a,  pea  they  are  extremely  connnon. 

They  may,  however,  attain  very  large  si/.e,  causing  great 
(lesti-ucrioii  of  the  maxilla  and  invading  the  nasal  fossa  or  maxillarv 
siinis.  In  the  case  of  the  maxillary  sinus  the  mucous  memhrane 
may  be  lifted  up  ahead  of  the  cyst,  which  comes  to  occupv  the 
position  of  the  sinus,  the  cavity  of  which  maybe  nearly  obliterated. 
An  interesting  fact  in  connection  witli  these  cysts  is  tliat  they  are 
sometimes  lined  by  very  typical  columnar  ciliated  epithelium. 

The  origin  of  the  epithelial  rests  which  give  rise  to  these  cysts 
may  interest  the  rhinologist.  Epithelial  cells  form  the  enamel,  which 
thins  out  to  nothing  at  the  neck  of  the  tooth.  The  margin  of  tlie 
epithelial  cells,  however,  remains,  as  it  were,  tacked  down  to  the 
growing  part  of  the  tooth  germ,  and  the  dentine  grows  up  inside 
the  epithelial  sheath.  The  dentine,  then,  is  at  one  stage  clothed  bv 
two  or  more  layers  of  epithelial  cells,  most  of  which,  however, 
atrophy  and  disappear  when  the  dental  follicle  irrupts  thi-ough 
them  to  coat  the  dentine  with  cementum,  thereby  uniting  the  tooth 
to  the  alveolns. 

Some  of  the  epithelium  remains  as  small  clusters  of  cells  in  the 
pericementum.  These  cell  clusters  or  rests  may  not  undergo 
further  development,  or  they  may  proliferate,  forming-  large 
"  epithelial  root  tumours  "  ;  or,  if  they  become  cystic,  they  form 
dental  cysts;  or,  if  they  calcify,  they  may  form  enamel  nodules; 
(u*  they  may  be  the  starting-point  of  a  very  insidious  carcinoma  of 
the  maxilla. 

The  follicular  odontome  is  the  next  commonest  cyst  of  the 
jaws,  and  arises  in  connection  with  a  complete  but  often  deformed 
tooth.  The  fluid  is  formed  over  the  croAvn  of  the  tooth,  and 
inasmuch  as  it  Avas  supposed  to  be  between  the  follicle  and  the 
crown  the  name  "  follicular  odontome  "  Avas  given  to  it.  It  has  since 
been  discovered  that  the  cyst-wall  is  usually  lined  with  epithelium, 
whilst  the  enamel  cuticle  or  layer  of  fiat  epithelial  cells  that 
normally  clothe  fully-developed  enamel  is  absent.  Consequently 
the  fluid  must,  at  least  in  many  cases,  be  of  ei)ithelial  origin,  as  it 
is  formed  inside  the  enamel  organ,  and  so  the  cyst  is  really  one 
form  of  the  epitheJial  odontome.  The  tollicnlar  odontome  n)ay 
occur  in  connection  with  any  permanent  tooth,  which  does  not  then 
erupt,  but  is  very  rare  with  milk  teeth.  Extra  teeth  or  su])er- 
numerary  teeth  are  relatively  uncommon,  and  cysts  in  connection 
with  them  ar"-  very  rart       The  only  case  I  met  with  was  referred 
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to  me  for  diagnosis  and  treatment  hy  Mr.  Sandersou,  L.D.S.,  and 
as  it  involved  the  floor  of  the  right  nasal  fossa,  and  possiblj^  the 
inner  wall  of  the  maxillaiy  sinus,  the  case  may  be  of  some 
interest  to  the  rhinoloo-ist. 
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Discussion  on  the  Treatment  of  Chronic  Suppurative  Ethmoiditis. 

II.— H.  Lambert  Lack,  M.D.,  F.R.C.S.  (Lecturer  and  Smgeou  to 
Throat  Department,  London  Hospital). — Suppuration  in  the  etlimoidal 
cells  is  almo.st  always  accompanied  by  polypus,  aud  frequently  by  suppura- 
tion in  other  accessory  sinuses  ;  also  orbital  or  other  external  complications 
may  be  present. 

Piecemeal  Operations. — The  methods  of  piecemeal  operations  through 
the  nose  under  general  anaesthesia  I  need  hardly  discuss,  as  I  consider 
them  both  inadecjuate  and  dangerous.  They  belong  to  the  older  days  of 
I'hinology,  before  sui'gical  experience  had  been  brought  to  bear  upon  the 
subject,  when  the  rhinologist  was  still  too  timid  to  employ  general 
anaesthesia  in  operations  involving  bleeding  in  the  nose,  and  was  afraid 
.of  touching  the  ethmoidal  region  unless  he  had  the  patient  sitting  upright 
aud  could  "  see  "  exactly  what  he  was  doing.  These  "  operations  "  required 
constant  repetition ;  weekly  or  almost  daily  treatment,  extending  over 
two  or  three  years,  was  necessary  to  produce  even  a  "  half  cure."'  Patients 
would  rarely  submit  to  this,  and  the  few  who  dil  were  usually  reduced 
to  a  condition  of  pi'ofound  neurasthenia.  Fewer  still  would  admit  that 
their  nasal  symptoms  were  improved,  whatever  might  be  the  view  of 
their  enthusiastic  physician.  I  am  speaking  only  of  extensive  disease  ; 
when  only  one  cell,  such  as  the  cell  in  the  anterior  end  of  the  middle 
turbinate,  is  involved,  a  trivial  operation  Avith  local  anaesthesia  is  sufficient, 
but  then  only  a  single  sitting  is  requii-ed. 

Ethmoidal  Curettement. — This  operation  still  appears  the  best  for 
most  cases  of  ethmoidal  sup})in-ation.  When  there  is  extensive  ethmoidal 
disease,  and  possibly  also  suppuration  in  other  accessory  sinuses,  the 
operation  which  I  have  described  as  "  ethmoidal  curetting  "'  should  he 
carried  out.  It  is  well  to  pack  the  nose  half  to  three  quarters  of  an  hour 
l)efore  the  operation  with  a  weak  solution  of  cocaine  aud  adrenalin,  as  it 
permits  a  better  view  of  the  parts,  and  the  danger  of  reactionary  ha^moi-- 
rhage  appears  to  be  remote.  A  general  anaesthetic  should  be  given,  and 
the  patient  should  lie  on  his  right  side  with  the  head  slightly  raised  aud 
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turned  to  face  the  operator,  who  sits  on  a  stool  ]>y  the  side  of  the  operating 
table  and  uses  a  reflected  light,  as  in  ordinary  rliinoscopv. 

If  there  is  any  suspicion  of  antrum  suppuration  the  first  step  sliould 
be  to  explore  that  cavity,  and  if  pus  is  obtained  it  is  best  to  deal  with  it, 
at  once.  In  these  cases  I  consider  a  radical  operation  on  the  autnnn  is 
necessary,  and  therefore  proceed  to  remove  the  anterior  end  of  the  inferior 
turbinate  and  the  Avhole  inner  wall  of  the  antrum.  The  attention  is  then 
turned  to  the  ethmoidal  region.  Any  large  polypi  should  be  removed 
with  forceps,  Luc's  forceps  being  probably  the  best,  and  the  middle 
turbinate,  if  present,  clipped  avray  with  Griinwald's  forceps.  Directlv 
this  has  been  done  and  the  ethmoidal  cell  region  exposed,  the  ring  knife 
should  be  inti'oduced.  The  curette  should  be  introduced  gently  with  the 
blunt  edge  of  the  ring  towards  the  septum,  and  passed  as  far  upwards  and 
l)ackwardsas  possible  without  using  force.  The  blade  is  then  sharply 
dragged  horizontally  forwards  along  the  ethmoidal  region  Avitli  the  sharj) 
edge  dii'ected  outwards  towards  the  orbit.  On  no  account  should  the 
cutting  edge  of  the  blade  be  turned  upwards  towards  the  cribri- 
form plate.  The  scraping  is  continued  rapidly  and  with  a  fair  amount 
of  force  until  all  friable  tissue  is  removed.  A  great  deal  of  polypoid 
mucous  membrane  and  bony  dt'hris  is  usually  scraped  away,  and  almost 
the  whole  of  the  lateral  body  of  the  ethmoid  can  be  thus  removed.  Often 
it  will  be  foimd  that  a  large  communication  has  been  made  into  the  upper 
part  of  the  antrum,  and  frequently  the  inner  wall  of  the  orbit  has  been 
broken  down  and  the  orbital  periosteum  exposed. 

As  I'egards  the  ultimate  condition  of  the  nose,  the  results  of  the- 
operation  are  excellent.  The  removal  of  such  an  extensive  portion  of 
the  bones  and  mucous  membrane  rarely  gives  rise  to  any  ultimate  incon- 
venience to  the  patient.  The  upper  portion  of  the  nose  becomes  lined 
with  a  healthy  white  scar-membrane,  and  only  occasionally  is  there  any 
undue  dryness  or  crusting  in  the  nose  or  post-nasal  space.  So  far 
from  destroying  the  olfactory  sense,  the  patient  often  regains  the  power 
of  taste  and  smell,  which  he  may  have  lost  for  years.  In  all  cases  the 
result  is  not  so  successful  as  this.  There  may  be  a  continuance  of 
suppuration  or  some  remains  of  polypoid  degeneration.  Subsequent 
trimming  aw^ay  of  tags  under  cocaine  anaesthesia  has  been  necessary.  It. 
must  be  borne  in  mind  that  a  continuance  of  the  suppuration  may  mean 
disease  in  other  sinuses.  The  clearing  away  of  the  ethmoidal  cells  facili- 
tates the  diagnosis  of  this,  for  when  the  antrum  has  been  explored  and 
the  ethmoidal  region  thoroughly  curetted,  pus  coming  down  from  high 
up  in  the  front  of  the  nose  can  only  come  from  the  frontal  sinus,  whilst 
pus  at  the  back  of  the  nose  must  come  from  the  sphenoidal  sinus,  the 
ostium  of  which  has  been  freely  exposed  to  view  by  the  removal  of  the 
middle  turbinate  and  the  posterior  ethmoidal  cells.  In  this  connection 
one  must  also  remember  that  the  antrum,  even  if  healthy  before  the 
operation,  may  become  infected  at  or  soon  afterwards.  In  other  cases 
where  the  disease  has  been  very  extensive  and  the  operation  for  one 
reason  or  another  not  carried  out  so  thoroughly  as  it  might  have  been,  a 
partial  success  may  be  obtained,  and  the  patient's  symptoms,  such  as 
pain,  headache,  and  the  sense  of  nasal  olistruction,  may  be  relieved, 
although  the  appearance  of  the  nose  may  be  anything  but  satisfactory. 
Lastly,  there  may  be  adhesions.  These  are  due  to  injury  of  the  septum 
during  the  performance  of  the  operation,  and  they  may  usually  be 
avoided  by  care  at  the  operation  and  in  the  after-treatment.  The  use 
of  cocaine  and  adrenalin,  as  above  described,  diminishes  this  risk.  The 
dangers  of  the  operation  I  wish  to  consider  fully. 
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(1)  Mortality. — lu  my  own  practice,  in  over  300  cases  I  have  had  one 
death.  This  was  due  to  neglect  of  the  precautions  which  1  have  above 
•emphasised.  The  case  was  one  of  chronic  ethmoidal  suppuration  asso- 
ciated with  asthma  ;  the  patient  took  the  ansesthetic  badly,  was  somewhat 
congested,  and  bled  freely,  so  that  it  was  impossible  to  see  what  was 
done.  The  middle  turbinate  and  ethmoid  seemed  unusually  dense,  and 
the  curette  produced  very  little  effect.  Too  much  force  was  used,  and 
the  blade  of  the  instrument  was  turned  upwards.  The  patient  developed 
meningitis,  and  died  a  week  later.  In  the  reports  which  I  have  had  from 
eleven  different  operators,  eight  state  that  they  have  had  no  deaths  ;  the 
other  three  report  six  deaths.  From  a  study  of  the  details  I  should  say 
most  of  the  deaths  were  avoidable.  Two  cases,  both  young  girls,  did 
well  until  the  fifth  day.  They  were  in  wards  which  were  unusually  septic 
at  the  time,  and  one  was  dressed  by  a  house-surgeon  suffering  from  a. 
septic  throat.  Two  of  the  others  were  old  people  over  sixty,  their  noses 
were  widely  distended  with  polypi,  and  they  had  had  growths  removed 
for  over  thirty  years.  One  of  these  cases  apparently  died  from  traumatism, 
a  cribriform  plate  which  was  very  brittle  being  fractured  ;  the  other  died 
of  sepsis.  All  the  deaths  were  due  to  meningitis  ;  I  have  heard  of  no 
death  from  any  other  cause.  In  considering  these  results,  it  must  be 
borne  in  mind  that  the  operation  is  a  serious  one,  but  it  should  only  be 
carried  out  to  cure  an  undoubtedly  serious  and  incapacitating  disease, 
and  therefore  some  risk  is  justifiable.  Also  i-eniember  that  these  statistics 
date  from  the  earliest  days  of  the  operation  before  any  experience  had 
been  gained,  and  whilst  some  surgeons  considered  it  an  absolutely  safe 
procedure  and  therefore  neglected  the  precautions  which  we  now  know  to 
be  necessary.  With  regard  to  age,  I  used  to  confine  the  operation  to 
patients  under  forty  years,  and  Avould  still  hesitate  to  operate  on  people 
over  fifty.  Between  forty  and  fifty  each  case  may  be  judged  on  its 
merits ;  there  can  be  no  hard  and  fast  age  limit.  As  age  increases  the 
ethmoid  becomes  more  brittle,  and  there  is  more  danger  of  fracture  of 
the  cribriform  plate,  and  the  patient  is  less  able  to  stand  the  loss  of 
blood,  the  shock  of  the  operation,  and  the  complications  arising  from 
blood  entering  the  air-passages. 

With  these  precautions  I  think  the  risk  could  be  reduced  to  less  than 
■  5  per  1000  ;  it  would  certainly  not  be  a  tenth  of  the  mortality  of  opera- 
tions on  the  frontal  sinus.  There  is  no  alternative  method  giving  any  thing 
like  such  good  results  with  so  small  risk. 

(2)  Septic  Troubles. — In  some  of  my  early  cases  there  was  considerable 
fever  two  or  three  days  after  the  opei-ation.  This  rise  of  temperatui-e 
almost  certainly  arose  from  packing  the  nose.  For  many  years  I  have 
given  up  this  practice,  and  the  after-treatment  has  consisted  in  gently 
irrigating  the  nose  daily  with  a  mild,  unirritating  lotion,  such  as  warm 
boric  acid  solution.  Since  then  I  have  had  no  trouble  witli  fever.  Some 
advocate  the  use  of  vaccines  prepai'atory  to  the  operation,  and  think  the 
absence  of  fever  subsequently  may  be  traced  to  this.  These  views  are 
open  to  discussion :  I  am  not  convinced  of  their  correctness,  and  would 
not,  with  our  present  kncnvleilge,  advocate  vaccine  treatment. 

(3)  Hemorrhage. — Bleeding  is  often  profuse  at  the  time,  biit  rapidly 
ceases.  Only  once  or  twice  has  it  been  necessary  to  pack  the  nose  for 
this  reason.  Should  the  bleeding  really  be  severe  and  not  yield  to  simple 
remedies,  such  as  the  application  of  cold  to  the  face,  then  the  nose  must 
be  packed,  and  I  would  recommend  the  introdviction  of  strips  of  gauze 
into  the  ethmoidal  region.  These  should  be  removed  twelve  to  twenty- 
four  hours  later,  and  not  replaced  unless  again  required. 
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(4)  Orbital  Complicafions. — When  the  orbital  plate  has  been  removed 
or  fractured  and  the  periosteum  exposed,  there  may  follow  some  effusion 
into  the  orbit  or  a  severe  "  black  eye  "  may  be  produced,  occasionally 
with  some  pain  or  inipaix-ed  mobility  of  the  globe.  In  two  cases  where 
ethmoidal  disease  was  associated  with  antrum  suppuration  an  abscess 
formed  in  the  lower  eyelid.  All  the  other  cases  of  "  l)laek  eve "  have 
passed  oft"  in  a  few  days  without  subsequent  trouble. 

(5)  In  one  case  privately  reported  to  me  and  published  in  my  book, 
and  in  another  published  by  Kobinson,  of  Brisbane,  optic  neuritis  and 
blindness  have  followed  the  operation.  It  seemed  doubtful  if  the  opera- 
tion itself  Wiis  the  direct  cause  of  the  trouble ;  in  one  case  the  operator 
ascribed  it  to  the  rapid  loss  of  blood. 

Finally,  the  various  external  operations  and  their  indications.  Tlie 
latter  depend  upon  the  complications  that  are  present.  When  there  is 
definite  evidence  that  the  case  is  complicated  by  frontal  sinus  suppura- 
tion with  such  symptoms  as  render  an  operation  on  the  frontal  sinus 
advisable,  then  the  ethmoid  may  be  treated  at  the  same  time  and  through 
the  same  incision.  The  skin  wound  is  extended  a  little  lower  down  aud 
the  bone  freely  cut  away  to  expose  the  infundibular  region  when  the 
anterior  ethmoidal  cells  come  into  view  and  may  be  freely  cut  away  or 
i-uretted.  The  ring  knife  again  seems  to  me  the  safest  and  most  effective 
instrument  to  nse,  and  it  may  be  inserted  through  the  wound  and  guided 
by  the  finger  in  the  nose,  or  vice  versa .  It  is  hardly  correct  to  state  that 
it  is  possible  even  by  this  method  to  see  what  is  being  done.  The  bleeding 
and  the  small  external  opening  render  the  view  obtained  of  little  use. 

Watson-Williams's  operation  on  the  frontal  sinus  gives  an  excellent 
approach  to  the  anterior  ethmoidal  region.  Although  I  have  little  experi- 
ence of  this  method  in  cases  of  suppuration  I  have  often  performed  it  in 
malignant  disease,  and  can  testify  to  the  excellent  way  in  wdiich  the 
ethmoidal  region  is  exposed.  By  this  operation,  more  than  by  any  other 
with  which  I  am  acquainted,  can  the  ethmoidal  region  be  brought  into 
view  and  a  tiiorough  dissection  made  right  through  from  front  to  back  ; 
even  the  sphenoidal  sinus  could  be  opened  if  necessary. 

An  external  operation  should  also  be  performed  when  any  orbital 
couiplications  are  present.  When  there  is  fistula,  abscess,  or  any  swelling 
iu  the  orbit,  possibly  or  probably  of  ethmoidal  origin,  it  is  safer  to  operate 
tlirough  the  orbit  than  to  attempt  an  operation  through  the  nose.  The 
incision  is  made  around  the  inner  angle  of  the  orbit,  similar  to  the 
incision  for  the  fi-ontal  simis,  but  a  little  lower,  and  carried  down  to 
the  l)one.  The  periosteum  over  the  inner  wall  of  the  orbit  is  separated 
from  the  lachrymal  jilate,  and  the  sinus  or  abscess  is  thus  exposed  and 
traced  to  its  origin.  The  ethmoidal  cells  are  thus  freely  opened  up  as  fai- 
back  as  necessary.  The  operation  must  be  completed  l>y  making  a  free 
communication  between  the  orbit  and  the  nose,  so  that  the  subsequent 
drainage  can  be  carried  out  from  the  nose.  Orbital  drainage  alone  nuist 
never  be  relied  on. 

The  results  of  these  external  operations  are  exceedingly  good.  So  far 
I  have  had  no  deaths  nor  any  serious  complication,  but  they  are  more 
serious  than  ethmoidal  curettement.  They  involve  more  disturbance  to 
the  contents  of  the  orbit,  more  shock,  and  a  more  prolonged  convalescence. 
I  certainly  would  not  recommend  them  as  the  routine  method  of  operation 
in  chronic  ethmoidal  suppuration,  but  would  reserve  them  for  cases  in 
which  orbital  or  other  complications  are  present. 

With  reference  to  uon-operative  methods,  a  very  few  words  will  suffice. 
Vaccine  therapy  is  the  only  treatment  which  has  been  recently  brought 
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forward  as  an  alternative  to  operation.  I  regard  the  treatment  as  useless. 
My  experience  has  been  limited  to  cases  in  which  an  operation  has  failed 
to  give  a  wholly  successful  result.  When,  after  the  cavities  have  been 
opened  upland  in  this  connection  I  may  speak  of  antrum  and  sphenoidal 
as  well  as  ethmoidal  suppuration — a  purulent  or  muco-purulent  discharge 
has  persisted,  I  have  referred  the  patients  to  various  pathologists  in  order 
that  cultures  may  be  made  of  the  organisms  present  and  vaccines  prepared. 
As  in  all  these  cases  reasonably  free  drainage  had  been  established,  they 
might  be  looked  on  as  very  favourable  for  vaccine  treatment,  yet  I  cannot 
honestly  say  that  m  any  single  case  have  I  seen  definite  improvement, 
although  the  treatment  has  been  continued  for  months,  even  years. 

Lastly,  it  has  also  been  recommended  that  the  patient  be  prepared  for 
operation  by  a  course  of  vaccine  treatment,  but  if  the  vaccine  cannot  cure 
a  case  in  which  there  is  but  a  little  remaining  discharge,  it  is  not  likely  to 
do  much  good  where  no  drainage  has  been  established.  I  doubt  if  it  would 
diminish  the  risk  of  operation,  but  upon  this  point  other  views  mav  be 
held. 

Personally,  I  should  prefer  to  rely  on  carrying  out  these  operations 
under  the  most  favourable  hygienic  circumstances,  and  with  full  antiseptic 
precautions:  and  after  the  operation,  wherever  possible,  the  patient  should 
be  sent  into  fresh,  pure  air  to  recuperate.  There  is  no  doubt  that  all 
cases  of  nasal  polypus  and  suppuration  heal  much  more  rapidly  if  they 
can  be  sent  into  fresh,  especially  seaside  air,  than  they  do  in  the  dirty  wet 
atmosphere  of  a  town. 

Dr.  William  Ballenger  (Chicago)  said  he  would  not  defend  his 
technique  other  than  to  say  that  in  his  hands  it  had  proved  eminently 
satisfactory.  The  speaker  recognised  that  there  were  cases  requiring  only 
partial  operation,  but  he  would  deal  with  the  more  complete  methods. 
He  was  led  to  his  method  by  noting  that  there  were  three  attachments  of 
the  ethmoid — sphenoidal,  cranial,  and  orbital — and  that  after  making 
cranial  and  orbital  incisions,  the  ethmoid  could  be  removed  en  masie. 
Good  drainage  gave  the  best  results,  and  avoided  bad  sequelae,  and  he  had 
noticed  that  when  he  operated  upon  the  old  lines  of  partial  removal  there 
was  considerable  swelling  and  obstruction  to  drainage  afterwards,  but 
since  he  had  adopted  the  more  radical  method  this  had  never  occurred. 
He  had  had  only  one  death  since  he  adopted  his  radical  method,  and 
that  was  due  to  meningitis,  which  had  evidently  been  present  before 
operation,  and  then  became  acute.  Emphysema  of  the  orliit  had  twice 
occurred,  and  disappeared  in  twenty-four  hours.  He  had  never  had 
orbital  abscess  or  celhditis,  or  any  other  complication  of  any  moment . 
It  was  important  not  to  pack.  Anterior  or  posterior  ethmoidal  arteri(> 
did  not  give  any  trouble,  but  a  branch  of  the  middle  meningeal  might  dc 
so.  He  operated  under  local  anaesthesia,  allowed  the  patients  to  wait  a 
little  for  possible  lueinorrhage,  and  then  sent  them  home,  and  he  had  done 
over  200  cases  without  being  called  to  check  htemorrhage.  The  after- 
treatment  was  done  at  his  office.  It  consisted  of  a  pledget  soaked  in  a 
10  per  cent,  aqueous  solution  of  ichthyol  and  placed  for  twenty  minutes 
in  the  region  operated  upon.  It  was  then  removed,  and  the  patient  went 
home.    He  was  doubtful  as  to  the  value  of  vaccine  treatment. 

Dr.  MosHKR  (JSTew  York)  said  :  The  anterior  boundary  of  the  eth- 
moidal labyrinth  is  made  by  the  internal  angular  process  of  the  frontal 
bone  and  the  posterior  surface  of  the  ascending  process  of  the  superior 
maxilla.  The  labyrinth  cannot  be  entered  eliectively  unless  the  curette- 
is  carried  outward  behind  the  ascending  process  of  the  superior  maxilla 
toward  the  lacrymal  bone.     Removino-  the  anterior  end  of  the  middle 
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turbinate    ami    cuivttini;   u})\var(l  and    not   out  ward    docs   not    open   tin* 
labvrintli    to  any   extent.     The  internal   ani,ndar   ]iroeess  of  the    frontal 
bone  makes  two  thirds,  or  the  whole  of  the  Inniy  rins^,  whicii   is  the  first 
part  of  the  iiaso-frontal  duet.     The  best  *,niide  to  the  duct  is  the  posterior 
surface  of  ascending  process  of  the  superior  maxilla.     In  a  large  uuinljer 
of  cases  the  naso-frontal  duct  is  not  a  tubular  canal,  but  consists  rather 
of  a  ])ony  ring  at  the  beginning  and  then   becomes  a  ti'iangular  anlro- 
posterior  slit.     This  is  more  like  an  ethmoidal  cell  or  an  irregular  meatus 
than  a  duct.     The  naso-frontal  duct  tends  to  run  from  without  inward 
and  to  come  into  relationship  with  the  anterior  end  of  the  extreme  upper 
parts  of  the  middle  turbinate.     When  the   drainage  canal  has  the  cell 
form,  the  anterior  end  of  the  middle  tiu-biuate  makes  its  inner  boiuidary. 
The  duct,  therefore,  is  i-eached  most  easily  through  the  nose  and  through 
the  anterior  end  of  middle  turbinate  in  line  with  the  superior  turl)inate. 
A   curette    inti'oduced  at  this   })oint    and    carried    outward  toward   the 
lacrymal  bone  and  then  withdrawn  a  little  and  carried  straight  downward 
ar.d    l)ackward  enters   the  anterior    part    of   the    labyrinth    behind    the 
ascending   process    of  the  superior  maxilla  and  breaks  down  the  cells 
through  which  the  naso-frontal  duct  runs,  destroying  liotli  the  cells  and 
the  duct.     Very  little  curetting  is  required  to  convert  the  anterior  part  of 
the  labyrinth  into  a  single  cavity.    In  the  roof  of  the  chamber  secured  l»y 
these  manipulations,  and  usually  in  the  anterior  outer  angle,  the  opening 
of  the  naso-frontal  duct  is  placed.     The  posterior  half  of  the  labyrinth  is 
entered  by  piercing  the  attachment  of  the  middle  turbinate  and  by  curetting 
still  further  backward,  using  all  the  while  the  outer  side  of  the  middle 
turbinate  as  a  guide.     If  the  head  of  the  patient  is  held  level,  the  middle 
turbinate  guides  the  curette  into  the  posterior  ethmoidal  cell.     Often  the 
posterior  half  of  the  labyrinth  is  a  large  cavity  made  up  of  only  one  or 
two  cells.     When  the  curette  brings   up  against  the  back  wall  of  the 
labyrinth,  the  remaining  part  of  the  middle  turbinate  and  the  lower  half 
of  the  superior  turbinate  are  removed.     Then  the  posterior  part  of  the 
superior    turbinate    is   taken    away    flush    with   the   front   face   of   the 
sphenoidal  sinus.     The  operator  now   recognises   the  inner  part  of  the 
front  face  of  the  sphenoidal  sinus,  which  is  free  in  the  nasal  cavity,  and 
the  outer  part,  which  has  a  common  Avail  with  the  posterior  ethmoidal 
cell.     The  posterior  upper  outer  angle  of  the  posterior  ethmoidal  cell  is 
dangerous  to  curette  or  to  probe.     In  this  locality  it   is   of  the  utmost 
importance  that  the  operator   should  be  sure    of    his  landmarks.      He 
orientates   himself  by  finding  the   superior  rim  of  the  choana  and  by 
differentiating  the  free  face  of  the  sphenoidal  sinus  by  proceeding  upward 
from  the  rim  of  the  choana  close  to  the  septum.     Having  made  out  the 
extent  of  the  free  face  of  the  sinus,  the  width  of  the  common  wall  between 
the  sphenoidal  sinus  and  the  posterior  ethmoidal  cell  is  determined.     The 
dividing  line  IietAveen  the  two  parts  into  which  the  anterior  face  of  the 
sphenoidal  sinus  is  directed  is  made  by  the  oldiquely  vertical  attachment 
of  the  superior  turbinate.     The  commonest  mist:ike  made  by  the  operator 
is  to  get  lost  in  the  posterior  ethmoidal  cell.     This  comes  about  by  curet- 
ting too  high  and  too  far  outward,  and  by  considering  the  posterior  wall 
of  the  posterior  ethmoidal  cell  as   the  whole   of  the  front  face  of  the 
sphenoidal  sinus  instead  of  the  outer  half  of  it.     This  mistake,   f  per- 
sisted in,  will  carry  his  instrument  into  the  brain.     Insufficient  removal 
of  the  posterior  part  of  the  superior  turbinate,  and  allowing  the  head  of 
the  patient  to  become  tipped  upward,  are  the  chief  causes  of  this  confusion. 
After  the  landmarks  of  the  front  face  of  the  sphenoidal  sinus  have  been 
cleared  and  recognised  the  sinus  is  entered  near  the  septum,  if  possible 
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tbrougli  the  ostium,  and  the  whole  of  the  auterior  "wall  is  removed.  The 
mishaps  of  the  operation  are  entering  the  orbit  through  the  lacrvmal 
bone  and  entering  the  posterior  part  of  the  anterior  fossa  of  the  cranial 
cavity  at  the  apex  of  the  orbit.  The  first  accident  is  trivial,  the  second 
is  fatal. 

Dr.  Watson-Williams  (Bristol)  was  convinced  that  ethraoiditis 
and  resulting  polypus  formation  was  an  infective  process.  The  process 
was  not  primary  affection  of  the  bone,  but  of  the  mucosa,  and  the 
polypi  were  probably  the  result  of  a  localised  obsti'uction  of  lymphatic 
vessels,  leading  to  an  ever-increasing  localised  oedematous  infiltration. 
Once  an  ethmoiditis  became  established  as  a  chi'onic  pathological 
process,  operative  procetlures  to  ensure  free  drainage  were  essential 
to  a  cure.  Personally  he  preferred  cutting  forceps  to  the  curette, 
moderately  large  for  the  lower  ethmoidal  cells,  but  small  and  very  light 
for  opening  up  the  higher  cells,  whether  posterior  or  anterior,  and  par- 
ticularly for  the  iufuudibular.  He  went  very  cautiously  here.  More- 
over, he  avoided  too  free  a  removal  of  the  vertical  plate  of  the  middle 
turbinated  body.  Only  under  exceptional  circumstances  were  external 
operations  necessary,  except  Avhen  the  ethmoidal  disease  was  complicated 
by  frontal  sinus  involvement,  and  it  was  often  possible  to  free  the  fronto- 
nasal duct  sufliciently  to  allow  of  lavage  and  drainage.  As  regards  the 
use  of  vaccines,  his  experience  had  not  encouraged  the  belief  that  they 
would  avoid  the  necessity  for  opei'ation,  however  desirable  they  might  be 
after  operation.  But  in  sinusitis  due  to,  or  associated  with,  streptococcic 
infection,  he  thought  the  previous  injection  of  full  doses  of  anti-strepto- 
coccic  serum  tended  to  prevent  septic  infective  processes  due  to  the 
operation  itself. 

Mr.  Herbert  Tilley  (London)  thought  that  all  wovdd  agree  that 
the  principle  underlying  the  treatment  of  chronic  ethmoid  inflammation 
was  removal  of  the  main  disease  and  the  establishment  of  free  and  per- 
manent drainage.  Opinions  only  differed  as  to  the  best  method  of 
carrying  out  the  latter.  Prof.  Hajek  preferred,  as  a  general  rvde,  to 
proceed  slowh%  with  great  thoroughness  and  minute  attention  to  detail, 
and  since  the  majority  of  his  patients  were  nurtured  in  discipline,  he 
attained  his  goal,  and  no  one  would  dispute  how  excellent  were  the 
results.  In  England,  however,  both  the  patient  and  the  surgeon  pre- 
ferred to  get  rid  of  the  trouble  as  quickly  as  possible,  and  few  of  the 
ordinary  English  patients  would  tolerate  numerous  sittings  for  the 
gradual  removal  of  ethmoidal  disease  and  the  time  involved  in  the  treat- 
ment. Hence  the  speaker  preferred  Dr.  Lack's  metliod — namely,  a  pre- 
liminary application  of  cocaine  and  adrenalin  to  the  affected  region, 
followed  by  a  general  anaesthetic.  The  diseased  ethmoidal  cells  could  be 
([uickly  removed ;  hisemorrhage  could  be  checked  by  strips  of  gauze 
moistened  in  hydrogen  peroxide  solution  or  adrenalin.  He  preferred 
ethmoidal  forceps  to  the  curette,  but  that  did  not  affect  the  principle  of 
the  operation.  Much  information  could  be  gained  as  to  the  progress  one 
was  making  during  the  operation  by  insertion  of  the  little  finger,  and  one 
assmned  that  the  surgeon  would  be  wearing  rubber  gloves.  Soft  or 
diseased  structures  felt  very  different  from  the  hard,  i-esistant,  normal 
etlnnoidal  cells.  When  very  free  access  was  desired  the  speaker  would 
prefer  to  enter  tlie  nasal  cavity  under  the  upper  lip,  and  remove  the 
ascending  process  of  the  superi(n-  maxilla  (Denker's  method)  rather  than  to 
make  an  external  opening.  The  first  method  gave  admirable  access  to  the 
ethmoidal  mass  and  left  no  visil)le  scar.  When  chronic  ethmoidal  sup- 
puration was  combined  with  frontal  sinus  sup[)uration,  he  thought  that 
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it  was  daily  becomiug  more  feasible  to  relieve  and  cure  these  cases  by 
iutra-uasal  operation,  that  is,  removal  of  the  diseased  ethmoidal  cells, 
enlarijemeut  of  tiie  frouto-nasal  canal,  followed  l>y  irrii,Mtion  and  ultimate 
destructiou  of  the  degenerate  portion  of  the  lining  nnicous  membrane  of 
the  frontal  sinus  bv  the  use  of  strong  solutions  of  silver  nitrate. 

Mr.  JoBsoN  HoRNE  (Loudon)  thought  the  title  of  the  discussion 
might  lead  to  a  misconception.  For  their  own  purposes  the  title  was 
useful,  inasmuch  as  it  defined  the  scope  of  the  discussion,  but  in  the 
minds  of  otliers  it  might  create  the  impression  that  chronic  sup})urative 
etlnuoiditis  was  an  entity.  It  was  quite  evident  from  the  opening  ]ia[)ers 
that  tlie  sphenoidal  or  the  frontal  sinus,  or  both,  were  not  uncommoulv 
involved.  It  was  as  well,  therefore,  not  only  on  anatomical  and  develop- 
mental, but  also  on  clinical  grounds,  to  regard  the  frontal  and  sphenoidal 
sinuses  as  more  highly  developed  parts  of  the  ethmoidal  labvrinth.  He 
m-ged  the  use  of  X  rays  in  the  investigation  of  the  extent  of  the 
disease  and  of  the  presence  or  absence  as  well  as  of  the  size  and  situation 
of  the  larger  cells.  With  such  anatomical  vagaries  it  was  impossible  to 
define  any  routine  treatment ;  one  had  to  treat  the  individual  case.  He 
had  not  been  convinced  by  the  arguments  put  forward  in  favour  of 
e.xtreme  ineasures  being  immediately  adopted.  Personally  he  was 
opposed  to  operations  in  the  nasal  regions  which  were  not  carried  out 
under  ocular  insf)ection. 

Mr.  'WE.sTM.'i.coTT  (Manchester)  always  used  the  method  of  operation 
by  the  intra-nasal  route  described  by  Dr.  Hajek,  and  never  in  any  chronic 
disease  had  it  been  necessary  to  do  the  e.\terual  operation.  He  used 
general  anaesthesia,  and  removed  the  whole  middle  turbinal,  and  then 
broke  down  the  septa  of  the  labyrinth  with  the  hook  and  piuich  forceps. 
Tlie  nose  was  packed  with  gauze  steeped  in  liquor  hamamelidis  (B.P.)  for 
one  to  four  or  five  hours,  and  then  removed  without  renewal.  Daily 
lavage  and  applications  of  protargol-argyrol,  or  iodine  tincture,  and 
occasionally  pure  carbolic  acid.  He  would  like  to  know  how  Dr.  Hajek 
dealt  with  obstruction  by  the  septum ;  further,  could  he  explain  the 
occurrence  of  a  neuralgia  in  the  nas?J  pi'ocess  of  the  superior  maxilla 
which  was  occasionally  met  with  r  It  was  very  persistent.  He  agreed 
with  Mr.  Tilley  that  the  usual  British  patient  would  not  have  patience 
for  slow  methods.  He  had  also  found  the  sense  of  smell  return  after 
operation  and  not  in  others.  Why  was  this  ?  Was  it  ascending  degenera- 
tion of  the  nerve  or  mechanical  pressure  causing  death  of  the  nerve  ?  In 
other  cases,  even  with  complete  filling  of  the  nasal  cavity  with  hyper- 
trophies, there  was  no  anosmia. 

Dr.  Bronner  (Bradford)  was  in  favour  of  using  large  flat  forceps, 
rt'inoving  as  many  of  the  diseased  cells  as  possible  under  direct  examina- 
t  i<m,  and  to  try  and  get  permanent  free  drainage.  Lack's  operation  was 
useful  in  some  cases,  especially  when  the  patient  could  not  afford  the 
time  to  be  examined  and  ti-eated  frequently.  It  was  not  fair  to  describe 
it  as  the  operation  of  the  future. 

Dr.  William  Hill  remarked  that  there  were  probably  few  present 
who  had  performed  a  considei-able  number  of  ethmoidal  operations  of 
magnitude  who  could  claim  a  clean  record  as  regards  mortality.  Dr. 
Lack  had  not  shirked  tliis  question  of  slight  and  perhaps  unavoidabh^ 
risk.  He  was,  however,  not  quite  able  to  follow  Dr.  Lack's  line  of 
reasoning  when  he  advised  that  patients  over  fifty  with  ethmoidal 
disease  should  l)e  left  severely  alone  as  far  as  any  extensive  exenteration 
was  concerned,  holding  that  surgical  measures  in  such  cases  were  literally 
■■  surgical  interference,"  and  more  dangerous  than  the  neglected  disease. 
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Seeing  that  fatal  complications  were  usually  due  to  stirring  up  an  infected 
area  with  resulting  septic  meningitis,  and  not  to  shock  and  excessive 
bleeding,  which  two  latter  might  be  urged  as  a  contra-indication  to 
operation  in  those  past  middle  age,  he  doubted  if  the  slight  mortality 
from  iutra-cranial  septic  infection  would  be  found  any  greater  in  the  old 
than  in  the  young.  As  far  as  he  could  gather,  the  danger  of  subsequent 
fatal  septic  meningitis  bore  no  relation  to  the  magnitude  of  the  opei'atiou 
or  to  the  microbic  findings.  One  of  his  hospital  patients  had  died  from 
diffuse  meningitis  after  so  slight  an  opei'ation  as  removal  of  the  anterior 
extremity  of  the  middle  turbinal.  It  was  true  that  there  were  two  other 
unexpected  deaths  from  sepsis  in  the  same  wai'd  during  the  same  week. 
His  (the  speakers)  remarks  concerning  the  apparent  want  of  proportion 
between  the  magnitude  of  the  operation  and  the  risk  of  fatal  intra-cranial 
sepsis  were  not  intended  to  apply  to  operative  mishaps  where  the  cranial 
cavitv  was  accidentally  opened  up.  He  had  heard  much  of  the  danger  of 
injuring  the  cribriform  plate ;  as  a  matter  of  fact,  that  structure  was 
protected  by  its  high  position  above  the  extremely  narrow  highest  meatus 
and  was  extremely  diificult  to  get  at  if  fairly  large-sized  forceps  and 
curettes  were  used,  and  this  was  an  argument  against  the  small  cutting- 
forceps  advocated  by  Dr.  Watson-Williams.  Although  he  (the  speaker) 
usuallv  relied  on  the  method  of  operating  favoured  by  Dr.  Lack,  yet  he 
admitted  that  since  he  had  watched  Dr.  Watson- Williams  perform  his 
osteoplastic  operation  he  realised  that  that  procedure  was  the  ideal  one 
to  employ  in  sinusitis  in  which  there  Avas  not  only  extensive  ethmoidal 
disease,  but  also  involvement  of  the  frontal  and  sphenoidal  sinuses.  ■  By 
no  other  method  that  he  knew  of  could  such  an  extensive  exenteration  of 
the  diseased  sinuses  be  accomplished.  It  appeared  to  him  much  easier 
by  Watson- Williams's  operation  to  avoid  getting  out  of  bounds — for 
example,  entering  the  orbit  or  cranial  cavity.  As  to  Dr.  Ballenger's 
method,  the  drawback  to  an  operation  performed  from  behind  forwards 
was  that  it  was  a  blind  method,  and  its  successful  performance  depended 
on  the  sense  of  touch  and  accurate  direction ;  moi-eover,  in  using  a  single 
instrument,  cutting  not  only  vertically  but  also  transversely,  it  had  to  be 
borne  in  mind  that,  whilst  the  posterior  cells  were  wide  transversely,  the 
anterior  ones  were  often  extremely  narrow,  and  there  was  risk  of  opening 
•  the  orbital  cavity.  It  was  true  this  was  not  often  followed  by  serious 
results  if  the  periosteum  were  intact.  Dr.  Mosher's  modification  of  the 
intra-nasal  method  of  first  perforating  the  infundibulum  and  upper 
anterior  ethmoidal  cells  high  up  above  the  region  of  the  agger  nasi 
instead  of  the  usual  method  of  first  entering  the  bulla  (Killian)  seemed 
to  possess  the  theoretical  advantages  he  claimed  for  it  on  anatomical 
grounds,  and  he  (Dr.  Hill)  was  glad  to  hear  that  Dr.  Mosher  had  found 
no  great  ditticulties  in  successfully  putting  it  into  practice.  Their  object,  no 
doubt,  should  be  to  open  up  as  many  as  possible  infected  cells  which  were 
accessilile,  but  when  Dr.  Ballenger  and  others  used  the  expression,  "  com- 
plete ethmoitlal  exenteration,"  they  were  certainly  claiming  too  much  for 
operations  performed  through  the  nose ;  for  the  upper  ethmoid  cells  in 
some  instances  formed  a  quite  inaccessible  labyrinth  in  tlie  base  of  the 
skull,  exceptionally  permeating  the  wings  of  tlie  splienoid.  He  had  seen 
a  specimen  where  the  most  outlying  cell  was  quite  2  in.  distant  from  the 
nasal  cavity.  This  was  the  reason  why  even  a  very  extensive  exentera- 
tion often  resulted  in  relief  rather  than  cure,  and  it  was  rather  surprising 
that  their  necessarily  incomplete  operations  afforded  so  much  relief  as- 
they  usually  did. 

Prof.  Hajek,  in  reply,  stated   that,  of   course,  opinions  varied,  but 
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ho  lulheivcl  finnlv  to  the  piiuoi[ile  of  seeiug  evorvtliiiii^.  Ho  iulvocatod 
no  (loHnito  method  of  oponition,  for  most  ethmoids  difforod  ;  hut  he 
lioliovod  ill  removiii!^  middle  turbiuato,  and  then  dia<,'no.sod  as  to 
oxtont  of  trouble,  and  tlion  the  extent  of  Iiis  operative  pmcoiluio 
depended  upon  the  extent  of  llie  disease.  Dr.  Ballen<;er  did  not  de(«ire 
to  defend  his  teclmique.  but  his  experience  had  tauf^ht  liim  that  the 
better  the  drainage  the  less  the  danger  of  secondary  trouble. 
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Meeting  in  the  Royal  Infirmary,  Edinburgh,  November  30,  1912. 


Dr.  J.   S.   Fraser  in  the  Cluiir. 


Reported  hy  Dr.  W.   S.   Syme. 

The  Pathological  Changes  in  Various  Stages  and  Types  of 
Labyrinthine  Suppuration. — J.  S.  Fraser,  M.B. — Dr.  Fraser  gave  a 
lantern  demonstration,  showiuii*  serous  labyrinthitis,  fibriuo-piiruleut 
labyrinthitis,  pturulent  labyrintliitis  (manifest),  purulent  labyrinthitis 
(latent),  healed  labyrinthitis  (with  compensation). 

Malignant  Stricture  of  the  (Esophagus  ;  RemoYal  of  the  Disease 
by  External   Operation;    Patient   shown. — J.   S.    Fraser,   M.B. — 

Female,  aged  forty-uine,  had  complained  of  difficulty  in  swallowing  for 
four  years.  This  had  gradually  increased.  Fluids  could  be  swallowed 
readily.  She  had  no  pain.  There  was  no  bleeding.  She  was  getting 
thinner.     Laryngoscopy  showed  slight  swelling  of  the  arytsenoid  region. 

CEsophagoscopy  revealed  a  cauliflower-like  growth  of  pinkish  appear- 
ance in  the  hypo-pharynx  immediately  above  the  mouth  of  the  oesophagus. 
A  piece  of  the  tissue  was  removed  and  a  report  of  papilloma  was  given. 
The  clinical  appearances,  however,  made  a  diagnosis  of  malignancy  highly 
probable.  Mr.  J.  W.  Struthers,  on  October  21,  performed  cesophagec- 
tomy  at  Leitli  Hospital,  removing  about  an  inch  and  a  half  of  cervical 
oesophagus.  This  area  contained  a  large  circular  ulcer  which  had 
rrictured  the  tube  ;  no  glands  could  be  seen  or  felt.  The  lower  cut  end 
<-f  the  oesophagus  was  stitched  to  the  skin  incision,  and  the  patient  was 
fed  in  this  way. 

Malignant  Stricture  of  the  CEsophagus:  Removal  of  the 
Disease  by  External  Operation.— A.  Logan  Tu  ner,  M.D.— Female, 
aged  thirty-seven,  was  referred  for  examination  by  Mr.  Wallace  in 
November,"  1910.  She  complained  of  ditticulty  in  swallowing,  first 
noticed  eleven  months  before.  She  dated  her  symptoms  as  arising  after 
a  fish-bone  had  stuck  in  her  throat  for  three  days.  Ditficidty  in 
swallowing  solid  food  Avas  first  noticed,  and  it  became  necessary  to  have 
the  food  finely  minced.  Swallowing  was  accompanied  by  pain  located  to 
a  spot  behind  the  larynx.  Examination  of  the  upper  air-passages 
revealed    nothing  abnormal.     CEsophagoscopy,  under    local   aniestliesia, 
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clemonstrateJ,  behind  the  cricoid  cartilage,  a  fleshy  lookincf  vascular 
infiltration  on  the  posterior  wall  of  the  gullet,  the  most  prominent  edge 
of  "vvhich  was  covered  with  a  white  slough.  No  attempt  was  made  to 
pass  the  tube  through  the  stricture,  but  a  piece  of  tissue  was  removed. 
Microscopic  examination  showed  it  to  be  a  squamous  epithelioma.  Mr. 
Wallace  removed  the  diseased  area  tln-ough  an  incision  on  the  left  side  of 
the  neck,  and  introduced  a  tube  through  which  the  patient  has  since  been 
fed.     The  patient  is  well  two  years  after  the  operation. 

Dr.  Porter  asked  if  one  was  justified  after  oesophagoscopy  in 
advising  operation  if  the  instrument  could  not  be  passed  through  the 
stricture.  He  had  seen  a  case  operated  on  under  these  circumstances  and 
the  tumour  removed,  and  then  on  attempting  to  pass  a  bougie  into  the 
stomach  a  second  portion  of  disease  was  found  below  the  first  behind  the 
sternum,  and  quite  beyond  the  reach  of  the  surgeon. 

Dr.  Logan  Turner  remarked  that  a  bismuth  meal  and  X-ray  photo- 
graph might  have  overcome  the  difficulty  in  Dr.  Porter's  case. 

Dr.  Fraser  said  in  his  case  the  direct  examination  was  very  mislead- 
ing. A  cauliflower-like  growth  was  seen  in  the  hypo-pharynx  ;  two  small 
pieces  removed,  and  microscopical  examination  showed  it  to  be  papilloma. 
If  they  had  relied  on  the  microscopic  examination  alone  and  not  on  the 
clinical  signs  it  was  probable  that  oesophagectomy  would  not  have  been 
done.  The  specimen,  removed  by  operation,  showed  that  the  case  was 
one  of  epithelioma. 

Nasal  Accessory  Sinus  Disease .  Report  on  76  Consecutive 
Operations  on  the  Nasal  Accessory  Sinuses  (11  fronto-ethmoidal. 
52  antral  and  antro-ethmoidal,  3  ethmoidal,  6  sphenoidal  and 
spheno-ethmoidal,  4i  dentigerous  cysts). — J.  S.  Fraser,  M.B.,  and 
Raymond  Yerel,  M.B.^ 

Dr.  Syme  dealt  with  ethmoidal  disease  by  means  of  the  ring  curette 
in  the  way  advocated  by  Lack.  He  thought  this  method  more  radical 
and  the  results  more  satisfuctory  than  those  olrtained  by  Luc's  or  other 
foi-ceps. 

Dr.  Adam  considered  the  rash  to  which  Dr.  Fraser  referred  as  septic. 
In  one  case  of  double  antral  suppuration  the  rash  occurred  twice ;  the 
septic  absorption  seemed  to  be  promoted  by  the  application  of  adrenalin. 

Dr.  Logan  Turner  was  interested  in  Dr.  Syme's  experience  of  Lack's 
method ;  it  was  an  operation  which  he  did  not  care  to  do.  He  would 
prefer  to  operate  upon  the  ethmoid  by  an  external  operation,  especially 
if  there  was  suppuration. 

Dr.  Brown  Kelly  said  that  a  surgical  rash  was  a  recognised  compli- 
cation as  well  as  a  variety  of  scarlet  fever  following  operations.  Almost 
thirty  years  ago  his  father  wrote  a  paper  on  traumatic  scarlet  fever,  and 
reported  several  cases  in  children  in  which  scarlet  fever  had  developed 
within  fifty  hours  of  receiving  a  head  injury.  There  had  been  no  exposure 
of  the  patients  to  infection  and  subsequently  none  of  the  other  members  of 
their  families  developed  the  disease.  Ten  years  ago,  also,  Wyatt  Wingrave 
wrote  a  paper  on  tonsillotomy  rash;  he  had  twenty-six  cases  in  seven 
years.  Three  of  these  proved  to  be  scarlet  fever  and  one  diphtheria. 
The  remainder  were  simple  non-specific  cases.  In  reply  to  Dr.  Fraser's 
query  Dr.  Kelly  remarked  that  his  experience  was  that  these  cases  do 
desfjuamate. 

i)r.  Mackenzie  Booth  said  that  some  cases  he  had  seen  did  not 
desquamate. 

'  See   JouKN.  OF  Laryngul.,  Rhinol.,  and  Otol.,  February,  191.3,  p.  69. 
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l>r.  Phaser  asked,  as  a  practical  point.  Was  it  lu'ccs^arv  tu  send  tliese 
patients  to  the  Fever  Hospital  r 

Dr.  MiLLiGAN  liad  seen  four  cases  of  tonsillotomy  rasli.  aiul  had  taken 
the  responsibility  of  not  sending-  the  patients  away  from  home.  In  no 
case  did  scarlet  fever  develop,  but  in  each  there  was  a  verv  line  desiiuii- 
niation.  much  finer  than  in  scarlet  fever ;  no  one  else  fjot  scarlet  fever 
from  them.      He  considered  the  rash  was  a  manifestation  of  sepsis. 

Dr.  Kelly  remarked  that  Dr.  Fraser  apparently  had  no  cures  aftei- 
exploratory  washing  of  the  antrum.  Every  year  he  had  several  i-ases 
which  were  cured  merely  by  washing  out  two  or  three  times  throu<di 
Lichtwitz's  cannula.  Dr.  Fraser  had  performed  the  alveolar  operation  in 
two  cases,  i.  e.  iu  4  per  cent.  The  question  of  the  relative  frequency  of 
the  nasal  and  dental  origin  of  antral  suppuration  no  one  could  decide, 
I>ut  -i  per  cent,  as  of  dental  origin  seemed  to  him  uudoubtedlv  low.  He 
woidd  like  to  know  the  opinion  of  the  members  as  to  whii-h  method  was 
best.  He  had,  of  coiirse,  frequently  used  the  intra-nasal  operation,  but 
had  uot  found  it  better  than  the  alveolar  one ;  wdien  the  latter  did  not 
succeed  he  went  on  to  the  CaldAvell-Luc  operation. 

Dental  Surgery  in  its  relation  to  Rhinology;  illustrated  by 
Lantern-slides. -J.  H.  Gibbs,  L.D.S.,  F.R.C.S.E.  (This  paper 
appears  at  ji.  lob  of  the  present  is.sue  oi  the  Journal  of  Laeyngology, 

IiHINOLOGY',  AND  OtOLOGY.) 

Lantern  Demonstration,  exhibiting  the  production  of  both 
Congenital  and  Post-natal  Deafness  by  Congenital  Syphilis  ; 
Family  Trees  shown. — J.  Kerr  Love,  M.D.,  and  Carl  H.  Browning, 

M.D. — Dr.  Love  said:  In  many  of  the  laniilies  the  Wasserniann  test 
has  been  carx-ied  out  iu  every  living  child,  and,  wherever  possible,  the 
mother  has  been  included.  In  one  or  two  cases  the  blood  of  the  father 
has  also  been  tested.  In  some  families,  because  the  members  are 
scattered,  a  complete  Wassermann  test  has  been  impossible,  and  in  some 
the  same  result  has  been  due  to  refusal  to  have  the  test  applied.  But  in 
no  case  is  the  diagnosis  of  syphilis  in  any  doubt.  This  is  surely  a 
remarkable  group  of  families.  In  twenty-one  families  there  are  172 
pregnancies ;  there  are  30  miscarriages  or  stillborn  children ;  including 
these  there  are  7b  deaths,  nearly  all  in  the  first  or  second  year ;  and,  in 
addition  to  these,  there  ai-e  31  deaf  or  deaf  and  blind  children.  There 
remain  66  living  children,  of  whom  many  are  known  to  have  been  born 
before  the  poison  entered  the  parental  blood.  As  a  rule  I  have  called 
the  66  living  children  healthy,  but  by  this  tei'm  I  mean  only  that  they 
are  not  blind  or  deaf.  Many  of  them  are  not  healthy,  and  more  will 
become  unhealthy,  because  the  poison  has  been  shown  to  be  in  their 
blood.  Nearly  two  thirds  of  the  children  are  dead,  or,  if  they  are  alive, 
are  deaf  or  blind,  or  both,  and,  w'ith  a  few  exceptions,  there  are  no  adults 
iu  the  families.  In  many  of  the  families  one  or  more  deaths  from 
meningitis  have  occurred.  It  is  doubtful  if  any  disease,  even  tuberculosis, 
is  so  destructive  of  child  life  or  so  disastrous  to  child  health  as  syphilis. 
Tuberculosis  may  appear  in  a  larger  number  of  families,  although  even 
this  may  be  doubtful.  By  far  the  commonest  cause  of  death  amongst 
these  young  children  is  meningitis,  or  some  form  of  head  affection, 
going  under  the  name  of  tits,  convulsions,  etc.  Is  there  uot  here  a 
partial  explanation  of  the  great  number  of  deaths  from  meningitis  ?  Au<l 
yet  this  disease  (syphilis),  so  destructive  to  child  life  and  so  disastrous  to 
child  health,  is  not  notifiable,  and  amongst  the  poor  is  hardly  ever  treated. 
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The  conclusions  whicli  may  fairly  be  drawn  from  a  study  of  these  trees  are, 
I  think,  as  follows  : 

(1)  Syphilis  is  the  cause  of  a  very  high  death-rate  amongst  the  young 
■children  of  parents  aif  ected  with  the  disease. 

(2)  Syphilis  is  a  common  cause  of  deafness  and  blindness  amongst 
these  children,  these  symptoms  coming  on  most  commonly  during  the 
school  period. 

(8)  Syphilis  is  a  cause  of  congenital  deafness  amongst  these  children — 
a  fact  which  has  often  been  suspected,  but,  as  far  as  I  know,  has  not 
hitherto  been  proved. 

(4)  There  is  a  meningitis  of  congenital  syphilis  causing  a  high  death- 
rate,  and  a  deafness  rate  which  cannot  at  present  be  estimated.  The 
application  of  the  Wassermann  test  during  the  course  of  the  meningitis 
of  young  children  would  almost  certainly  discover  the  syphilis  cases. 
Whether  syphilitic  meningitis  is  clinically  separable  from  tuberculous 
meningitis  and  sporadic  cerebro-spinal  fever  or  not,  it  is  almost  certain 
that  it  often  goes  by  these  names. 

Dr.  Browning  said,  in  a  certain  number  of  cases  of  sporadic  con- 
genital deafness  a  strong  positive  Wassermann  reaction  has  been  obtained, 
or  a  weak  positive  result  in  the  patient  has  been  associated  with  a 
marked  positive  reaction  either  in  a  parent  or  in  a  brother  or  sister  : 
these  results  furnish  an  undoubted  jjroof  of  the  presence  of  s^'philis  in 
the  affected  families.  The  fact  that  in  one  instance  the  existence  of 
syphilitic  infection  has  been  detected  by  a  positive  Wassermann  reaction 
in  only  one  child  out  of  a  family  of  seven,  four  of  the  five  children  of 
Avhich  are  cougenitally  deaf,  but  present  no  signs  of  disease,  shows  that 
we  are  dealing  in  these  cases  with  syphilis  in  a  relatively  inert  form — an 
expiring  syphilis  apparently.  When  considering  the  aetiology  of  sporadic 
congenital  deafness  in  the  light  of  the  Wassermann  reaction  it  is  neces- 
sary to  bear  in  mind  exactly  what  information  this  test  affords.  A 
positive  reaction  is  the  rule  when  there  are  signs  of  active  disease  due  to 
a  wide  dissemination  of  the  causative  agents  tliroughout  the  body  ;  on 
the  other  hand,  when  the  disease  has  become  latent  or  where  the  activity 
of  the  parasites  is  limited  to  a  small  area  the  reaction  is  negative  in  fully 
50  per  cent,  of  cases.  Thus  a  negative  reaction  cannot  be  taken  as  a 
complete  proof  that  syphilis  is  absent,  it  may  equally  Avell  occur  when  a 
once  active  infection  has  become  dormant.  Now,  in  cases  of  sj^oradic 
congenital  deafness  the  damage  has  been  done  befoi'e  birth,  and  the  fact 
that  further  signs  of  di.sease  have  not  manifested  themselves  at  any  time 
in  other  organs  shows  that  there  has  been  no  marked  wide-spread  activity 
of  tlie  causal  agent.  Since,  then,  the  active  disease  process  has  come  to 
an  end  before  l)irth,  and  the  patients,  otherwise  apparently  liealthy,  have 
not  been  examined  till  many  years  later,  it  is  not  surprising  that  the 
proportion  of  positive  reactions  is  comparatively  small.  In  a  number  of 
sporadic  ccmgenitally  deaf  patients  doubtful  reactions  have  also  been 
obtained.  Such  reactions  taken  by  themselves  would  probably  have  no 
positive  import,  but  supposing  they  had  occurred  in  patients  who  had 
been  treated  with  the  specific  remedies  for  a  kno\vn  syphilitic  infection 
they  would  have  been  taken  as  a  sign  that  the  infection  was  still  present, 
although  in  an  attenuated  form.  Similarly  the  not  infrequent  occurrence 
in  deaf  cases  of  these  suspicious  reactions,  which  in  tables  cannot  justifi- 
ably be  classed  except  as  negative,  when  taken  along  with  the  definite 
positive  results  mentioned  above  is  highly  suggestive.  Thus  the  results, 
as  a  whole,  indicate  that  syphilis  is  the  causal  factor  in  a  considerable 
number  of  cases  of  sporadic  congenital  deafness,  and  justify  the  conclu- 
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siou  that  the  part  which  syphilis  plays  in  the  jii-odiiclioii  of  this  condition 
may  be  much  sj^reater  than  can  ho  detcctod  \>y  sucli  a.  method  as  tlio 
Wassermaun  test,  carried  out  at  a  date  long  after  the  disease  has  ceased 
to  be  active. 

Dr.  Mackenzie  Booth  asked  whether  salvarsau  had  l)een  tried  in 
syphilitic  deafness  of  the  chronic  catarrhal  variety. 

Dr.  Keku  Love  replied  that  in  the  cases  of  congenital  sy])hilis  under 
discussion,  salvarsau  siddo  n  or  never  produced  the  slightest  ini])rov('nit'nt 
in  the  deafness.  A  large  proportion  of  the  cases  had  been  treated  in  tl:e 
Royal  Intirniary,  Glasgow,  and  this  hail  been  the  result  as  regards  the 
deafness,  although  syphilitic  mauifestatious,  such  as  iin  ulcer  of  the 
throat,  might  be  improved. 

Large  Keloid  involving  Scar  after  the  Mastoid  Operation.— 
A.  Logan  Turner,  M.D.— Boy,  aged  ten.  In  September,  1908,  the 
complete  mastoid  operation  was  performed  on  the  right  ear.  Primary 
union  of  superficial  wound.  In  January,  1911,  he  i-eturned  to  hospital 
with  a  large  keloid  in  the  situation  of  the  old  incision.  This  was  cut 
out  ;  primary  union.  In  July,  1912,  a  lai-ger  keloid  than  before  is  present. 

Dr.  MiLLiGAN  drew  attention  to  the  fact  that  Dr.  Logan  Turner  had 
given  no  theory  as  to  the  production  of  these  keloids.  They  were  verv 
curious  and  interesting  cases.  He  did  not  know  whetlier  Dr.  Logan 
Turner  had  read  a  paper  by  Dr.  Senn,  of,  he  thought,  Chicago,  who 
advanced  the  theory  that  these  keloids  were  due  to  locked-up  micro- 
oi'gauisms.  Thei'e  might  be  something  in  the  theory.  He  (Dr.  MilHoau) 
had  a  case  a  year  ago  in  which  a  large  keloid  foimed—  not  su<h  a  good 
specimen  as  that  shown—  cpiite  as  big  as  the  end  of  the  thumb,  and  more 
over  the  mastoid  process.  It  was  excised  quite  widely,  but  the  patient 
turned  up  at  the  hospital  a  short  time  ago  because  of  a  return  of  the 
keloid.  He  did  not  think  that  that  could  have  been  a  case  in  which  the 
micro-organisms  had  been  locked  up  a  second  time,  because  care  was 
taken  to  go  absohitely  down  to  the  bone.  The  other  theory  was  that  it 
was  due  to  the  mobility  of  the  platysma  muscle.  Had  Dr.  Tuniei-  any 
theory  as  to  the  production  of  these  keloids,  and  any  proposal  in  order  to 
prevent  their  recurrence  V 

Dr.  Logan  Turner  could  not  throw  any  light  on  the  origin  of  keloids. 
The  interest  of  his  case  lay  in  the  fact  that  it  was  a  second  recurrence. 
He  certainly  would  not  lemove  it  again.  The  oftener  the  keloid  was 
removed,  the  more  likely  it  was  to  return.  That  jDoint  was  rather  against 
Senn's  theory. 

Dr.  Mackenzie  Booih  said  that  some  years  ago,  when  the  X-rays 
were  first  introduced,  he  had  seen  one  case  improved  by  their  use. 

Sarcoma  of  the  Left  Tonsil  in  a  Young  Man.— A.  Logan 
Turner,  M.D. — Male,  aged  nineteen.  First  felt  some  discomfort  (m  the 
left  side  of  his  throat  two  months  before  he  was  examined.  Since  then 
he  noticed  a  gradually  increasing  thickness  in  his  speech.  He  suffered 
no  pain,  and  he  gave  no  history  of  previous  sore  throats.  Examination 
early  in  July,  1912,  showed  the  left  tonsillar  fossa  occupied  by  a  large 
swelling  projecting  upwards  into  the  soft  palate  in  the  position  of  the 
upper  pole  of  the  tonsil,  while  below  and  internally  it  crossed  the  mesial 
plane  ;  pink  in  appearance,  it  was  covered  by  smooth  mucous  membrane 
withoiit  any  area  of  ulceration.  It  was  firm  to  the  touch,  evidently 
encapsulated,  permitting  of  a  limited  degree  of  mobility.  The  posterior 
pillar  was  concealed  from  view,  but  the  anterior  pillar,  clearly  defined, 
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was  pushed  forwards.  There  were  no  enlarged  glands.  The  diagnosis 
of  a  simple  tmnour  was  made.  IJiider  local  anaesthesia,  and  with  scissors 
and  snare,  it  shelled  out  readily  with  the  exception  of  a  limited  area  of 
adhesions.  (Sections  shown.)"  The  pathologist  reported  the  tissue  to  be 
sarcomatous.     No  recurrence  at  this  date. 

Dr.  Porter  said  the  peculiarity  was  that  there  was  no  infiltration. 

Dr.  GrARDiNER  Said  a  sarcoma  could  usually  be  shelled  out  much  more 
easily.     Here  there  was  no  infiltration  of  the  surrounding  tissue. 

Dr.  Logan  Turner  remarked  that  the  encapsulated  appearance  was 
very  striking  ;  he  never  suspected  sarcoma  ;  the  tumour  certainly  did  not 
suggest  it.  Should  the  condition  recur,  it  might  be  Aviser  to  do  an 
extei'nal  operation. 

Four  Cases  of  Lupus  of  the  Nasal  Mucous  Membrane  treated 
with  Nascent  Iodine  (Pfannenstiel's  Method).— A,  Logan  Turner, 

M.D. — Sodium  iodide  was  administered  in  small  doses  at  first,  and  at  the 
end  of  one  week  the  patients  were  taking  30  gr.  in  twenty-four  hours. 
At  this  stage  the  nasal  cavities  were  carefully  cleansed  and  then  packed 
with  strips  of  sterilised  gauze.  The  patients  were  then  provided  with 
medicine  droppers  and  a  solution  of  hydrogen  peroxide  containing  a 
small  quantity  of  hydrochloric  acid  and  perchloride  of  iron.  They  were 
instructed  to  keep  the  plugs  constantly  moist  by  dropping  in  the  solution. 
The  plugs  were  changed  at  intervals.  Although  the  treatment  was  irk- 
some, it  was  willingly  persevered  with,  the  patients  being  encouraged  to 
do  so.     Treatment  by  other  methods  had  not  proved  very  satisfactory. 

Dr.  Fraser  Avanted  to  know  how  this  method  of  Pfannenstiel's  acted. 
Did  it  liberate  nascent  iodine  or  ozone  ?  He  had  used  the  treatment  in 
tuberculous  disease  of  the  ear  after  the  radical  mastoid  operation  and 
found  it  do  exceedingly  well. 

Dr.  J.  D.  LiTHGOW  said  he  believed  Pfannenstiel's  explanation  as  to 
the  action  in  question  was  that  the  loose  molecule  of  oxygen  in  the 
peroxide  of  hydrogen  applied  locally  was  separated  when  this  solution 
came  into  contact  with  the  sodium  iodide  circulating  in  the  tissues,  with 
the  result  that  this  salt  was  broken  up  and  the  nascent  iodine  attacked  the 
tubercle  bacillus. 

Dr.  Logan  Turner  said  Pfannenstiel  used  ozone,  but  by  the  improved 
method  —  Strandberg's  method  —  hydrogen  peroxide  was  foi;nd  more 
useful.  The  patient  had  been  seen  lately  ;  the  man  showed  some  recur- 
rence ;  he  had  had  no  treatment  since  July.  The  method  was  not  of  value 
in  treating  lupus  of  the  skin.  The  comparatively  rapid  way  in  which  the 
lesion  clears  up  was  most  striking. 

Treatment  of  the  Bone  Cavity  after  the  Radical  Mastoid  Opera- 
tion with  Scarlet-Red.  -  T.  W.  E.  Ross,  M.D.'— A  series  of  fifteen 
cases  had  lieen  experimented  on.  An  8  })er  cent,  ointment  of  scarlet-red 
in  vaseline  was  used.  After  being  melted  to  the  liquid  state  narrow 
sterile  strips  of  ribbon  gauze  were  dipped  in  it,  and  these  were  used  to 
pack  the  wound.  This  dressing  Avas  commenced  in  fiA^e  cases  after  the 
removal  of  the  first  dressing  of  iodoform  Avorsted,  five  days  after  the 
operation;  that  is  to  say,  the  scarlet  red  was  used  before  gnuuilatious 
had  formed.  In  ten  cases  tlie  scarlet-red  Avas  not  applied  until  after  the 
bone  surface  Avas  covered  Avith  granulaticms,  bismuth  gauze  being  used 
for  two  or  three  dressings  in  the  first  instance.  Tiie  second  method  Avas 
'  This  paper  will  .appear  in  extenso  in  a  later  issue  of  the  Joukn.  of  Labyngol, 
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reofar.k'd  us  the  more  satisfactorv.  lu  the  majority  of  the  cases  the 
scarlet-red  was  removed  after  tweuty-four  hours/ sterile  jrauze  aud 
eucalyptus  vaselme  being  substituted  for  a  period  of  twenty-t^)ur  hours 
lu  the  remainder  the  scarlet-red  was  left  for  forty-eight  hours,  and  then 
a  packmg  of  bismuth  gauze  substituted  for  twentv-four  hours.  This 
treatment  was  continued  until  epithelialisation  was  complete  The 
average  time  for  epithelialisation,  irrespective  of  the  exact  metliod 
followed,  was  thirty-six  days  from  the  date  of  the  operation.  In  the 
majority  of  the  cases  the  bearing  was  improved.  The  method  requires 
very  careful  supervision. 

Dr.  Thoivtas  Baur  was  sure  everybody  was  desirous  of  more  light  on 
the  after-treatment  of  the  radical  mastoid  operation.  On  examinin«-  the 
five  cases  shown  he  felt  that  they  were  somewhat  disappointing.  In  three 
at  least  there  was  distinct  evidence  of  discharge;  the  patients  were 
syi-mging  daily,  and  he  supposed  it  was  five  or  six  months  since  the 
operation.  He  was  afraid,  therefore,  that  one  had  not  been  very  much 
helped  by  these  cases  or  encouraged  to  try  the  scarlet  red.  These  cases 
brought  back  to  his  mind  the  proposarwhich  was  made  at  the  meeting 
a  year  ago,  that  it  Avould  be  well  to  take  up  such  a  subject  as  "  the  present 
position  of  the  radical  mastoid  operation,  its  technique,  its  after-treat- 
ment, and  its  results,"  now  that  they  had  had  experience  of  the  present 
operative  methods  for  a  good  many  years.  This  would,  he  thought,  be 
an  excellent  subject  for  a  meeting  entirely  devoted  to  it.  One  would  like 
to  see  the  results  in  a  series  of  consecutive  operations,  not  in  selected  ones. 
Dr.  J.  D.  LiTHGOw  said  the  large  size  of  the  cavitv  in  Dr.  Ross's 
cases,  although  due  in  part  to  the  rapid  epithelialisation  favoured  by  the 
scarlet-red  preparation  was  principally  due  to  the  packing  of  the  ear.  In 
his  experience  the  preparation  of  scarlet-red  in  vaseline  was  undoubtedly 
more  efficient,  as  the  vaseline  alone  caused  a  distinct  increase  in  the  rate 
of  epithelialisation,  though  of  course  not  so  marked  as  when  the  scarlet- 
red  was  added  to  it.  They  would  find  abstracts  of  the  literature  on  this 
subject  in  Mercies  Annual. 

Dr.  MiLLiGAN  thought  the  question  was — Did  scarlet-red  stimulate 
epithelialisation  or  did  it  not  ?  Take,  for  instance,  an  ulcer  on  the  leg  : 
dress  that  ulcer  with  scarlet-red  and  another  ulcer  with  something  ek^  ■ 
nobody  who  had  watched  the  eft'ect  of  scarlet-red  could  doubt  that" it  did 
promote  epithelialisation,  but  how  it  did  so  he  had  not  the  slightest  idea. 
Coming  to  the  ear,  the  question  was,  Did  it  allow  the  epithelialisation  to 
be  more  quickly  affected  than  by  other  methods  of  treatment?  He 
thought  the  first  thing  to  be  considered  was,  was  the  Eustachian  tube 
closed  absolutely  ?  In  one  of  the  cases  he  had  seen  to-day  the  Eustachian 
tube  was  not  thoroughly  closed.  There  were  other  preparations  that  had 
precisely  the  same  effect  as  scarlet-red.  He  first  used  scarlet-red  some 
five  years  ago  ;  he  still  used  it,  and  always  used  a  4  per  cent,  solution  in 
olive  oil.  He  waited  until  the  wound  was  covered  with  granulations  aud 
then  applied  scarlet-red.  Certainly  the  result  could  not  be  due  to 
packing,  because  he  had  eliminated  that;  the  omission  of  packing 
materially  expedited  healing.  In  a  case  a  few  Aveeks  ago,  where  the  whole 
ear  was  taken  off  for  extensive  malignant  disease,  where  the  wound  was 
as  big  as  the  palm  of  the  hand,  there  was  a  healthy  granular  surface,  and 
in  a  fortnight  it  was  absolutely  epithelialised.  He  thought  scarlet-red 
an  excellent  thing  to  use,  and  had  formed  the  impression  that  it  also 
kept  the  wound  clean. 

Dr.  Logan  Turner  quite  agreed  that  the  results  in  the  cases  .shown 
were  disappointing ;  out  of  six  there  were  only  two  healed.     He  would 
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like   very  niucli  to  know  how  Dr.   Milligau    got  his   Eustachian  tubes 
closed. 

Dr.  MiLLiGAN  admitted  it  was  a  difficult  thing,  but  essential. 

Dr.  Logan  Turner  agreed  that  it  was,  with  or  without  scarlet-red. 


Jibstrai't.'j. 

PHARYNX. 

Place,  E.  H. — The  Bacteriologic  Diagnosis,  Intubation,  and  Antitoxin 
Treatment  of  Diphtheria.  •'  Boston  Med.  and  Surg.  Journ.," 
September,  1912. 

When  diphtheria-like  organisms  are  found  in  false  membranes  the 
case  is  almost  invariably  one  of  true  diphtheria.  In  aural  or  nasal  dis- 
charges, however,  the  chance  of  error  is  much  greater.  Hoffman's 
bacillus,  the  xerosis  bacillus,  and  B.  pyocyaneiis  are  all  frequently  con- 
founded with  B  diphtherue,  the  relationship  of  the  various  diphtheroid 
bacilli  being  still  a  matter  of  doubt.  Strictly  speaking,  therefore,  the 
virulence  test  remains  the  only  way  of  proving  the  diphtheria  bacillus. 

Like  most  Americans  the  author  is  a  strong  believer  in  intubation, 
and  only  resorts  to  tracheotomy  when  respiration  has  absolutely  failed. 
Plugging  of  the  tube  is  found  to  be  a  rare  accident ;  out  of  414  cases  of 
death  referred  to  laryngeal  obstruction  in  which  intubation  had  been 
performed,  76  per  cent,  died  from  pneumonia,  20  per  cent,  from  the 
extension  of  the  membrane  into  the  lung,  and  only  1  per  cent,  from 
plugging  of  the  tube. 

Tlie  frequency  of  pneumonia  in  cases  of  severe  obstruction  makes  it 
evident  tliat  it  is  of  the  greatest  importance  that  early  relief  should  be 
given ;  stridor,  marked  retraction,  or  use  of  the  accessory  muscles  are 
considered  indications  for  intubation  even  in  absence  of  cyanosis. 

The  early  administration  of  antitoxin  is  strongly  urged,  and  large, 
even  heroic  doses  are  recommended.  "  The  first  dose  should  be  as  large 
as  the  physician  can  decide  is  necessary,  and  intervals  of  twenty-four 
hours  should  not  be  allowed  to  elapse  before  the  next  if  there  is  any 
doubt  of  its  sufficiency." 

The  autlior  finds  it  occasionally  necessary  to  give  as  much  as  from 
400,000  to  500,000  units.  Anaphylaxis  is  extremely  rare,  but  whenever 
there  is  the  slightest  fear  that  serum  will  prove  dangerous,  an  infini- 
tesimal dose  should  first  be  injected.  If  no  ill-effects  appear  after  a 
short  time  the  regular  dose  may  be  given.  Kmndes  lienshaw. 


i.\ 


LARYNX. 

Horn,  Henry.— Palliative  Treatment  of  Terminal  Laryngeal  Tuber- 
culosis. "  Journ.  Amer.  Med.  Assoc,"  September  7,  1912. 
The  marked  benefit  resulting  from  injecting  alcohol  (3  to  5  c.c.  of 
85  per  cent,  solution)  into  the  superior  laryngeal  nerve  in  tuberculosis  of 
the  larynx  is  the  subject  of  a  paper  in  which  the  results  Avere  reported  in 
ten  terminal  cases,  all  but  three  of  which  showed  extensive  ulceration. 
The  results  in  seven  of  the  cases  was  ideal,  the  pain  and  dysphagia  being 
completely  relieved.  The  failure  in  the  other  three  was  attributed  to 
either  faulty  teclinique,  or  the  fact  tliat  the  epiglottis  was  involved,  in 
whicii  case,  owing  to  its  different  nerve  supply,  no  improvement  was  to 
be  expected.  '  Birkett  {Rogers). 
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Fetterolf.  G.  -The  Eelief  of  Pain  in  Advanced  Tuberculosis  of  the 
Larynx  by  means  of  Injections  of  Alcohol  into  the  Internal 
Laryngeal  Nerve.  •'  .Vunals  of  Otol.,  Kliinol.,  ;iu<l  li;iiviii.,'()l.," 
vol.  xxi,  p.  \-29. 

Gives  the  history,  surij;ical  anatomy,  teolmii|ue,  danj^ers,  and  a  table 
of  twenty-tive  cases.  The  author  concludes  that  this  method  has  a 
distinct  place  iu  the  treatment  of  inoperable  cases.  It  is  a  procedure 
requiriug  no  special  apparatus  or  training,  is  not  hazardous  or  dangerous, 
is  not  seriously  painful,  can  b3  repeated,  and  any  untoward  effects  which 
can  be  produced  are  but  temporary.  In  the  large  majority  of  cases  pain 
is  relieved  instantaneously,  deglutition  becomes  easier,  and  a  greater 
amount  of  rest  and  sleep  is  secured.  Macleod   Yearsley. 

Abrahams.  A. — Septicaemia  following  Septic  Laryngitis.  "  Lancet." 
August  -24,  lit  12.  p.  rA-1. 

Man,  aged  forty-five,  stout,  plethoric,  and  over  eighteen  stone, 
suddenly  attacked  with  stridor  and  dyspnoea.  Larynx  markedlv  infl;imed 
and  oedeniatous,  oedema  of  hands  and  feet  ;  epithelial  casts  and  01  per 
cent,  of  all)umen  in  urine.  Culture  yielded  B.  pnenmococci.  Improved 
in  urgent  symptoms  after  admission,  and  prepared  to  leave  hospital  on  fifth 
day.  On  the  sixth  day,  however,  temperature  rose  to  102°  F.,  and  twenty- 
fours  hours  later  to  1(34"6^,  with  marked  rigor.  Rigors  occurred  irregu- 
laidy  for  five  days,  and  an  abscess  formed  in  the  right  subacromial  bursa, 
which  was  opened  and  drained.  The  pus  showed  short-chain  streptococci. 
A  vaccine  was  administered,  but  death  ensued  thirty-four  days  after  the 
first  onset  of  dyspnoea.  Post-mortem  examination  showed  oedema  laryugis, 
large  vegetations  on  tricuspid  valve,  septic  infarcts  in  both  upper  lobes 
of  the  lungs.     The  heart's  blood  contained  sti'eptococci- 

Macleod  Yearsley. 

NOSE. 

Richter,  Ed. — A  Forceps  for  widening  the  Olfactory  Fissure.  "  Zeitschr. 
f.  Ohrenheilk.,"  Bd.  Ixiv,  No.  4. 
In  order  to  avoid,  if  possible,  the  resection  of  the  middle  turbinate  in 
order  to  reach  the  sphenoidal  sinus  in  cases  of  sphenoidal  sinus  suppura- 
tion, the  writer  has  designed  a  pair  of  foi'ceps.  The  two  nasal  ends  of 
the  forceps  consist  of  two  flat  parallel  plates  which  can  be  separated  from 
one  another  when  introduced.  Some  amount  of  force  may  be  used,  and 
the  ethmoidal  cells  are  felt  to  break  and  flatten  out.  If  the  ethmoidal 
cells  are  very  large  these  are  broken  first  with  crushing  forceps  ;  in  this 
■way  the  ostium  of  the  sphenoidal  sinus  is  able  to  be  seen  or  probed.  In 
order  to  open  the  sinus  the  writer  employs  Hajets  hook,  as  he  has  found 
that  most  of  the  forceps  or  punches  made  are  too  large  for  the  purpose. 

Lindley  Sewell. 

Onodi.  A.  (Budapest).— The   Relationship   of  the   Tear-Sac  and  Duct 

to  the  Accessory  Sinuses  and  Nares.     "  Monats.  f.  Ohrenheilk." 

Year  46,  No.  4. 

A  most  elaboi'ate  and  embracive  article  in  two  parts — the  first  dealing 

with  the  subject  from  its  anatomical,  and  the  second  from  its  clinical 

aspect — illustrated  with  43  excellent  plates. 

The  first  part,  as  its  description  implies,  consists  in  a  detailed  review 
of  the  lachrymal  fossa  and  tear-duct  largely  by  means  of  figures  taken  from 
actual  sections  at  varying  levels  and  iu  different  positions.     Although 
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nothing  before  unknown  is  here  discovered,  the  sections  are  well  worth 
study  to  those  who  are  endeavouring  to  master  the  intricate  topo- 
graphy of  the  nose  and  adjacent  regions. 

In  the  second  part  Onodi  states  that  as  far  back  as  the  first  half  of 
the  eighteenth  century  a  new  artificial  passage  into  the  nose  was  recom- 
mended in  cases  of  obstruction  of  the  duct,  and  that  the  causal  relation 
between  pathological  conditions  of  this  structure  and  the  nose  has  long 
been  well  known,  about  90  per  cent,  of  these  troubles  being  referable  to 
its  nasal  environment.  The  various  ways  in  which  the  duct  can  be 
involved  are  discussed,  which  practically  resvdts  in  a  reference  to  all 
intra-nasal  disease. 

As  regards  treatment,  of  course  the  nasal  lesiou,  if  giving  rise  to 
offence  and  able  to  be  remedied,  should  be  the  first  objective,  and 
failing  this  means  of  approach,  other  direct  methods  are  described 
and  compared.  This  latter  portion  does  not,  however,  lend  itself  to 
abstraction,  and  the  original  should  be  consulted  by  those  interested  in 
the  subject.  Alex.  B.  Tweedie. 

Loeb,  Virgil, — Cubic  Capacity  and  Superficial  Area  of  the  Maxillary 
Sinus.     "  Jouru.  Auier.  Med.  Assoc.,"'  August  3,  1912. 

To  determine  the  cubic  capacity  and  superficial  area  of  the  antrum 
of  Highmore  horizontal  sections  of  twenty-one  decalcified  heads  were 
made.  The  casts  obtained  were  mounted  in  pairs,  and  gave  a  clear  idea 
of  the  size,  form  and  irregular  contour  of  the  sinuses.  By  measuring 
the  displacement  of  water  i-esulting  from  the  immersion  of  these  casts, 
rendered  impervious  to  Avater  by  melted  parafiin,  the  cu))ic  capacity, 
which  averaged  12'94<  c.c,  was  determined. 

The  superficial  area  was  obtained  by  taking  a  strip  of  adhesive 
equalling  25  sq.  in.,  fi'om  which  pieces  were  cut  and  fitted  on  each 
cast  until  it  was  entirely  covered.  The  general  average  was  found  to 
be  31'68  sq.  in.,  and  the  tw^o  sides  showed  a  marked  uniformity. 

Birhett  (Rogers). 

Loeb,  H.  W. — The    Cubical    Capacity    and    Superficial  Area    of   the 

Sphenoidal  Sinus.     "Annals  of   Otol.,  EhinoL,  and  Laryngol.," 

vol.  xxi,  p.  1. 
An  interesting  investigation  illustrated  by  fifty  figures.  Plaster  casts 
Avere  taken  after  section  of  the  head  preserved  in  formalin.  The  casts 
prepared  show  the  cubical  capacity  in  the  twenty  sinuses  examined  to 
vary  from  06  to  11'8  c.cm.,  with  an  average  of  5145  c.cm. ;  and  the 
superficial  area  from  2  4  to  28'2  c.cm.,  with  an  average  of  1665  c.cm. 
A  formula  is  suggested  for  estimating  the  superficial  area  from  a  known 
cubical  capacity.  This  fornuda  is  :  Y  =  02  X  +  44  ;  X  is  the  volume, 
and  Y  the  superficial  area  divided  by  the  volume.  In  order  to  determine 
the  superficial  area,  the  value  of  Y  must  be  multiplied  by  the  already 
known  volume  of  the  sinus.  Madcod  Yearsley. 


EAR. 

Luders,  Carl. — Haemorrhage  following  Paracentesis  of  the   Tympanic 
Membrane.     "  Zcitsdir.  f.  Ohrenheilk.,'  Jid.  l.xvi.  No.  2. 

The  Avriter  describes  a  case  in  which  severe  and  repeated  haemorrhage 
followed  paracentesis  of  the  tympanic  membrane,  resulting  in  death  from 
pyaemia.  Summarising  an  investigation  into  this  matter,  he  states  that 
certain  constitutional  and  infectious   diseases   may  give   rise  to  severe 
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lu\Miioi'rliat,'0  aftor  paracentesis  not  uncDnnuoiily.  Imt  lilccliii.^'  uf  siidi  a 
(lt'i,'reo  as  to  en(lano;or  life  is  extremely  rare.  A  seareli  tliroii^'li  I  lie  litera- 
ture has  only  brouifht  to  light  eight  siieh  cases,  ami  in  all  <h»'s(>  cases 
the  source  of  the  luvmorrliage  was  the  jugular  hull),  which  has  l.ulgecl 
through  into  the  middle  ear;  in  uo  case  did  the  ha'niorrhage  arise  from 
the  internal  carotid.  The  danger  to  life  arises  not  so  m\ich  from  the 
injury  to  a  liig  blood-vessel  as  to  the  fact  that  the  middle  car  is  septic, 
and,  therefore,  pyaemia  may  result  (twice  in  eight  cases).  In  the  second 
of  the  writer's  cases  the  l)leeding  recurred  several  times,  and  an  operation 
was  undertaken  to  control  it,  the  lateral  sinus  being  exposed  and  packe<l 
above  and  below  as  far  as  the  jugular  bidb.  Pyannia,  however,  occurred, 
and  the  patient  died.  The  autlior  concludes  that  in  such  cases  the  jugular 
vein  should  be  ligatiuvd  in  the  neck  at  the  same  time. 

Lindley  Sevell. 

Haynes,    Irving    S.,   M.D.— The    Surgical    Treatment    of   Meningitis. 
"Laryngoscope,"  June,  1912. 

The  lethal  effects  of  meningitis  are  due  to  three  factors — the  toxins 
manufactured  by  the  bacteria,  the  toxins  generated  in  the  tissues  as  the 
result  of  bacterial  activity  on  them,  and  the  mechanical  effects  of  the 
pressure  produced  within  the  skull  by  the  products  of  inflammation. 
Medical  treatment  has  hitherto  proved  unavailing,  and  surgical  aid  has 
not  been  resorted  to  until  the  patient  is  moribund.  Death  is  caused 
iiually  by  the  increase  of  intra-cranial  pressure  progressing  to  such  a 
point  as  to  finally  shut  off  the  blood-supply  from  the  vital  centres,  and 
can  only  be  averted  by  removal  of  this  increased  pressure.  Attempts  to 
achieve  this  end  have  been  made  by  the  operations  of  ventricular  punc- 
ture, lumbar  puncture  and  laminectomy.  Ventricular  puncture,  however, 
cannot  drain  pus  from  the  base,  may  not  relieve  pressure,  and  adds  the 
danger  of  infection  of  meninges,  cortex  and  ventricles.  Lumbar  puncture 
is  valuable  for  the  positive  diagnostic  findings  it  may  give,  l)ut  fails  as  a 
therapeutic  measure,  except  in  cases  of  serous  meningitis,  owing  to  the 
uncertain  drainage  and  the  risk  of  plugging  of  the  foramen  magnum  by 
the  brain  stem.  The  same  ol)jection  applies  to  laminectomy.  To  get 
over  these  defects,  the  author  has  devised  an  o2:)eration  for  draining  the 
cisterna  magna.  This  cavity,  the  largest  subarachnoid  space,  is  in  very 
free  communication  with  the  other  spaces  without  the  brain  and  cord, 
and  especially  with  the  ventricular  cavities,  through  the  foramen  of 
Magendie,  which  is  always  large  and  seldom  if  ever  closed.  The  operation 
also  has  the  advantage  of  causing  no  hernia,  and  so  drainage  is  not 
interfered  with.  It  should  be  performed  directly  a  diagnosis  is  made, 
valuable  early  signs  being  a  rising  blood-pressure,  oedema  of  the  optic 
papilla,  absence  of  carbohydrates  from  the  cerebro-spinal  fluid,  and  an 
irritable  or  clouding  sensorium.  The  operation  is  performed  as  follows  : 
The  head  having  been  shaved,  the  patient  is  placed  prone  on  the  table 
with  the  head  flexed,  projecting  over  the  end  of  the  table,  and  resting  on 
a  head-rest.  The  anaesthetic  is  administered  through  nasal  tubes. 
Through  an  incision  in  the  middle  line,  from  the  occipital  protuberance 
to  the  spine  of  the  axis,  the  tissues  are  divided  down  to  the  occipital 
bone  and  the  posterior  arch  of  the  atlas.  Periosteum  and  muscles  are 
stripped  from  the  occipital  bone  ou  each  side  of  the  middle  line  down  to 
the  foramen  magniun.  The  sides  being  held  apart  by  a  self-ivtainmg 
retractor,  a  J-in.  trephine  hole  is  made  in  the  middle  line  about  1  in.  from 
the  foramen  magnum,  and  the  dura  being  raised,  a  wedge  of  bone  is 
removed  down  to  the  foramen  magnum  with  I>e  Vilbis  forceps,  being 
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rather  broader  at  tlie  margin  of  the  foramen  than  above.  The  dura  and 
ai-achnoid  are  punctured,  and  the  cerebro-spinal  fluid  allowed  to  escape 
slowly.  These  membranes  are  then  divided  for  the  whole  length  of  bone 
wap,  a  drain  of  gtitta-percha  tissue  inserted,  and  the  wound  sutured 
round  it.  The  author  has  operated  by  this  metliod  in  three  cases  of 
suppurative  meningitis,  all  in  the  last  stages,  and  they  all  died,  but  the 
operation  was  easily  and  rapidly  performed,  drainage  was  free  to  the  end, 
and  all  the  symptoms  were  ameliorated. 

A  fourth  case  of  otitic  streptococcal  meningitis  operated  on  by 
Kopetzky  also  died,  but  without  stupor,  slowed  pulse,  or  choked  disc, 
cure  being  prevented  by  the  extent  of  the  infection. 

The  author  states  that  with  early  diagnosis  and  operation  some  lives 
will  be  saved.  A.  J.  Wright. 
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NOTA    SUBSCRIPTA. 


Paracusis  Willisii  and  the  Motor  Car. — The  following  advertise- 
ment appeared  a  few  weeks  ago  in  a  well-known  London  newspaper 
(names  are  suppressed) : 

An  owner  writes  :  "  You  are  aware  that  although  I  have  been  a 
supporter  of  your  firm  from  its  first  inception  and  am  still  perfectly 
satisfied  with  the  recent  six  cylinder  car  of  your  make  in  my  possession, 
I  have  lately  purchased  a  new  four  cylinder  chassis  of  foreign  manufac- 
ture at  a  price  scarcely  inferior,  if  at  all,  to  that  which  your  own  so  fully 
justifies.     I  write,  therefore,  to  explain  to  yourselves  why  I  have  done  so. 

"  Your  cj,rs  ^re  now  recognised  all  the  world  over  as  imrivalled, 
especially  perhaps  in  the  matter  of  silence.  Each  year  finds  them  more 
and  more  perfect  in  this  respect.  Each  year  finds  me  more  and  more 
deaf. 

"  I  find,  however,  I  can  hear  much  better  w  a  car  that  makes  a  noise. 
Amid  the  hum  of  shaft,  gears,  and  timing  wheels,  the  tapping  of  valves, 
the  puffing  of  exhaust,  and  the  banging  of  the  cut-out,  I  once  again 
experience  the  old  familiar  charm  of  each  varying  inflection  of  the  human 
voice. 

"  My  new  car  is  amply  accommodated  in  all  these  details. 

"  If  you  consider  that  in  regaining  one  of  my  senses,  1  am  bereft  of 
the  rest,  you  will,  T  know,  find  an  ever  increasing  number  of  the  public  to 
agree  with  you." 
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THE     SEMON     LECTURES,     1913. 

{Delivered  at  University  College,  Jaiiuari/  22  and  24,  1913.) 

SIR    FELIX    SEMON-HIS    WORK   AND   ITS   INFLUENCE   ON 

LARYNGOLOGY. 

By  p.  McBride,  M.D.,  F.R.C.P.E.,  F.K.S.E. 

Lecture  II. 
His  Work  and  its  Influence  on  Laryngology. 

Considering  the  numerous  calls  upon  his  time  made  b}- tlie  conduct 
of  a  very  lai-ge  consulting  practice  Semou  was  a  voluminous  writer, 
and  of  course  it  is  not  my  intention  to  discuss  each  of  the  numerous 
valuable  contributions  with  which  ho  enriched  the  literature  of  his 
subject,  althoug-h  I  propose  to  deal  more  fully  with  those  which  are 
outstanding-  and  epoch-making,  Avhile  I  shall  refer  briefly  to  some 
of  the  others.  First,  however,  let  me  make  a  few  remarks  uj^on 
Semon  as  an  author.  To  those  who  have  i-ead  his  many  contribu- 
tions to  laryngology  and  cognate  matters  it  must  have  been 
obvious  that  he  was  one  of  those  who  did  not  write  without  having 
something  very  definite  to  put  before  his  readers — in  other  words, 
he  wrote  because  he  had  a  message  to  deliver  and  not  bee;) use  lie 
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wished  to  appear  in  print.  'J'hus  his  wiitings  were  alwa\s  of 
interest  and  valuable  as  contributions  to  the  literature  of  the  subject 
with  which  he  dealt.  Moreover,  everything  he  wrote  was  carefully 
considered,  and  when  deductions  were  drawn  they  were  usually 
correct.  We  all  know  that  medical  authoi-s  are  commonly  not  adepts 
at  clothing  their  thoughts  in  suitable  language.  Semon's  style, 
however,  both  in  English  and  German,  was  excellent,  and,  as  I  said 
before,  his  great  acquaintance  Avith  general  literature  enabled  him 
to  enliven  his  pages  with  similes  and  quotations  drawn  from  the 
most  varied  sources.  Undoubtedly  he  had,  and  has,  the  pen  of  a 
ready  writer,  and  perhaps  this  ver}-  fluenc}'  led  him  into  the  one 
fault  which  I  should  venture  to  find  Avitli  his  prose.  I  have,  I 
believe,  read  everything  he  ever  wrote,  and  have  always  appre- 
ciated the  easy  flow  of  language  alike  in  English  and  in  German, 
finding  it  a  great  and  agreeable  contrast  to  tliat  of  most  medical 
authors  whose  works  it  has  been  my  fortune  to  study.  At  the 
same  time  I  have  sometimes  wondered  whether  the  effect  would 
liave  been  less  ao-reeable  if  the  tale  had  been  told  in  fewer  words, 
I  should  not  have  ventured  upon  such  criticism  at  all  were  it  hot 
that  this — his  one  fault  in  style,  if  fault  it  be — seems  to  me  to  have 
had  its  origin  in  a  great  desire  to  leave  nothing  unsaid  which 
might  have  a  bearing  on  the  subject  in  hand,  and  thus  to  forestall 
all  conceivable  criticism  and  to  prevent  any  possible  inaccuracy. 
And  if  this  has  been  his  desire,  and  if  you  wish  to  see  for  your- 
selves how  well  he  has  succeeded,  I  would  ask  you  to  study  some 
of  Semon's  controversial  writings,  as,  for  instance,  his  corre- 
spondence with  Prof.  0.  Rosenbach^  on  the  question  of  priorit}'^ 
with  regard  to  the  greater  vulnerability  of  the  abductor  fibrils  of 
the  recurrent  nerve,  or  his  article  on  the  "  Discovery  of  Laryngo- 
scopy and  the  case  of  Tiirck-Czermak"-  and  his  subsequent  reply 
to  Prof.  Kohler^  with  regard  to  Gai-cia's  claims  as  the  inventor 
of  laryngoscopy.  I  might  quote  other  instances,  but  those  just 
referred  to  Avill  be  found  to  illustrate  sufficiently  the  point  I  wish 
to  make,  viz.  that  although  it  may  sometimes  appear  to  the  reader 
of  Semon's  works  that  he  discusses  his  subjects  at  too  great  length, 
it  will  usually  be  found  that  the  same  accuracy  could  have  been 
attained  in  no  other  way.  And  accuracy  is  the  keynote  Avhich' 
pervades  all  his  work.  Whether  we  consider  his  contributions  to 
clinical  })ath(ilogy,  as,  for  example,  his  i)a))er  on  "  A  ]K'Culiar   forn* 

'  "  Forschungon  ur.d  Eifaliiiin<^i'n,"  by  Sir  Felix  Srnion,  vol.  i,  p.  2C9. 
2  Berlin.  kUn.  Work.,  1906,  Kc  <!. 
»  Ibid.,  1900,  No.  14. 
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of  Cliroiiic  Hyper])lnsin  of  tlie  Mucous  Moiuhriiuo  of  the  Uppor 
Eespiratory  Tiact,"'  or  liis  records  of  unusual  cases  and  incidents 
such  as  "  Unilateral  incomplete  Graves's  Disease  after  Removal  of 
Nasal  Polypi,"^  the  obvious  fact  at  once  strikes  the  reader  that 
Semon  is  disinclined  to  attempt  explanation  or  to  pro])ound 
hypotheses  where  his  reason  tolls  liim  that  no  satisfactory  explana- 
tion is  in  the  present  state  of  our  knowledge  possible.  His  keenly 
critical  mind,  too,  is  shown  by  the  fact  that,  voluminous  writer  as 
he  was,  he  never  sug-sfested  novel  remedies  without  carefuUv 
o-iiarding"  himself  against  fallacy  or  exaggeration.  As  a  corrobo- 
ration of  this  stateineiit  1  Avould  instance  his  paper  on  "The 
Therapeutic  Value  of  Com})lete  Vocal  Rest  during  Sanatorium 
'i'reatment  of  Laryngeal  Tuberculosis,"^  and  perhaps  you  will 
permit  me  to  quote  from  this  very  important  article  to  corroborate 
my  statement:  "  Nothing  is  further  from  my  intention— and  I 
desire  at  the  beginning  of  my  communication  now  to  emphasise 
this  fact — than  to  assert  that  complete  vocal  rest  continued  for  a 
length  of  time  is  a  certain  remedy  in  the  treatment  of  laryngeal 
tuberculosis.  I  have  myself  had  experience  to  the  contrary. 
Nevertheless,"  he  continued,  "  it  appears  to  me  that  the  time  has 
come  to  recommend  this  method  for  renewed  trial  under  peculiarly 
suitable  conditions,  such  as  are  found  in  sanatorium  treatment." 
Again,  after  recording  seven  very  striking  cases  in  which  a  cure 
resulted,  he  writes  :  "But  T  wish  to  repeat  it  again  with  emphasis^ 
this  method  does  not  constitute  a  panacea  for  all  such  cases."  The 
cautious  attitude  exemplified  by  these  quotations  appears  in  all 
Semen's  references  to  therapeutics.  While  he  is  quite  prepared  to 
consider  any  reasonable  method  of  treatment  proposed  by  others 
he  has  always  carefully  guarded  against  letting  his  enthusiasm  be 
excited  until  its  value  has  stood  the  test  of  time  and  experience. 
This  being  so,  I  need  hardly  add  that  Semon  has  not  often  had 
occasion  to  become  enthusiastic  excepting  in  the  case  of  certain 
surgical  procedures,  to  one  of  which  I  shall  refer  later.  He 
preferred  rather  to  deal  with  the  more  scientific  side  of  laryngology, 
and  to  utilise  his  large  experience  and  critical  judgment  in 
describing  cases  of  more  than  usual  interest,  or  when  he  had 
accumulated  sufficient  material  to  produce  papers  bearing  on 
diagnosis  and  prognosis,  as,  for  example, the  work  already  referred 
to,  "On  :Nrechanical  Impairments  of   the  Functions  of  the  Crico- 

'  Lancet,  February  25,  1905. 

-  "  Transactions  of  the  Clinical  Society  of  London,"  vol.  xxii,  1889. 

'  Berlin.  Min.  Woch.,  1S06,  No.  47;  and  Brit.  Med.  Journ.,  December  8,  1906. 
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arytenoid  Articulation  (especially  true  and  false  anchylosis  and 
luxation),  with  some  Remarks  on  Perichondritis  of  the  Laryngeal 
Cartilages,"^  and  '"The  Sensory  Throat  Neuroses  of  the  Climac- 
teric Period,"-  both  of  tliem  contributions  of  great  clinical  value. 
I  would  at  this  stage  also  refer  to  two  other  very  important 
contributions  from  his  jjen  bearing  upon  clinical  pathology. 

In  1895^  Semon  read,  before  the  Medico-Chirurgical  Society, 
a  very  remarkable  and  interesting  paper,  entitled,  "  On  the 
pi-obable  Pathological  Identity  of  the  various  forms  of  Acute 
Septic  Inflammation  of  the  Throat  and  Neck  hitherto  described  as 
Acute  Oedema  of  the  Larynx,  Edematous  Laryngitis,  Erysipelas 
of  the  Pharynx  and  Larynx,  Phlegmon  of  the  Pharynx  and 
Larynx  and  Angina  Ludovici."  Although  he  whs  not  able  to 
adduce  bacteriological  proof  of  his  contention,  he  brought  forward 
a  very  strong  case  from  the  clinical  point  of  view,  and  certainly 
supplied  us  with  a  most  excellent,  original,  and  practical  descrip- 
tion of  septic  affections  of  the  thi'oat,  while  some  more  recent 
bacteriological  observations  by  de  Santi  seem  now  to  have  furnished 
the  required  proof. 

In  1907'*^  he  recorded  a  case  under  the  title  of  "Tertiary 
Syphilis  or  Pneumococcal  Invasion  of  the  Soft  Palate,"  in  which 
deep  ulceration  seemed  to  result  from  pneumococcal  infection, 
although  it  remained  open  to  critics  to  question  the  non-existence 
of  syphilis.  Again,  in  1908,^'  he  described  another  case,  in  which 
destruction  of  tissue  and  ulceration  seemed  to  be  due  to  the 
same  cause,  and  in  which  probably  syphilis  could  be  excluded, 
while  recovery  resulted  without  the  use  of  anti-sy])hilitic  remedies. 

Finally,^  just  about  the  time  of  his  withdi-awing  from  practice, 
Semon  published  a  third  case  of  v;lceration  of  the  pharynx,  with 
oedema  of  the  larynx,  in  which  cultures  seemed  at  first  to  point  to 
a  pure  pneumococcus  invasion,  but  where  the  patient  eventtially 
died  of  tuberculosis.     In  all  these  cases  Semon  noted  (1)  the  long 

'  Medical  Times  and  Gazette,  vol.  ii,  1880 ;  and  "  Forschungen  und  Erfahi-ungen," 
vol.  i,  p.  411. 

-  Brit.  Med.  Journ.,  January  5,  1895;  and  "Forschungen  \ukI  Erfahrungen," 
vol.  i,  p.  8(56. 

3  "  Forschungen  und  Erfahrungen,"  vol.  ii,  )>.  S~7  ;  and  Med.-Chir.  Transactions, 
1895. 

■•  "  Forschungen  imd  Erfahrungen,"  vol.  ii,  i>.  423:  and  Monatschr.  f.  OJn-cnh., 

1907,  No.  10. 

'  "Forschungen  und  Erfahrungen,"  vol.  ii,  ji.  -l^O  ;  ^nd  Monaischr.  /.  Oh.cnh., 

1908,  No.  7. 

"  "  Forschungen  und  Erfalirungen,"  vol.  ii,  p.  14'.) ;  and  Brit.  Med.  Journ.,  June 
26,  1909. 
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duratii)n,  im})rov(Miioiit  iiltiM-iinriMn-  willi  cxiiccM-biilioii  ;  (2)  tlic 
iiiavkod  ]):iiii  even  when  tlie  rvidi'iici'  of  tlit'  ])at  lioloo-jciil  cliaiio-es 
ill  the  throat  was  sliglit.  While  acute  pneumococcal  angina  had 
been  previously  described,  cases  running  the  course,  and  showini' 
the  signs  and  syni|itonis  noted  by  Senion,  had  not  hitliei-to  been 
observed,  and  1  do  not  think  tlie  author  will  be  offended  by  niv 
suggestion  tliat,  with  regard  to  the  question  of  tlie  pneumoecocus 
producing  by  itself  deep  ulceration,  we  must  "wait  and  see." 

There  is  one  observation  of  Semen's  for  wliicli  I  think  lie  has 
never  received  the  full  credit  it  deserves.  In  1882  Reverdin 
called  attention  to  some  symptoms  of  myxoedema  in  patients  from 
whom  the  th3n-oid  gland  had  been  removed;  in  April,  1883, 
Kocher  described  what  he  termed  "  cachexia  strumipriva,"  and  in 
188o  Reverdin  and  his  brother  recognised  the  resemblance  between 
the  symptoms  following  thyi'oidectomy  and  myxoedema,  but  none 
of  these  authors  suggested  that  the  loss  of  the  gland  was  the 
canse  of  the  symptoms.  Meantime  Senion,  who  had  studied 
Kocher's  observations  and  also  myxcjedema,  propounded  the  pro- 
position that  absence  of  the  thyroid  gland  gave  rise  to  cretinism 
and  myxcedema,  as  well  as  cachexia  strumipriva,  and  brought 
his  views  before  the  Clinical  Societv  in  1888.  Curiously  enough, 
these  views  were  at  first  scouted,  and  even  ridiculed,  although 
they  turned  out  to  be  absolutely  correct.  Semon,  therefore,  is 
entitled  to  claim  that  he  was  the  first  to  point  out  that  loss  of  the 
thyroid  gland  is  the  cause  of  cretinism,  myoedema  and  cachexia 
strumipriva — no  little  achievement,  considering  all  that  followed 
from  this  discovery. 

From  the  purely  literary  point  of  view — as  apart  from  the 
scientific — possiljly  the  best  productions  of  Semen's  pen  were 
represented  by  the  biographical  notices  he  from  time  to  time  pro- 
duced. Thus  I  should  feel  inclined  to  consider  his  "Personal 
lieminiscences  of  Yirchow  "^  and  his  obituary  notice  of  Sir  Morel 
Mackenzie-  as  masterpieces  of  their  kind  both  as  to  composition 
Jind  contents.  To  I'ead  them  makes  one  wisli  that  the  author 
would  devote  some  of  his  well-earned  leisure  to  the  pi-oduction  of 
further  Avord  pictures  and  character  sketches. 

All  through  his  career  Semon  devoted  much  of  his  energy 
towards  placing  and  keeping  laryngology  in  that  position  among  the 
various  specialities  to  which  he  considered  it  to  be  entitled.  We  have 
already  seen  that  it  was  chiefly  throngh  his  agency  that  it  became 

'  Brit.  Med.  Journ.,  September  13,  1902. 

^  Internai.  Centralhl.f.Laryngol.,  1892,  No.  9. 
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recognised  iu  the  International  Congress  wliicli  met  in  London 
in  1881.  From  that  time  onwards,  however,  there  were  various 
attempts  at  subsequent  meetings  either  to  keep  it  a  subsection 
or  to  amalgamate  it  with  other  divisions,  notably  with  otology. 
Such  measure  of  success  as  has  attended  the  attempts  to  uphold 
the  position  of  laryngology  in  international  meetings  has  been  very 
largely  and — I  think  I  may  say  without  derogating  from  the  just 
claims  of  others  — chiefly  due  to  Semon.  By  his  energy  and 
personal  magnetism  he  was  able  to  organise  laryngologists  in  de- 
fence of  their  interests,  and  by  numerous  articles  from  his  pen  he  was 
able  to  justify  their  position  so  that  in  most  cases  the  desired  end 
was  attained.  I  ;im  not  sure  that  we  have  in  our  ranks  any  other 
man  who  could  have  carried  this  particular  work  to  the  same 
satisfactory  conclusion.  He  had  an  inteimational  reputation  second 
to  none,  he  was  possessed  of  great  tact,  but  when  occasion  required 
did  not  fear  to  give  offence;  he  was  in  the  best  sense  cosmopolitan 
alike  as  a  linguist  and  as  an  author,  and  above  all  he  was  known 
to  be  absolutely  above  board  and  with  no  private  axe  to  grind. 
You  Avill  observe  that  I  do  not  attach  all  or  even  a  lai-ge  share  of 
his  success  in  upholding  the  status  of  laryngology  to  his  pen  but 
rather  to  his  personality.  Nevertheless  his  writings  were  of  great 
assistance.  In  the  first  place  the  various  articles  he  wrote  in  the 
International  Centralhlatt,  whenever  there  was  a  threat  to  take  up 
any  position  which  would  have  resulted  in  lowering  the  status  of 
his  specialty,  exerted  a  very  powerful  influence  upon  his  co- 
specialists,  and  supplied  them  with  a  line  of  policy  which  was 
usually  adopted.  Again,  if  he  noted  anything  within  the  ranks  of 
laryngologists  which  was  likely  to  form  a  stumbling-block  he  fear- 
lessly laid  it  bare.  I  fancy  that  the  majority  of  specialists  will 
recognise  that  his  paper  entitled  "  Some  Thoughts  on  the  Principles 
of  Local  Treatment  in  Diseases  of  the  Upper  Air-Passages  "  really 
•did  good  in  moderating  the  excessive  tendency  to  operations  which 
at  one  time  was  a  fashion,  and  which — at  least,  so  many  of  us 
thought — had  placed  the  good  name  of  lar\'ngology  in  jeopardy. 
Again,  in  a  paper,  "  De  re  Publica  Larjuigologica,'^  he  did  not 
hesitate  to  write  severely  u})on  the  tendency  of  German  authors  to 
consider  only  the  work  of  their  compatriots,  and  here,  too,  I  am 
sure  those  of  you  who  have  studied  Teutonic  medical  literature  will 
agree  that  there  was  just  ground  for  complaint.  In  order  to  avoid 
all  appearance  of  unfairness  I  must  add  that  he  also  mentions  a 
similar  fault  of  omission  as  common  in  British  writers,  while  French 
and  Italian  laryngological  literature  too  comes  in  for  a  share  of 
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criticism — a  criticism,    however,  of   which    we  must   in   e:ich  case 
acknowledge  the  justice. 

Semen's  policy  was  in  most  cases  sound,  although  this  l>y  no 
means  implies  that  we  must  agree  with  it  in  every  detail.  W^ 
always  seems  to  have  had  a  fear  that  any  undue  multiplication  of 
special  societies  would  be  attended  by  the  risk  of  divorcing  the 
specialry  from  its  connection  with  general  medicine — a  connection 
upon  which  he  rightly  considered  so  much  depended.  To  some 
extent  this  fear  has  shown  itself  to  have  been  justified,  and  Semon 
wrote^  four  years  ago  urging  his  colleagues  to  bring  matters  of 
common  interest  before  general  rather  than  special  audiences. 
One  of  Semon's  strongest  convictions  was  that  larvno^olou^y  and 
otology  ought  not  to  be  combined  in  one  section  in  congresses  and 
meetings,  although  of  course  he  made  no  protest  against  the  com- 
bination in  practice.  Some  of  us,  who  were  at  one  time  opposed 
to  this  view,  are  beginning  to  adopt  it,  and  certainly  the  tendency 
which  has  of  late  existed  in  Grermany  to  put  men  whose  reputation 
rests  purely  on  otology  in  charge  of  combined  cliniques  is  not  only 
mischievous  but  retrograde.  It  appears  to  me  now  that  from  the 
lines  on  which  otology  and  laryngology  are  extending,  no  other 
deduction  can  be  drawn  than  that  soon  they  must  separate.  The 
literature  of  each  has  become  so  extensive,  and  the  tendency  of 
each  to  occupy  new  and  divergent  ai-eas  has  of  late  been  so  marked, 
that  they  are  rapidly  assuming  proportions  which  will  make  it 
difHcult  for  the  same  man  to  teach  and  even  to  practise  both.  In 
a  very  interesting  article  entitled  "  Tlie  Past,  Present  and  Future 
of  Laryngology  "  ~  Semon  takes  veiy  serious  exception  to  a  propo- 
sition made  in  America  that  the  laryngo-otologist  should  extend  his 
operative  domain  to  "  the  adnexa  and  possible  complications." 
Now  here  I  do  not  agree  with  him.  While  I  admit  that  the  exten- 
sions of  operating  area  proposed  by  our  American  confrere  may 
have  been  too  wide,  and  while  I  foresee  an  eventual  separation  of 
laryngology  and  otology,  I  cannot,  subject  to  such  eventual  separa- 
tion, for  a  moment  believe  that  the  principle  is  wrong,  nor  that  if 
adopted  it  will  damage  huyngology.  If  you  will  forgive  an 
egotistical  digression,  I  may  say  that  formerly  I  was  somewhat 
strongly  opposed  to  Semon's  contention  that  for  public  purposes 
laryngology  and  otology  ought  to  be  considered  separately.  With 
the  gradual  and  divergent  growth  of  each,  however,  I  realised  that 

'  "  Forschungeii  uud  Erfahrungea,"  vol.  ii,  p.  60-t. 

2  Internxt.  Central. /.  Liryngol.,  xxv,  No.  6;  and  "  Forschungen  und  Er'ah- 
rungen,"  vol.  ii,  p.  610. 
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foi'  tliis  reason  and  on  account  of  the  immense  increase  of  literary 
activity  in  both  departments  the  time  was  approaching,  if  not  at 
hand,  Avhen  they  must  separate,  at  first  as  to  sections  in  congresses 
and  meetings,  later  as  to  teaching  appointments  and  clinics,  and 
finally  in  practice.  This  conviction  was  further  reinforced  bj'  the 
recognition  that  whenever  the  aurist,  the  laryngologist  and  rhino- 
logist  began  to  operate  from  without,  be  it  on  the  mastoid,  trachea 
or  accessory  sinuses,  his  sphere  of  operations  must  become  very 
considei-ably  extended  and  would  ultimately  embrace  all  the  local 
complications  and  many  of  the  adnexa.  At  one  time  I  was  opposed 
to  any  such  development  because  it  seemed  to  me  that,  if  the 
specialist  once  began  to  operate  from  without,  relentless  logic 
would  compel  him  to  extend  his  area.  However,  I  soon  found  that 
this  position  was  untenable,  and  of  late,  watching  the  progress  of 
events  from  the  detached  position  of  one  who  has  i*etired  from 
active  practice,  it  has  seemed  to  me  that  such  progress  is  towards 
the  establishment  of  departmental  surgery  as  an  adjunct  and  direct 
offspring  of  specialism.  For  these  and  other  reasons,  then,  I  do 
not  see  eye  to  eye  with  Semon  on  this  que-tion. 

This  is,  however,  the  only  point  in  Semon's  line  of  policy  which 
I  think  lends  itself  to  criticism,  and  even  should  he  prove  to  ha^ve 
been  mistaken  in  this  one  thing,  the  fact  remains  that  partly  by  his 
writings,  but  chiefly  by  his  personality,  he  has  done  more  in  the 
public  service  of  laryngolog}'  than  any  other  man  living  or  dead — 
Garcia,  Tiirck,  and  Czermak  possibly  excepted.  Even  this  great 
work  may,  however,  in  the  course  of  time  be  forgotten,  but  there 
are  two  subjects  in  connection  with  the  history  of  which  Semon's 
■  name  must  live  throughout  all  time.  I  refer  to  his  work  on  (1) 
laryngeal  paralysis ;  (2)  malignant  disease  of  the  larynx — each 
of  which  must  be  discussed  separately  and  at  some  length. 

Semon's  "Work  ox  Larykgeal  Paralysis. 

Those  of  us  who  began  to  study  laryngology  previous  to  the 
acceptance  of  Semon's  views  as  to  the  greater  pi-oclivity  of  the 
abductor  filaments  of  the  recurrent  nerve  to  pai'alysis,  both  in 
central  lesions  and  in  those  affecting  the  nerve-trunk,  will 
remember  how  chaotic  the  chapters  on  laryngeal  paralysis— even 
those  in  tlie  best  text-books — seemed  to  the  reader.  We  were  told, 
for  instance,  that  in  central  and  ):)eripheral  disease  of  the  nerves 
paralysis  affected  now  the  abductors  and  now  the  adductors,  but 
no  logical  ex})lanation  was  attempted,  and  the  whole  matter  seemed 
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to  l)e  considered  as  dt'pi'iidino-  upon  ehaiice.  'JMieii,  thanks  to  Senioii, 
came  lig-lit  out  oF  darkness — <>-i-a dually  iMuergiuL'',  it  is  tnu',  but 
eventuaUy  illuniining-  and  siinplifyiny-  tlie  wliole  ([uestion,  in  a 
word,  making  the  hitherto  incomprehensihlc  comprehensible  alike 
to  authors  and  readers,  for  the  former  could  not  be  understood 
because  they  themselves  did  not  understand. 

It  is  ratlier  remarkable  to  find  tliat  Scmon  took  up  this  (luestion 
almost  immediately  after  lie  had  determined  to  become  a  throat 
specialist.  Thus  in  1878  he  referred  before  the  Clinical  Society  of 
TiOndou  to  six  cases  of  double  abductor  paralysis  seen  by  him,  and 
ill  those  on  which  a,  po.H-morteyn  examination  was  obtained  it  was 
found  that  the  abductors  were  more  degenerated  than  the 
adductors,  and  that  in  the  nerve-trunks  there  were  always  some 
healthy  fibrils  left.  While  he  had  been  observing  these  cases  he 
met  with  a  large  number  of  instances  (^f  unilateral  abductor 
paralysis  due  either  to  central  lesions  or  to  those  involving  the 
nerve-trunks.  Stimulated  by  this  experience  he  studied  as  fai-  as 
he  could  recorded  cases,  and  found  that,  while  there  were  many 
instances  of  abductor  paralysis  due  to  central  or  nerve  lesions,  he 
could  not  find  one  authenticated  instance  of  pure  adductor 
])aralysis.  In  1880  both  the  English  and  German  editions  of 
^[orell  jMackenzie's  first  volume  on  "Diseases  of  the  Throat  and 
Xose  "  made  their  appearance — the  latter  translated  and  annotated 
by  Semon.  In  the  former,  at  Semen's  suggestion,  the  autlior 
referred  to  the  greater  tendency  of  the  abductors  to  suffer  in  cases 
of  palsy,  while  in  the  German  edition  Semon  wrote  :  "  Even  this 
view  is  not  sufficient  to  explain  the  very  remarkable  phenomenon 
that  in  many  cases  in  which  undoubted  central  and  peripheral 
lesions  act  on  the  whole  nerve-trunk  (above  all,  in  cases  of  pressure 
on  the  recurrent  by  aortic  aneurysm)  only  symptoms  of  abductor 
paralysis  existed  during  life.  While  this  has  been  observed  both 
by  author  and  editor  in  a  number  of  cases,  the  latter  knows  of  no 
instance  in  which  after  abductor  paralysis  had  been  observed 
tluring  life,  fod-mortem  examination  has  revealed  disease  of  the 
whole  nerve-trunk.  This  proclivity  for  the  fibrils  to  the 
abductors  to  be  attacked  long  before  the  others,  and  in  many 
cases  exclusively,  is  surely  very  striking.''  Thus,  then,  he 
wrote  in  1880,  and  here  we  already  have  a  tentative  iiropo- 
sition,  which  required  only  further  observation  to  elaborate 
it  into  a  law.  In  the  same  year,  but  before  the  German 
edition  of  Mackenzie's  book  had  appeared,  Prof.  O.  Eosenbach,  on 
the    streno-th    of    a    single   case   in    which,   owing    to    aisophiiyeal 
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•carcinoma,  tlie  recurrents  were  involved,  and  in  whicli  there  was 
at  first  abductor,  soon  followed  by  complete  pnralysis,  ventured  to 
state  :  "  Above  all,  the  fact  must  be  i-egistered  that  in  compression 
of  the  recurrent  trunk  the  function  of  the  abductors  suffers  first, 
and  the  adductors  are  only  involved  later."  In  this  suggestion 
— for  it  cannot,  in  view  of  the  fact  that  it  rested  upon  only  one 
<;ase,  be  called  more — we  have  a  remarkable  instance  of  an  author 
hitting  upon  a  great  ti'uth,  if  not  by  accident,  at  least  without 
having  worked  up  to  it  by  the  production  of  sufficient  evidence. 
That  he  did  not  realise  the  full  importince  of  his  suggestion  is 
shown  iiilej-  alia  by  the  fact  that  he  dtily  made  it  apply  to  c.ises  of 
•compression.  To  those  who  ai"e  interested  in  the  matter  I  would 
recommend  a  perusal  of  the  correspondence  Avhich  passed  between 
Semou  and  Prof.  Rosenbach,^  and  also  to  the  former's  paper  on 
""  The  Development  of  our  Knowledge  of  Laryngeal  Motor  Para- 
lysis since  the  introduction  of  the  Laryngoscope."-  To  the  mind 
of  any  unprejudiced  reader  it  Avill  be  obvious  that  to  Semon 
belongs  the  credit  of  enunciating  and  proving  the  fact  that  "  in 
central  and  peripheral  organic  lesions  of  the  motor  laryngeal 
nerves  the  abductors  only  suffer,  or  at  least  do  so  earlier,  and  to  a 
greater  extent,  than  the  adductors."  This  proposition,  known  as 
Semen's  law,  was  the  main  outcome  of  two  very  important  papers, 
one  English  and  the  other  German,  entitled  "  Clinical  Remarks  on 
the  Proclivity  of  the  Abductor  Fibres  of  the  Recurrent  Laryngeal 
Nerve  to  become  affected  sooner  than  the  Adductor  Fibres,  or 
even  exclusively  in  cases  of  undoubted  Central  or  Peripheral 
Injury  or  Disease  of  the  Roots  or  Trunks  of  the  Pneumogastric, 
Spinal  Accessor}'-  or  Recurrent  Nerves,"  ^  and  "  Paralysis  of  the 
Various  Fibres  of  the  Inferior  Laryngeal  Nerve."  •*  As  I  have  said, 
Semon's  law  was  the  main  outcome  of  these  two  papers^  but  there 
were  also  other  clinical  points  of  great  importance  discussed, 
such  as  the  occurrence  of  bilateral  abductor  paralysis  in  locomotor 
ataxia,  and  more  particularly  the  relation  of  functional  to  organic 
laryngeal  paralysis.  It  is  almost  impossible  for  the  laryngologist, 
who  began  his  studies  after  1883,  to  understand  the  importance  of 
this  work  to  the  clinician.  As  I  have  said,  it  used  to  be  thought 
that  it  was  very  much  a  matter  of  chance  in  laryngeal  paralysis 

'  "  Forschunycu  uud  Erfahrungen,"  vol.  i,  jd.  209. 
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which  muscles  wore  alTected.  Owiiio-  tt)  Seiiiuu's  researches  ami 
observations,  it  became  obvious  that  motor  paralysis  of  the  hirvnx 
might  be  central  or  peripheral,  that  the  abductors  and  adductors 
might  be  involved,  but  that  in  organic  disease  the  adductors 
were  not  priin;iril\-  alt'ected,  excepting  in  some  verv  rare  cerebral 
•cases,  but  that  in  ])urely  functional  cases  the  adductors  alone  were 
involved.  Most  of  this  was  already  adumbrated  in  1883,  although 
further  researches  were  re([uired  to  establish  all  the  propositions 
just  made,  and  I  shall  refer  to  them  before  collating  the  actual 
scientific  and  clinical  value  of  Seinon's  work. 

In  1885  the  late  Dr.  Hooper,  of  Bjston,  called  attention  to  the 
fact  that  in  animals,  when  under  the  influence  of  very  deep 
antBsthesia,  stimulation  of  the  recurrent  laryngeal  nerve  caused 
abduction,  instead  of  adduction,  of  tlie  corresponding  vocal  cord,  and 
that  this  phenomenon  occurred  even  when  the  nerve  was  cut.  Semon 
and  Horsley^  repeated  these  experiments,  and  published  the 
results  in  a  paper  entitled  "  On  the  apparently  Peripheral  and 
Differential  Action  of  Ether  upon  the  Laryngeal  Muscles."  Their 
observations  agreed  with  those  of  Hooper,  but  they  drew  the 
deduction  that  there  was  thus  shown  a  difference  in  metabolism 
between  the  abductors  and  adductors — a  point  of  great  interest 
considering  the  proclivity  of  the  former  to  suffer  from  the  effects 
of  disease  as  previously  proved  by  Semon.  'J'hey  also  found  that 
i:i  all  animals  used  (monkeys,  dogs,  cats  and  rabbits),  if  tlie  larynx 
was  removed  after  death  and  the  muscles  stimulated  separately,  the 
posterior  crico-aryttenoids,  although  absolutely  the  largest  of  the 
laryngeal  muscles,  lost  their  excitability  first. 

In  1890  Semon  published  a  very  important  paper  "On  the 
Position  of  the  Vocal  Cords  in  Man  and  on  the  lieflex  Tonus  of 
their  Abductor  Muscles."  Partly  from  a  consideration  of  the 
observations  of  others  and  partly  from  his  own  measurements  and 
experiments,  he  arrived  at  the  conclusion  that  in  the  majority  of 
persons  the  vocal  cords  are  almost  stationary  during  quiet 
respiration,  but  tlrnt  their  position  is  considerably  further  from  the 
middle  line  than  after  death.  From  this  he  drew  the  conclusion 
that  the  abductors  are  in  a  constant  state  of  tonus,  and  are, 
therefore,  actual  and  not  merely  accessory  muscles  of  respiration. 

In  1890  Semon,  in  conjunction  with  Sir  Victor  Horsley,- 
published  the  results  of  some  most  interesting  and  epoch-making 

'  "  Forsjhungen  un  1  Erfahniugen,"  vol.  i,  p.  65;  and  Brit.  Med.  Journ.,  1886. 
'■^  Trans.  Roy.  Sk.  Lond.,  vol.  clxxxi ;  "  Forsclumgen  unci  Erfabrungen,"  vol.  i, 
p.  112. 
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experiments  unties  tlie  title,  '"An  Experimental  Investigation  of 
the  Central  Motor  Innervation  of  the  Larynx,"  and  again,^  "On 
the  Relations  of  the  Larynx  to  the  Motor  Nervous  System." 
These  experiments  confirmed,  and  at  the  same  time  extended,  the 
observations  of  Krause  and  otliers,  proving  that  in  each  cerebral 
hemisphere  there  is  an  area  of  bilateral  representation  of  the 
adductors  of  the  vocal  cords,  and  that  when  this  area  is  completely 
extirpated  on  one  side  no  laryngeal  paralysis  results,  while  if  the 
opposite  area  be  stimulated  complete  adduction  of  both  coi-ds 
occurs.  They  discovered  in  the  bulb  a  small  concentrated  focus, 
situated  on  both  sides  of  the  middle  line,  stimulation  of  which 
caused  bilateral  adduction  of  the  cords,  and  outside  of  this  on  each 
side  a  small  zone,  irritation  of  which  produced  an  inward  excursion 
of  the  cord  on  the  same  side. 

It  is  worthy  of  note  that  Semon  and  Hor.sley  did  not  find, 
excepting  in  the  cat,  any  cortical  representation  of  abductor 
movements,  although  such  representation  has  since  been  shown  to 
exist  in  other  animals  by  Risien  Russell.  They  did,  however,  find 
that  they  could  produce  abduction  by  stimulating  certain  areas  in 
the  corona  radiata  and  internal  capsule,  where  they  found  the 
following  representations  from  before  backwards:  (1)  increased 
rapidity  of  respiration ;  (2)  outward  movement  of  the  cords ; 
(3)  increased  depth  of  respiration;  (4)  inward  movement  of  the 
cords. 

Let  us  now  glance  shortly  at  the  clinical  importance  which 
attaches  to  Semon's  law  as  regards  the  proclivity  of  the  abductors 
to  paralysis  in  lesions  of  the  nerve-trunks  and  centres  and  to  the 
deductions  to  be  drawn  from  the  joint  experiments  of  Semon  and 
Horsley. 

Of  course  Semon's  law  was  not  universally  accepted  at  first  and 
many  attempts  were  made  to  upset  it.  In  the  course  of  the 
discussions  Avhich  followed,  the  great  value  of  his  work  to  the 
clinician  l)eeanie  ra])idly  apparent.  First  and  foremost,  he  had 
shown  that  in  a  lesion  of  the  nerve-triinks  or  their  medullary 
centi-es  we  may  have,  according  to  the  completeness  of  the 
destructive  process,  either  alxluctor  jiaralysis  or  paralysis  of  both 
abductors  jind  adductors,  the  cord  being  either  fixed  in  the  middle 
line  or  assuming  the  cadaveric  position.  He  had  proved,  moreover, 
that  alHluctoi-  jiaralysis  is  a  common  condition.  As  the  cord  is 
then  stationary  in  the  position  of  jdionation  and  usually  gives  rise 
'  Dent.   med.   Wo-h.,    1S90,   No.   .?!  ;    "  Forselnuigen  un<l  Kifiihrungen,"  vol.  i, 

r.  iti. 
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to  no  synijitom?,  it  follows,  tliat  in  doubtful  cases  tlie  laryngoscopt* 
may  tlirow  much  light  ou  the  nature  of  the  lesion.  It  also  resulted 
from  his  joint  work  with  Horsley  that  for  all  ]iractical  pnrjio.»es 
we  may  regard  a  unilateral  adductor  paialysis  as  impossible  if  we 
except  myopathic  conditions.  Of  course  it  is  just  conceivable  that 
a  case  might  occur  in  which  injm-y  has  singled  out  the  adductor 
fibrils  in  the  recurrent  nerve  or  somewhere  in  their  course  from 
the  medulla  to  the  recurrent,  but  such  a  coutingency  is  highly 
improbable,  as  it  has  been  looked  for  since  Semon's  early  papers 
were  published,  and  has  iu  the  thirt}'^  years  which  have  elapsed 
only  been  met  with  in  one  case — that  of  Dr.  Saundbv,  where, 
curiously  enough,  the  condition  seems  to  have  been  bilateral. 

"We  have  seen  that  from  Semon's  and  Horsley's  experiments  it 
would  appear  that  it  is  probably  impossible  for  a  one-sided  cortical 
lesion  to  produce  laryngeal  paralysis.  It  is  true  that  the  experi- 
ments of  Masini,  Broeckaert  and  Katzeastein  apparently  point  in 
the  opposite  direction;  but  the  fact  remains  that  no  case  has  so  far 
been  recorded  in  which  unilateral  laryngeal  palsy  has  been  shown 
to  depend  upon  a  purely  conical  lesion.  Certainly  cases  have 
been  noted  in  which  unilateral  paresis  of  a  vocal  cord  has  been 
associated  with  a  cortical  lesion  on  the  opposite  side,  but  in 
none  of  them  have  the  medulla  and  nerves  been  shown  to  be  fi-ee 
from  disease,  and  without  such  proof,  of  coux'se,  they  cannot  be 
accepted.  A  very  few  instances  are  on  record  of  bilateral  cortical 
lesions  producing  double  adductor  paralysis,  and  such  pai-alysis 
may  conceivably  be  met  with  owing  to  morbid  processes  affecting 
the  connections  between  the  cortex  and  medulla.  Putting  such 
very  unusual  phenomena  aside,  however,  we  arrive  at  the  result 
that  laryngeal  paralysis  which  involves  the  abductors  (sometimes 
in  association  witii  the  adductors,  it  is  true)  is  due  to  organic 
disease,  while  motor  paresis  of  the  adductors  is  in  the  great 
majority  of  cases  functional,  more  rarely  myopathic  and  then 
commonly  due  to  catarrh.  This  is  certainl}^  a  most  valuable 
generalisation,  for  which  we  are  indebted  to  Semou  and  to  his 
joint  work  with  Horsle\\  I  may  perhaps  venture  here  to  refer 
to  a  case  which  came  under  my  care,  and  which,  hid  it  not  been 
for  these  observations,  would  also  have  come  before  a  ju<lgi'.  A 
young  lad  was  roughly  seized  by  the  neck  by  an  irate  householder 
whose  bell  he  had  been  ringing,  and  from  that  moment  lost  his 
voice.  On  examination  the  well-known  appearances  of  hysterical 
adductor  paresis  were  present,  but  neither  electric  nor  any  <»ther 
treatment  was  effective  in  restoring  the  voice.     The  qn'  >*•   '■   ■■' 
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damages  then  cropped  np,  but  owing  to  Senion  and  Horsley's  work,. 
I  was  able  to  assure  the  nugry  father  that  the  voice  Avould  retui'n 
sooner  or  later,  Avhich  it  did  in  the  course  of  some  weeks,  on  the 
father,  forgetting  the  boy^s  dis;ibility,  roughly  ordering  him  to  call 
his  brother. 

I  fear  that  owing  to  want  of  time  I  shall  have  to  leave  tliisvery 
interesting  subject  of  Semon's  contributions — partly  alone  and 
partly  in  conjunction  with  Horsley — to  our  knowledge  of  laryngeal 
motor  palsies.  I  trust,  however,  that  I  have  made  it  clear  that  these- 
conti-ibutions  have  resulted  in  entirely  readjusting  the  ideas  of 
laryngologists  on  this  subject,  and  that  they  form  the  framework 
upon  which  our  modern  knowledge  of  motor  neuroses  of  the  larynx 
is  based.  I  had  hoped  further  to  impress  this  upon  you  by 
comparing  chapters  from  text-books  written  before  and  after  the 
publication  of  our  newer  knowledge,  but  time  pi'e?ses,  and  I  have- 
still  to  do  justice  to — 

Semon's  Work  ox  Malignant  Disease  of  the  Larynx. 

In  more  or  less  direct  connection  with  the  case  of  the  late- 
German  Emperor,  which  terminated  fatally  in  1888,  much  dis- 
cussion an  ent  laryngeal  cancer  arose.  It  would  serve  no  purpose, 
and  would  be  a  breach  of  good  taste,  to  revive  the  painful  memories 
and  the  still  more  painful  recriminations  which  resulted  from  this- 
tragic  case,  more  particularly  as  many  of  those  who  took  part  in  the 
latter  have  passed  to  their  last  resting-place.  We  may,  however, 
refer  to  some  of  the  scientific  questions  which  arose  and  which 
were  elucidated  in  some  measure  as  an  immediate  consequence  of 
the  imperial  tragedy.  It  was  asserted  at  that  time  that  innocent- 
laryngeal  tumours  frequently  took  on  a  malignant  character  as  a 
result  of  endo-laryngeal  operations.  Now,  as  Semon  at  once 
recognised,  this  if  uncontradicted  would  have  given  a  death-blow 
to  endo-laryngeal  surgery,  and  he,  therefore,  set  himself  to  combat 
the  above  view  with  his  accustomed  energy,  and,  so  far  as  medical 
readers  were  concerned,  with  success.  Those  supporting  the  other 
view,  however,  unfortunately  carried  the  correspondence  into  the 
columns  of  the  lay  press,  where  Semon  and  those  who  supported 
him  did  not  consider  it  proper  to  pursue  them.  It  was  then  that- 
Semon  devised  a  method  by  which  this  harmful  doctrine  could  not 
only  be  scotched  but  killed  outright.  I  refer  to  the  collective 
investigation  towards  which  he  was  fortunate  enough  to  obtaiu 
observations  from  107  laryngologists  on   10,747  cases  of  innocent 
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o-r(,)\vtlis,  of  wliic'li  S2U)  were  operattnl  iipmi  hy  Wiiy  of  the  luoutli.'^ 
Ainono;'  tlie.se  there  were  12  cases  iii  whieli  ;iii  iimoceiit  luiiiour 
seenierl  to  take  on  ji  inalio-iiant  character  without  any  obvious 
cause,  and  31  in  wliich  the  same  i-esult  was  stated  t(j  have  followed 
endo-laryno'eal  operation.  While  of  the  former  many  were  doubt- 
fid,  this  also  applies  to  16  of  the  latter.  The  net  residt  was  to  .show 
(1 )  that  malignant  degeneration  of  an  innocent  growth  is  excessively 
rare  ;  and  (2)  that  putting  aside  for  the  moment  the  doubtful  nature 
of  some  of  the  cases,  and  basing  a  conclusion  on  the  figures  as  given, 
malignant  degeneration  would  seem  to  have  occurred  relatively  more 
frequently  in  the  non-operated  cases  (12  in  2531)  than  in  those 
operated  upon  (31  in  8216).  Important  as  were  the  facts  supplied 
by  the  various  observers  who  sent  in  answers,  the  chief  interest  of 
the  report  rests  upon  Semon's  own  contribution,  giving  his  observa- 
tions on  the  e:irly  diagnosis  of  laryngeal  cancer.  It  is  not  too 
much  to  say  that  here,  as  in  the  case  of  laryngeal  paralysis,  his  work 
altered  the  whole  aspect  of  the  question.  Hitherto  it  had  been 
assumed  by  most  writers  that  malignant  disease  comparatively 
rarely  began  in  the  vocal  cords,  while  Semon,  after  an  experience 
of  5G  cases,  arrived  at  the  conclusion  that  of  all  parts  of  the  larynx 
the  cords  were  most  liable  to  be  attacked.  I  may  say  at  once  that 
the  correctness  of  this  conclusion  will  probably  now  be  admitted  by 
every  laryngologist.  Having  arrived  at  this  result,  Semon's  next 
undertaking  was  to  attempt  to  catalogue  the  various  points  which 
■would  lead  to  recognition  of  the  disease  in  the  earliest  stages. 
Most  laryngologists  are  now  familiar  with  the  diagnosis  of  early 
epithelioma  of  a  vocal  cord,  but  all  are  probably  not  aware  that  we 
owe  our  knowledge  of  the  subject  entirely  to  Semon.  I  need  not 
weary  you  with  repetition  of  the  details  upon  which  so  much 
depends  in  arriving  at  a  conclusion  as  to  the  presence  or  absence 
of  malignant  disease,  but  I  do  venture  to  remind  you  of  a  few  of 
the  points  of  most  importance — apart,  of  course,  from  the  question 
of  age — namely,  (1)  a  tumour  which  may  be  very  minute,  and 
while  it  may  be  found  in  any  part  of  the  cord,  is  most  commonly 
situated  on  the  posterior  third  ;  (2)  the  presence  of  a  greater 
amount  of  hoarseness  than  would  probably  be  occasioned  by  an 
innocent  neoplasm  of  similar  size;  (3)  the  growth  surrounded  by 
an  area  of  congestion  ;  (4)  Increasing  interference  with  the  mobdity 
of  the  affected  cord.  These  were  the  main  points  upon  which 
Semon  laid  stress,  but  I  need  hardly  say  that  he  amplified  and 
1  Internal.  Centmlbl.  /.  Laryngol.,  vols,  v  and  vi  ;  "  Forschungen  uud 
Erfalirungeu,"  vol.  ii,  p.  71. 
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qualified  each  of  them  witli  the  most  painstaking-  cai-e.     Xor  need 
I   tell  you    that    these    observations    of    his    still   remain  the   last 
impoi-tant  Avord   which  has  been   said   on   the  diagnosis  of   early 
lai'yngeal  cancer.     He  did  not,  of  course,  confine  his  obseryations 
to  the  disease  in  this  situation  and  of  this  type,  but  here  lay  his 
epoch-making  work.       He    wrote   most  wisely    and    well    on    the 
relative  value  of  microscopic  examination  of  a  removed  fragment, 
pointing  out  that  too  much  importance  should  not  be  attached  to 
such  examination  in  the  negative  sense;  he  discussed  age,  heredity, 
pain,   lymphatic  swelling,  hoarseness,   dyspnoea,   and  dysphagia ; 
and,  in  fact,  partly  by  himself  and  partly  with  the  assistance  of  the 
collective  investigation  results,   supplied  us  with   a  most  perfect 
monograph  on  laryngeal  carcinoma.     The  pearl    of   great  price, 
however,  remained  those  sections  which  dealt  with  early  diagnosis, 
for  upon  this  depends  the  curability  of  the  fell  disease.     I  need  not 
remind  you  as  laryngologists  of  the  fact,now  so  Avell  recognised,  that 
cancer  in  the  larynx  seems  to  remain  shut",  off  for  a  considerable 
time,  and  thus  lends  itselt"  more  readily  to  successful    operative 
interference.     We  have  seen  that  owing  to  the  Avork  of  Semon  the 
early  diagnosis  of  the  disease  had  become  possible,  and  then  the 
late  Sir  Henry  Butlin  revived  the  previousl}^  discredited  operation 
of  thyrotomy  with  complete  and  free  removal  of  the  affected  parts. 
This  operation  had  been  discredited  in  all  probability  only  because 
previous  to  Semen's  publications  malignant  laryngeal  disease  was 
only    recognised    at   a   period    when   it  had  assumed    proportions 
making  any  means  of  treatment  short  of  complete  extirpation  well 
nigh  hopeless.     With  early  diagnosis,  however,  it  soon  transpired 
that  thyrotomy  was  par  excellence  the  method  to  be  adopted  for 
cases  still  in  the  initial  stage.    Soon  after  Butlin  began  to  practise 
the  operation  Semon  likewise  adopted  it,  and  in  a  short  time  became 
its  most  ardent  champion.     In  1907  he  had  operated  on  25  cases, 
and  was  able  to  obtain  a  lasting  cure  in  80  per  cent.     It  is  rather 
curious  to  note  that  this  operation,  so  successful  in   the  hands  of 
operators  in  this  country,  has  been  so  slowly  accepted  by  Conti- 
nental surgeons  and  laryngologists.     This  is  the  more  remarkable 
when  we  consider  the  excellent  results  it  gives,  not  only  in  curing 
the  disease,  but  in  doing  so  with  a  minimum  of  interference  with 
fujiction,  for,  as  you  know,  it  is  no  uncommon  thing  for  it  to  leave 
a  voice  very  nearly  as  good  as  normal. 

In  addition  to  his  great  work  on  laryngeal  carcinoma  already 
referred  to,  Semon  produced  in  1897  very  valuable  papers 
entitled,    "  On    the  Question   of  Radical  Operation    in  Malignant 
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Ci-owtlis  of  the  Larynx,  with  .Special  Heference  to  Thvo.u.ny 

•  Some    Points    in    the   Diagnosis    and    Treatment   of   Laryncroaj 

Cancer''^   (in  which  he  deseribed  his  eases  of  thyn.tomy  aln..<ly 

referred    to)  ;    and    "  A   Contribution    towards    the   Diagnosis   of 

l.aryno-eal  Cancer/'^'  In  these  he  amplified  his  previously  expressed 

views,  described  and  discussed  the  results  of  thyrotomv,"  con.parin.» 

■  r   with   other  operations,  and  related  many   interesting  cases   in 

winch  diagnostic  difficulties  arose,  but  he  in  no  sense  modified  any 

of   Ins    original    statements.     This    is    very   characteristic    of    liis 

methods    throughout,    for,    as    I    have    before    said,    Semon    was 

extremely  accurate,  and  particularly  careful  never  to   generalise 

until  he  was  absolutely  sure  of  his  facts  and  evidence. 

While  the  late  Sir  Henry  Butlin  undoubtedly  revived  the 
operation  of  thyrotomy  for  certain  cases  of  laryngeal  cancer,  and 
while  he  was  quite  alive  to  the  value  of  this  revival,  it  is  uncertain 
whether  the  method  would  ever  have  become  so  widely  known 
and  appreciated  had  it  not  been  for  Semen's  advocac'y.  The 
reason  for  this  is  not  far  to  seek.  Butlin,  while  an  accomplished 
laryngologist,  and  one  of  our  first  authorities,  if  not  actually  our 
first  authority,  on  malignant  disease,  was  also  a  general  surgeon 
with  a  wide  range  of  interest  and  work. 

His  time  was  thus  too  fully  occupied  to  enable  him  to  con- 
centrate attention  on  one  particular  organ,  and  so  it  came  about  that 
his  new  operation— for  in  a  sense  it  was  new— was  brought  into  the 
position  it  merited  by  Semon,  who,  I  need  hardly  say,  was  always 
most  careful  to  draw  attention  to  the  originator. 

Did  time  permit  it  would  be  a  tempting  task  to  draw  a  com- 
^  parison  between  Semen's  neurological  work  and  that  on  malignant 
j  disease. 

I  The  former— considered  purely  from  the  scientific  point  of 
I  view— may  be  said  to  deserve  precedence.  It  was  slowl;^  evolved, 
led  to  numerous  laborious  experiments,  required  much  discussion, 
and  finally  placed  the  motor  neuroses  of  the  larynx  in  such  a 
position  that  the  chapters  in  all  text-books  had  to  be  revised,  or 
rather,  I  should  say,  rewritten.  It  made  clear  questions  of 
diagnosis  hitherto  obscure,  and  in  a  sense  aided  therapeutics  in  so 
far  that  it  enabled  us  to  diagnose  with  more  certainty  between 
organic  and  functional  disease. 

Arch.f.  Larmigol.,  vol.  vi ;  "  Forscliungen  unci  Erfahrungen,"  vol.  ii,  p.  284. 
"  Brit.  Med.  Joiirn.,  February  2,  1907  ;  "  Forschungt'n  unci  Erfahrunifen,"  vol.  ii 
p.  338. 

Forschungen  unci  Erfahrungen,"  vol.  ii,  p.  StH,  read  in  1909  at  the  Inter- 
national Congress  at  Budapest. 
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Semon's  observations  on  cancer  were,  on  the  other  hand, 
purely  the  result  of  his  experience,  gathered,  it  is  true,  by  the 
painstaking  care  with  which  he  studied  his  cases,  but  resting  upon 
no  laborious  laboratory  experiments,  and  not  entailing  any  elaborate 
histological  study.  It  is  true  that  here,  too,  an  absolutely  new  light 
was  thrown  upon  the  early  stages  of  malignant  disease  of  the 
larynx,  necessitating  the  revision  of  all  that  had  been  previously 
written  upon  the  subject.  Another  and  greater  result,  however, 
followed,  for,  owing  to  the  early  recognition  of  cancer  of  the  larynx, 
many  valuable  lives  have  been  saved  in  the  past,  are  being  saved 
in  the  present,  and  will  be  saved  in  the  future. 

As  I  approach  the  conclusion  of  my  task  I  need  hardly  remind 
you  that  in  what  I  have  said  no  attempt  has  been  made  to  provide 
a  complete  catalogue  of  Semon's  contributions  to  the  literature  of 
laryngology.  So  far  I  have  not  mentioned  that  in  1884  he  pro- 
duced a  translation  into  Grerman  of  the  second  volume  of  Morell 
Mackenzie's  work,  which  contained,  in  the  form  of  annotations, 
much  original  matter.  Again,  no  reference  has  been  made  to 
papers  on  the  culture  of  the  singing  voice,  on  the  relative  merits  of 
English  and  German  medical  education,  and  on  unusual  manifesta- 
tions of  syphilis  in  the  upper  air-passages — all  interesting  and 
valuable  contributions.  In  addition  to  those,  Semon  also  described 
many  rare  cases,  supplied  several  articles  dealing  with  biography, 
and  wrote  chapters  for  composite  text-books,  amongst  which  that 
on  nervous  affections  of  the  larynx  in  Heymann's  "Handbuch" 
deserves  special  mention.  I  will  not,  however,  further  specify 
individual  articles,  but  content  myself  by  stating  that  in  all  Semon 
was  responsible  for  132  contributions  to  literature.  Since  with- 
drawing from  practice  he  has  collected  and  published  the  most 
important  of  these  in  two  beautifully  got-up  volumes.  After 
mature  consideration  he  decided  upon  German  as  the  language  to 
be  employed  in  this  his  latest  literary  effort,  but  I  am  sure  I  voice 
the  thoughts  of  many  when  I  express  the  hope  that  an  English 
edition  of  his  collected  works  may  yet  become  available. 

When  I  began  to  arrange  the  material  for  these  lectures  1  was 
Vfi-y  fully  impressed  by  the  importance  of  the  occasion  and  the  j 
responsibility  which  I  was  undertaking.  Gradually  1  became  I 
more  and  more  conscious  of  the  dithculty  of  fulfilling  my  task  j 
satisfactorily.  To  be  unbiassed  in  discussing  a  friend  and  hisj 
work,  to  say  enough  and  not  too  much,  to  touch  upon  controversial 
topics  without  giving  offence — these  were  a  few  of  the  many : 
stumbling-blocks  which  presented  themselves   to  my  mind,  andi 
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which,  seeming-  snuill  ar  tirst,  eventually  looaied  hirge  in  my  i);iih. 
After  arriving  at  the  eoiielusion  tliat  the  difiiculties  vvliich  beset 
ine  were  legion,  the  question  arose  whether  or  not  to  fly  to  others 
for  advice.  On  due  consideration  I  arrived  at  the  conclusion  tliat 
the  advice  would  vary  so  much  according  to  the  individual  con- 
sulted that  I  could  not  hope  to  benefit  by  the  collective  wisdom  of 
my  friends. 

I  was,  therefore,  thrown  back  upon  my  own  resources,  and  the 
result  has  been  as  you  have  heard.  How  very  far  short  it  falls  of 
being  worthy  of  this  unique,  this  historic  occasion,  I  am  only  too  well 
aware  (for  Sir  Felix  Semon  has  been  the  recipient  of  quite  an 
unusual  honour  in  liaving  a  lectureship  founded  in  his  uauie  while 
he  himself  is  still  alive).  In  couclasion,  let  me  express  the  hope  that 
he  may  live  long  in  physical  health  and  mental  vigour,  and  be  in 
a  position  to  criticise  the  Semon  lectures  for  many  years  to  come. 
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PART    II. 

SOME  NOTES  ON  SCARLET  RED  AS  A  DRESSING 
AFTER  THE  RADICAL  MASTOID  OPERATION,  BASKD 
ON   THE   OBSERVATION   OF   FIFTEEN   CASES. 

By   Thos.    W.    E.    Ross,    M.D.,   F.R.C.S.E., 

Clinical  Assistant,  Ear  and  Throat  Department. 

In  this  paper  it  is  not  proposed  to  enter  upon  the  history  of  the 
use  of  scarlet  red  as  a  surgical  dressing  beyond  stating  the 
following  facts :  Fischer  (1)  in  1906  reported  that  the  fatty  dye 
known  as  scarlet  red,  if  dissolved  in  olive  oil  and  injected  under 
the  skin  of  a  rabbit's  ear,  stimulated  the  epithelium  to  rapid 
growth.  lores  (2)  experimented  further  and  found  that  the  endo- 
thelium of  lymph-vessels  and  of  blood-vessels  Avas  also  stimulateil 
to  growth.  Schmieden  (3)  in  1908  tirst  reported  the  application  of 
scarlet  red  to  the  treatment  of  granulating  surfaces  in  man. 
He  used  an  8  per  cent,  ointment  and  found  that  it  stimulateil 
squamous  epithelium  to  proliferate  by  simple  contact,  injection  ot 
the  dye  into  the  tissues  being  unnecessary.     He  found  that  the 
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new  epitlielium  proved  thicker  and  mox'e  resistant  to  injury  tlian 
normal  epithelium.  Microscopically  all  the  layers  of  the  normal 
epidermis  were  recognised  in  the  new  epithelium.  Chemically, 
scarlet  red  is  a  combination  of  amido-azotoluol  with  /3-naphthol. 
The  former  component  was  first  used  alone  by  Hay  ward  (4)  in  Bier's 
clinic.  He  employed  an  8  per  cent,  ointment  and  found  the  effect 
more  marked  than  that  of  scarlet  red.  Amido-azotoluol  has  also 
been  used  by  Grossman  (5),  of  Berlin,  for  aural  surgery,  both  in 
alcoholic  solution  and  on  specially  prepared  gauze.^ 

Opinion  as  to  the  efficacy  of  these  dyes  as  dressings  in  aui-al 
surgery  is  divided.  At  a  meeting  of  the  Berliner  Otologisclie 
Gesellschaft,  repoi'ted  in  the  Deutsche  med.  WocJi.,  1910,  Grossman, 
Halle,  Levy  and  vStein  reported  favourably  on  their  experience 
with  the  dyes,  whilst  Hartmann,  Beyer,  Sonntag  and  Briihl  had 
not  found  much  advantage  from  the  new  dressing.  But  a  number 
of  these  opinions  were  apparently  based  on  an  experience  of  the 
use  of  scarlet  red  in  only  one  or  two  cases. 

Dr.  Logan  Turner  kindly  allowed  me  to  try  this  new  dressing  on- 
those  cases  of  radical  mastoid  operation  which  I  have  dres'sed  in 
his  wards  since  December,  1911. 

Six  cases  were  tried  with  amido-azotoluol,  either  in  the  form  of 
an  8  per  cent,  ointment  or  a  4  per  cent,  alcoholic  solution.  These 
are  not  included  in  the  following  consideration,  because  in  two  of 
them  the  observations  Avere  incomplete  and  because  two  were- 
tubercular  cases.  It  may  be  stated,  however,  that  the  results 
were  certainly  much  less  satisfactory  than  with  the  scarlet  red. 
This  might  be  accounted  for  by  some  fault  in  the  amido-azotoluol 
supplied.  Grossman  (6)  lays  stress  on  the  fact  that  there  ai'e- 
a  number  of  makers  of  these  substances,  but  in  his  experience  only 
one  or  two  particular  products  give  satisfactory  results. 

Whilst  a  number  of  cases  are  still  under  treatment,  I  have 
a  complete  record  of  fifteen  cases  which  down  to  the  end  of 
August  of  1912  had  been  dressed  with  scarlet  red. 

An  8  per  cent,  ointment  of  scarlet  red  in  vaseline  was  used. 
This  was  melted  to  a  liquid  state,  and  then  sterile  strips  of  ribbon 
gauze,  half  an  inch  wide,  were  dipped  into  it  and  transferred  to 
a  sterile  glass  dish,  there  to  await  use.  All  the  cases  were 
dressed  at  the  time  of  operation  with  iodoform  worsted,  and  this 
was  generally  allowed  to  remain  in  situ  for  four  to  five  days. 

In  five  cases  (1  too)  the  scarlet  red  was  applied  after  only  one 

'  An  interesting  history  of  the  use  of  these  dyes  is  given  by  Grossman  in  the 
Zeits.f.  Ohrenh.,  1910,  and  also  by  Davis  in  the  Annals  of  Surgery,  1911. 
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or  two  preliininary  diessings  witli  bismutli  gauze.     Ju  these  cases 
the  average  time  taken  for  the  whole  surface  of  the  bone-cavity  t., 
be  covered  by  granulations  was  fourteen  days,  and  the  average 
time  for  complete  epithelialisation  of  the  granulating  surface  twenty- 
one  days.     Thus  the  average  time  from  date  of  operation  to  date 
of  complete  epithelialisation  was  thirty-five  days  and  a  fraction— 
practically  five  weeks.     In  the  remaining  ten  cases  (for  reasons 
stated  later)  the  red  ointment  was  not  applied  till  the  bone-cavity 
was  completely  covered  with  granulations.     Until  this  occurred 
bismuth   gauze   was    used   as    a   dressing,    applied    usually   every 
second  day.     This  period  in  these  cases  averaged  fifteen  days,  but 
the  average  was  raised  by  two  cases  taking  twenty-five  and  nine- 
teen days  respectively   to   reach   this    stage.     Reference    will    be 
made  to    these    later.     The    shortest    period   noted    for   complete 
granulation  was  nine  days  from  date  of  operation.     The  average 
tnne  of  epithelialisation  of  the  fully  granulated  surface  was  twenty 
days,  the  individual  periods  varying  from  twelve  to  thirty-two  days. 
The  average  period  from  date  of  operation  to  complete  epithelial- 
isation was  thirty-six  days. 

It  will  be  seen  that  it  has  apparently  made  little  difference  to 
the  final  result  whether  the  red  was  applied  in  the  first  instance  to 
bare  bone  or  to  a  surface  covered  by  granulations,  but  in  the  second 
series  two  cases  w-ere  prevented  by  complication  from  liealiu"- 
quickly. 

In  Case  14  the  posterior  wound  was  kept  open  for  twenty-five 
days  as  a  septic  lateral  sinus  thrombosis  had  to  be  dealt  with.  A 
large  portion  of  the  internal  jugular  required  resection  and  the 
bulb  was  syringed  through  twice  daily  for  two  weeks.  This  case 
was  dismissed,  healed  in  forty-four  days  from  the  date  of  the  first 
operation . 

In  Case  15  the  posterior  wound  Avas  infected  by  the  patient's 
own  finger,  and  it  took  nineteen  days  to  get  the  cavity  into  a  healthy 
healing  condition.  Allowing  for  these  cases,  it  seems  that  the 
stage  of  complete  granulation  is  reached  a  little  more  quickly  by 
the  use  of  bismuth  gauze  packing,  and  certainly  there  is  less 
tendency  to  exuberance  of  granulation  and  to  excess  of  discharge 
if  that  dressing  be  used  so  long  as  any  considerable  area  of  bone 
is  bare  of  granulations. 

If  the  application  of  the  red  ointment  be  delayed  till  a  healthy 
granulation  surface  be  present,  little  or  no  increase  of  discharge 
and  no  undue  tendency  to  exuberant  granulation  is  noticed.  For 
these  reasons  it  seems  desirable  to  postpone  the  application  of  the 
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red  ointment  until  the  graiuilation  of  tlie  cavity  is  at  least  nearly- 
complete. 

Considering  the  fifteen  cases  together  the  average  time  taken  to 
obtain  complete  healing  was  a  fraction  over  thirty-five  days, 
practically  five  weeks. 

Three  cases  (1,  9,  11),  Avere  completely  epithelialised  in  under 
thirty  days,  the  shortest  taking  twenty-five  days.  Six  cases 
occupied  forty  days  or  over,  the  longest  taking  forty-four  days. 
This  latter  group  included  two  cases  suffering  from  the  complica- 
tions already  mentioned;  three  cases  (5,  7,  13)  with  persistent 
Eustachian  discharge,  favouring  the  presence  of  unhealthy 
granulations  in  the  tympanum,  and  one  case  (6)  whose  tissues 
seemed  to  be  unusually  sensitive  to  the  red.  In  this  last  case 
there  was  a  marked  tendency  to  excessive  discharge  after  the 
application  of  the  red  and  a  persistent  tenderness  of  the  cavity. 
A  slight  temporary  increase  of  discharge  after  the  first  or  second 
dressing  with  red  is  not  uncommon. 

In  the  majority  of  the  cases  the  red  ointment  has  been  applied 
for  twenty-four  hours,  and  then  a  dressing  of  bismuth  gauze  or 
gauze  impregnated  with  eucalyptus  vaseline  substituted  for 
twenty-four  hours.  But  in  cases  which  tolerate  the  red  well 
{i.  e.  where  no  marked  increase  of  discharge  is  provoked  and  there 
is  no  undue  tendency  to  granulation),  the  best  results  in  this  series 
have  been  obtained  by  forty-eight  hours'  application  of  the  red 
followed  by  twenty-four  hours'  packing  with  bismuth  gauze.  In 
the  later  cases  eucalyptus  vaseline  was  not  vised  as  the  alternative 
dressing  until  epithelialisation  was  well  advanced. 

The    pi-ompt    application    of    silver    nitrate  to  any  exuberant 
granulations  is  important.     In  cases  which  are  going  to  do  well 
very  little  caustic  is  needed.     In  five  cases  (1,  9,  10,  11,  12),  whose  I 
average  time  of  healing  was  a  fraction  over  thirty  days,  no  caustic  | 
was  required  at  all. 

In  five  cases  Eustachian  discharge  has  been  marked ;  in  four  of  ; 
them  (5,  7,  8,  13)  it  interfered  with  the  rapid  epithelialisation  of  | 
the  cavity.     The  discharge  ceased  soon  after  complete  epithelial- 
isation in  three  cases,  and  in  two  (7,  13)  persisted  after  the  cavity 
was  covered  with  epithelium.  j 

In  five  cases  some  tendency  to  a  filling  up  of  the  cavity  was  | 
noticed.  In  Case  I,  a  young  girl,  the  tympanic  cavity  was  1 
practically  oblitei-ated  by  firm  tissue  which  completely  shut  off! 
the  Eustachian  tube.  In  spite  of  this  a  slight  improvement  in' 
hearing  was  noted.     In  Case  2,  also  that  of  a  child,  a  marked  lilling 
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up  of  the  tyaipanic  cavity  tlireatened  to  load  to  tlio  formation  of  u 
])ofk(.'t  coininunicatiiig-  witli  the  Enstacliian  tube  at  its  innor  oiul. 
'I'lio  Eustachian  tube  diseliavgod  freely  for  soine  time,  but  as  soon 
as  this  discliarg-e  diminished  the  pocket  gradually  filled  up,  the 
tyuipajiic  cavity  became  obliterated,  the  orifice  of  the  Eustachian 
tube  being  occluded  by  firm  tissue.     This  case  was  a  deaf-mute. 

In  two  cases  (8,  15),  both  adults,  a  tendency  to  narrowing-  of 
the  deeper  portion  of  the  cavity  was  evident  towards  the  end  of 
treatment  and  after  its  completion.  These  cases  were  seen  two  to 
three  months  later,  and  it  was  noted  that  the  thickening  of  the  soft 
tissues  which  produced  the  narrowing  had  quite  disappeared. 

In  one  man  (Case  7)  some  narrowing  of  the  deep  portion  of  the 
cavity  occurred  and  still  persists,  but  there  is  no  pocket.  A 
narrow  passage  leads  to  the  Eustachian  orifice  and  from  this  there 
is  a  persistent  discharge,  which  is  now,  liowever,  beginning  to 
diminish.  Any  undue  tendency  to  filling  up  of  the  deeper  porti<jn 
of  the  cavity  can  best  be  overcome  by  the  free  use  of  silver  nitrate, 
by  reduction  in  the  period  of  application  of  the  red  ointment,  and 
by  firm  packing  with  bismnth  gauze. 

\\  ith  regard  to  hearing  in  these  cases,  it  may  be  stated  that 
in  eleven  there  was  decided  improvement.  In  one  case  (6)  it 
remained  in  statu  qito,  in  one  case  (7)  it  was  considerably 
diminished,  namely,  from  raised  whisper  at  fifteen  feet  to  raised 
whisper  at  two  feet.  Two  cases  (2  and  9)  suffered  from  practically 
complete  nerve-deafness  before  operation. 

The  chief  points  in  this  method  of  treatment  may  be  summar- 
ised as  follows.  To  avoid  (as  far  as  possible)  the  formation 
of  exubei'ant  gi'anulations,  bismuth  packing  should  be  used  till  the 
bone  surface  is  covered  Avith  granulations.  The  red  ointment 
should  then  be  applied  for  periods  of  forty-eight  hours,  with 
intervals  of  twenty-four  hours,  when  either  bismuth  gauze  or 
gauze  impregnated  with  eucalyptus  vaseline  should  be  used  for  the 
dressing,  the  later  preferably  in  the  latter  stages  of  epithelial- 
isation.  A  temporary  increase  of  discharge  after  the  first  applica- 
tions of  the  red  is  often  to  be  expected,  but  should  this  increase  be 
excessive  and  tend  to  persist,  then  the  periods  of  application  should 
be  shortened  to  twenty-four  hours  and  the  intervals  lengthened  to 
forty-eight  hours  or  even  longer.  A  similar  modification  of  treat- 
ment is  called  for  in  cases  where  there  may  be  persistent  increase 
of  tenderness  following  the  use  of  red.  This  occurred  in  only  one 
case  out  of  fifteen  in  this  series.  If  exuberant  granulations  a]>pear 
they  should  leceive  a  prompt  application  of  silver  nitrate.     '1  hey 
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are  apt  to  be  most  troublesome  in  the  tympanum,  especially  when 
Eustachian  discharge  persists. 

It  is  precisely  in  those  cases  where  one  meets  the  above- 
mentioned  conditions  that  there  may  sometimes  be  noticed  a 
tendency  to  undue  filling  up  of  the  operation  cavity  in  its  deeper 
part.  Hence  the  importance  of  attention  to  these  details  of 
treatment. 

If  the  process  of  filling  up  has  not  gone  beyond  a  narrowing  of 
the  deeper  portion  of  the  cavity,  it  will  be  found  that  the  thicken- 
ing of  the  soft  tissues  diminishes  a  few  weeks  after  the  cavity  is 
healed,  and  that  the  naiTOwing  disappears. 

The  results  of  treatment  in  this  series  of  cases  seem  to  show 
that  with  the  use  of  scarlet  red  complete  epithelialisation  is  to  be 
expected  within  six  weeks  In  the  majority  of  cases  the  pei'iod 
may  be  within  five  weeks,  and  a  few  specially  responsive  cases 
may  be  completely  healed  in  four  weeks,  or  even  in  a  day  or  two 
less. 

The  contour  of  the  cavity  is  usually  well  maintained,  and  the 
lining  epithelium  is  strong,  with  little  tendency  to  desquamation. 
Operation  cavities,  seen  several  months  after  healing  is  complete, 
appear  very  clean. 

The  chief  disadvantage  of  the  method  is  that  it  requires  careful 
supervision.  The  indiscriminate  or  careless  use  of  scarlet  red 
would  certainly  lead  to  the  production  of  exuberant  granulations, 
the  formation  of  pockets,  and  perhaps  an  imdesirable  filling  up  of 
the  deeper  portion  of  the  operation  cavity. 
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THREE  FATAL  CASES  OF  PNEUMOCOCCAL  INFECTION  OF 

THE  THROAT.' 

By  Alkx.  1{.  TwvAiiHK,  F.R.C.S., 

Assistant  Suryeoii,  Nottingham  General  H<^spital. 

Thk.'^k  notes  are  reported  in  order  to  place  on  record  a  clinical  con- 
dition Avliich  1  have  otherwise  not  .seen,  and  the  mortality  of  which, 
in  my  liands,  at  any  rate,  is  100  per  cent.  Possibly  they  may 
helong"  to  tlnit  class  referred  to  in  the  Brifi.'^Ji  Medifal  Journal, 
June  26,  1909,  by  Sir  Felix  Senion,  whose  very  g-raphic  account 
there  would,  in  many  respects,  form  an  accuiate  description  of  my 
own  cases. 

The  two  first  patients  may  be  regarded  as  representing  the 
asthenic,  and  the  third  as  the  sthenic  type  of  the  disease;  the 
former  Avere  ''chronic"  conditions  almost  to  the  last,  whereas  the 
latter  ran  a  comparatively  rapid  coni-se  from  its  commencement  nj) 
to  the  end. 

All  three  were  characterised  by  their  absolute  lack  of  response 
to  every  kind  of  genei'al  or  local  treatment  employed,  and  no  cause 
or  connection — apart  from  the  presence  of  the  pneumococcus  in  the 
throat — could  be  ascertained.  This  organism  Avas  present  in  large 
numbers  in  pure  culture  on  the  swabs  or  sputa. 

There  w^as  no  apparent  ulceration  of,  nor  membranous  deposit 
on,  the  nmcous  membrane  concerned,  which  was,  however,  intensely 
injected  and  oedomatous  at  the  commencement  of  the  illness. 

The  main  focus  of  the  local  lesion  in  each  case  appeared  to  the 
naked  eye  as  an  indolent,  necrotic,  more  or  less  localised,  sloughing 
area  quite  distinct  from  any  pathological  state  usually  associated 
with  the  term  "  abscess." 

Up  till  the  last  few  days  of  the  disease  there  was  no  impairment 
of  appetite  or  malaise  corresponding  with  the  progressive  Aveakne.ss, 
raised  temperature  or  severity  of  the  disease  generally. 

Case  1.— Mrs.  D ,  aged  forty.     First  seen  by  me  in  consultation  with  her 

doctor  March  23,  1911.  She  had  been  quite  well  till  the  end  of  November,  1910. 
when  one  day  "  the  throat  began  to  be  sore." 

On  examination  the  nose  appeared  healthy  ;  the  teeth  were  all  replaced  arti- 
ficially ;  the  tonsils  were  not  enlarged,  but  suggested  attacks  of  past  tonsillitis ; 
the  naso-pharynx  was  healthy  and  the  ears  intact.  The  laryngoscopic  picture 
showed  very  marked  infiltration  of  the  arytsenoid  areas  and  intervening  space, 
the  left   side   apparently   being   more   affected   than   the   right.     The  left  v.  o. 

1  Yet  another  apparently  similar  patient  under  my  care  at  present  suggests 
eventual  recovery,  mainly  I  think  due  to  gastrostomy  and  tracheotomy.  I  hope 
to  publish  a  detailed  account  of  this  case  at  an  early  date. 
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was  immobile,  the  right  active  liut  weak.  There  was  a  large  accumvxlation  of 
miico-pus  in  the  i^yriform  sinuses  and  over  the  ujjper  edge  of  the  posterior 
boundary  of  the  aditus  laryngis. 

On  inquiry  I  leai'nt  there  had  been  some  dysphagia  for  the  last  three  months, 
and  that  now  she  had  some  difficulty  in  swallowing  liquids. 

She  had  been  married  sixteen  years,  but  had  never  been  pregnant,  and  nothing 
in  her  history  could  be  discovered  pertinent  to  the  case. 

I  diagnosed  tubercular  perichondritis,  or  rather  agreed  with  the  opinion  whicli 
had  already  been  given. 

I  heard  no  more  of  the  case  till  the  end  of  the  following  May,  when  I  was  told 
that  no  physical  signs  of  tvibercle  could  be  found  in  her  chest  nor  tubercle  bacilli 
in  the  sputum,  but  that  the  discharge  from  the  larynx  was  now  much  more  prof  use 
and  abounded  with  ^^neumococci.  A  phlegmonous  condition  of  the  neck  bad 
preceded  this  increase  of  the  dischai'ge.  I  saw  her  again  some  three  days  later ; 
she  said  she  had  improved  during  the  last  week.  The  larynx  appeared  very  much 
as  before,  except  that  about  the  centre  of  the  upper  edge  of  the  posterior  boundary 
of  the  larynx  there  was  a  local  condition  which  suggested  the  presence  of  a  sinus, 
careful  swabbing,  however,  failed  to  corroborate  this,  nor  did  the  probe  detect  any 
bare  cartilage.  There  was  a  localised  emjjhysematous  patch  over  the  region  of  the 
right  crico-thyroid  joint,  paljiation  of  which  was  followed  by  an  expectoration  of 
muco-pus.  She  could  swallow  about  a  teaspoonfiil  at  a  time  and  was  being  fed 
per  rectum.  I  considered  that  there  was  a  localised  necrosis  of  the  cricoid  cartilage ; 
but  on  account  of  her  general  condition,  ease  of  expectoration  and  apparent  im- 
proving state  advised  temporising.  Tlie  si^utuni,  on  examination  again,  was  found 
full  of  pneumococci. 

I  heard  no  more  of  her  till  her  death  was  reported  on  July  2.  Up  till  the  last 
her  doctor  stated  that  he  thought  she  was  going  to  get  well.  The  expectoration 
and  dysphagia  had  ceased,  she  could  take  two  pints  of  milk  daily  in  addition  to 
the  rectal  feeds,  so  that  nasal  feeding,  which  had  been  discussed,  was  not  thought 
necessary.  Some  twelve  injections  of  autogenous  vaccine  were  given,  with  no  effect 
wliatever,  except  that  at  first  she  stated  she  felt  much  better.  About  three  days 
before  her  death  she  began  to  collapse,  and  died  apparently  from  "  heart  failure." 

Case  2. — Mrs.   H ,  aged  thirty-four.      First  seen  by  me  in  consultation, 

June  19,  1912.  She  had  had  a  husky  voice  some  three  or  four  days,  with  an 
increasing  phlegmonous  condition  of  the  neck,  chiefly  confined  to  the  left  side. 

Nothing  abnormal  could  be  seen  either  in  the  nose,  pharynx,  post-nasal  space 
or  ears.  In  the  larynx  the  left  ventricular  band  and  the  mucous  membrane 
anterior  to  and  above  it  were  swollen,  so  that  the  vocal  cord  on  that  side  was 
obscured  except  on  phonation.  The  right  side  was  apparently  not  involved,  and 
the  movements  were  normal  on  both  sides.  There  was  a  brawny  swelling  of 
the  front  and  sides  of  the  neck,  most  marked  over  the  left  thyroid  ala  and 
adjacent  portion  of  the  sterno-mastoid. 

Incisions  made  within  four  hours  revealed  no  naked-eye  pus,  although  there 
appeared  to  be  a  cavity  over  the  left  side  of  the  thyroid  cartilage. 

The  sputum  contained  pneumococci. 

For  the  next  month  she  seemed  to  improve.  The  incisions  in  the  neck  tended 
to  close,  and  the  discharge  from  them  became  purulent,  as  one  would  expect.  Her 
temperature  at  night  was  up  to  100"  F.  The  swelling  inside  the  larynx  became 
wrinkled  on  the  surface,  suggesting  subsidence,  and  her  a^jpetite  improved. 

At  the  beginning  of  July  her  general  condition  was  worse,  the  laryngeal  dis- 
charge more  copious  and  the  neck  more  swollen.  Further  surgical  relief  was 
advised,  but  declined  by  the  husband,  who,  against  tl.e  wish  of  both  her  doctor  and 
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mydolt",  took  lier  to  Doveiciniit.  Hero,  in  spite  of  l)iaciiig  sea  air  aiifl  very  careful 
medical  attention  locally,  she  steadily  lost  g-round,  and  eventually  i-eturned  home 
on  Auufust  1").  I  saw  her  the  followin<if  day.  Her  general  condition  was  vt-ry 
much  worse  ;  the  wounds  in  the  neck  were  indolent,  dirty  sinuses,  and  that  over 
the  left  thyroid  ala  comnninicated  with  the  pharynx  or  oesophagus.  The  larynx 
was  ahnost  obstructed  by  a  very  much  increased  swelling  of  the  parts  originally 
involved. 

The  case  was  obviously  desperate,  and  the  only  chance  to  offer  was  that  whieli 
might  follow  vigorous  surgical  treatment. 

This  having  been  consented  to,  the  patient  was  admitted  to  the  Nottingham 
(leneriil  Hospital.  Under  intra-venous other,  tracheotomy  — the  necessity  for  which 
almost  at  onco  became  urgent — was  performed ;  the  thyroid  was  then  split  in  the 
middle  line,  so  as  to  examine  for  necrosis  of  cartilage,  which  I  thought  was 
present.  No  bare  cartilage  was  found,  but  the  lumen  was  almost  obliterated  by 
t!ie  extreme  oedema  of  the  raucous  membrane.  A  rubber  tube  was  therefore  laid 
in  to  maintain  an  air- way,  and  the  thyrotomy  wound  closed  over  it.  The  sinus  on 
the  outer  aspect  of  the  thyroid  on  the  left  side  was  explored,  and  a  roughly 
circular  hole  exposed  towards  the  centre  of  the  posterior  margin  of  the  cartilage 
leading  into  the  pharynx.  This  was  thoroughly  curetted,  swalihed  with  iodine, 
and  the  soft  tissues  united  over  the  opening  with  catgut.  The  remainder  of  this 
wound  was  again  treated  with  iodine  and  packed  with  gauze.  The  patient  was 
put  into  a  tent  with  a  bronchitis  kettle,  and  continuous  rectal  saline  injection 
ordered.  The  next  day  the  tracheotomy  tube  was  removed,  biit,  apparently  owing 
to  the  occlusion  of  the  upper  opening  of  the  laryngeal  tube  by  the  swollen  mucous 
jnembrane,  it  was  necessary  to  replace  it.  The  indolent  necrotic  appearance  of  the 
outer  woimd  showed  no  reactiouary  sign.  On  the  whole,  she  was  more  comfortable 
and  looked  rather  better. 

The  following  day — July  19  — she  was  obviouslj'  weaker  and  she  died  in  the 
afternoon. 

[I  think  it  would  have  been  better  treatment  not  to  have  opened  the  larynx 
but  to  have  xuerely  p\it  in  a  tracheotomy  tube,  cleaned  the  external  wound  and 
passed  a  catheter  through  the  pharyngeal  fistula  into  the  oesophagus,  and  thus 
have  had  an  easy  method  of  feeding.] 

Case  3. — S.  W ,  aged  thirty-four,  a  robust,  otherwise  healthy  man, by  trade 

a  fitter,  was  admitted  to  the  Nottingham  General  Hospital,  October  24,  1912. 
He  stated  he  had  been  suffering  with  a  "sore  throat  "for  three  weeks,  which, 
during  the  last  three  days,  had  become  much  worse.  He  did  not  look  particularly 
ill.  The  nose  and  naso-pharynx  were  structurally  normal,  but  the  seat  of  a  more 
or  less  generalised  siibacute  naso-pharyngitis.  The  teeth,  with  a  few  exceptions 
were  in  good  order.  Both  tonsils  and  the  adjacent  peritonsillar  areas  were  injected 
and  swollen,  but  no  ulceration  or  membranous  deposit  was  anywhere  to  be  seen 
There  was  a  brawny  cellulitis  of  both  submaxillary  and  submental  regions,  rather 
more  pronounced  on  the  right  side.  For  the  first  three  days  after  admission  he 
"  took  "  well,  and  in  addition  had  malt  and  cod-liver  oil,  also  a  quinine  mixture.  At 
the  same  time  he  very  freely  and  constantly  used  a  nose-wash  and  a  gargle,  whilst 
continuous  fomentations  were  applied  to  his  neck.  On  the  fourth  day  there  was 
rather  more  swelling  around  the  right  tonsil,  so  a  very  free  incision  was  made  in 
the  soft  palate  immediately  above  it  ;  no  pus  was  seen,  but,  as  is  often  the  case 
the  patient  volunteered  that  he  had  a  great  deal  of  relief  therefrom.  Up  till  now 
no  record  higher  than  lUl'G'  F.  had  been  noted,  but  thence  onwards  the  tempera- 
ture varied  between  101^  and  104-2°,  the  chart  being  very  similar  to  that  of  many 
cases  of  pneumonia.     Meanwhile  the  swelling  in  the  neck  steadily  decreased.     He 
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gradiially  passed  into  a  semi-delirious  state  and  from  that  into  progressively  in- 
creasing coma  and  died  on  November  2. 

The  pathological  report  of  the  swab  from  the  throat  Avas  that  it  consisted  in  a 
pure  culture  of  pneumococci.  Of  this  an  autogenous  vaccine  was  prepared  and 
two  injections  given  withoiit  any  appa,rent  effect  whatever. 

Post-mortem. — A  small  neurotic  area  about  half  an  inch  in  diameter  was  found 
in  the  depths  of  the  right  submaxillary  lymph-glands,  with  which  was  associated 
no  obvious  local  reaction  or  collection  of  pus ;  it  rather  appeai-ed  as  a  piece  of 
moist,  sloughing  tissue  in  the  midst  of  a  generalised  cellulitis.  Examination  of 
the  blood  and  cerebro-spinal  fluid  taken  after  death  proved  sterile. 


PROCEEDINGS    OF    THE     ROYAL    SOCIETY    OF 
MEDICINE— LARYNGOLOGICAL   SECTION. 


November  1,  1912. 


Mi;.  Hekbekt  Tilley,  President  of  the  Section,  in  the  Chair. 


Mikulicz's  Disease.-  James  Atkinson,  M.B. — Male,  aged  thirty- 
three.  Svmnietrical  swellings  of  both  parotid  glands.  Submaxillary 
glands  are  distinctly  swollen ;  lachrymal  glands  not  visibly  enlarged,  but 
there  is  undue  lachrymation.  Glands  are  felt  to  be  enlarged  in  posterior 
triangles  of  neck  and  in  occipital  regions.  There  is  no  pain  or  tenderness. 
Swellings  of  parotids  first  noticed  ten  months  ago.  The  liver  is  enlarged, 
but  there  is  no  enlargement  of  spleen  to  be  detected.  Patient  is  liberal 
in  his  allowance  of  alcohol. 

Dr.  D.  R.  Paterson  had  taken  an  interest  in  this  disease  from  the 
time  Mikulicz  first  described  it,  and  the  first  case  of  it  he  saw  in  this 
country  was  one  shown  before  the  old  Laryngological  Society.  He  did 
not  know  that  this  present  case  could  be  so  described,  as  there  was  only 
one  salivary  gland  definitely  asymmetrically  affected — namely,  the  parotid. 
Tlie  other  salivary  glands  were  doubtful,  and  the  lachrymal  gland  could 
not  be  felt.  On  the  other  hand,  there  was  considerable  enlargement  of 
the  lymphatic  glands  of  the  neck.  In  the  first  cases  of  the  condition 
described  by  Mikulicz  the  affection  was  confined  to  the  ^secretory  glands, 
and  unless  the  conception  of  the  disease  had  been  extended  this  case  would 
hardly  come  under  that  category. 

The  President  (Mr.  Herbert  Tilley)  said  that  Osier  had 
described  a  case  in  which  it  was  found  after  death  that  the  lachrymal 
gland  liad  become  fibrous,  and  there  had  been  a  history  of  its  enlarge- 
ment earlier  in  the  case.  If  it  was  thought  that  Dr.  Atkinson's  case  was 
lymplia<lenonui  the  microscopic  examination  of  a  portion  of  the  gland 
would  enable  such  a  diagnosis  to  be  made.  The  effect  of  arsenic  might 
be  tried  in  this  patient. 

Dr.  KiscH  said  the  case  was  of  interest  because  of  the  enlargement  of 
the  lymphatic  glands.  The  disease  was  supposed  to  have  some  relation 
with  lymphaden(uaa,  but  in  most  of  the  published  cases  no  enlargement 
of  glands  was  mentioned.  In  this  case  both  submaxillary  glands  were 
enlarged. 
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Dr.  Atkinson,  in  reply,  said  there  was  coiisid(M-al)le  eularj^eiuent  of 
both  subniaxillarv  <i,-laii(l8,  and  also,  lie  believed,  of  the  sublinirual  ^-Jauds. 
The  urine  was  normal,  and  there  were  no  enlargements  in  the  general 
lymphatic  system  of  the  body. 

Fibroma  of  the  Naso-pharynx.— Herbert  Tilley,  F.R.C.S.— Male, 

aged  twenty-one,  applied  to  the  Radium  Institute  in  order  that  a  tumour 
in  the  right  nasal  cavity  should  be  treated  In-  radium,  because  he  lunl 
been  told  that  the  ease  was  inoperable.  Examination  showed  that  the 
right  nasal  cavity  was  filled  by  a  firm  vascular  mass,  which  reached  from 
the  vestibule  in.  front  to  the  naso-pharynx  behind,  where  it  filled  and 
slightly  projected  from  the  posterior  clioana.  The  patient  was  anaemic, 
but  otherwise  his  health  was  good.  The  patient  was  admitted  and 
operated  on.  Preliminary  laryngotomy  was  not  performed,  as  I  hoped  to 
be  able  to  plug  the  post-uasal  space  securely  with  a  sponge,  but  it  was 
necessary  to  open  the  wind-pipe  during  the  operation  because  of  the  severe 
bleeding  and  difficulty  of  administering  the  anaesthetic.  Free  access  to 
the  nasal  fossa  and  the  growth  was  obtained  by  turning  up  the  right 
cheek  and  vipper  lip  and  removing  the  ascending  process  of  the  maxillary 
baue.  The  tumour  was  vascular  although  tough,  and  it  grew  from  a 
broad  l)ase,  which  appeared  to  include  the  posterior  ethmoidal  cells  and 
the  lateral  walls  of  the  naso-pharynx.  It  was  removed  by  cutting  close  to 
its  base  with  strong  scissors  and  partly  by  means  of  a  strong  wire  snare 
which  could  be  slowly  tightened  up.  Bleeding  was  free,  and  transfusion 
was  employed  when  the  patient  was  returned  to  bed.  He  made  an  excel- 
lent recovery,  and  on  one  occasion  I  made  four  deep  punctures  with  the 
gaivano-cautery  into  Avhat  seemed  to  me  a  small  recurrence  in  the  base  of 
the  growth ;  this  has  disappeared,  and  since  the  patient  is  twenty-one 
years  of  age  I  do  not  anticipate  further  trouble.  The  pathologist's  report 
states  that  the  growth  was  of  a  fibrous  nature,  contained  large,  thin-walled 
blood-vessels,  and  in  several  regions  cysts  Avere  situated,  in  some  of  which 
evidences  of  old  liEemorrhages  were  present. 

Specimen  of  Large  Fibroma  removed  from  Patient  some 
S3Yen  years  ago.^^Herbsrt  Tiiley,  F.R.C.S. — Four  extensive  opera- 
tions were  necessary,  but  the  patient  is  to-day  alive  and  well,  and  is  a 
picture  of  robust  manhood.  Tlie  interesting  feature  in  this  case  was  the 
fact  that  a  large  portion  of  the  tumour  grew  from  the  posterior  wall  of 
the  antrum,  and  it  was  from  this  i-egion  that  recurrences  took  place  after 
the  first  operation. 

Dr.  Watson-Williams  said  the  growth  was  approached  through  the 
iinterior  route,  and  he  urged  that  anterior  routes,  either  by  this  method 
or  in  that  which  he  had  himself  advocated — namely,  splitting  the  nose 
and  turning  out  an  osteoplastic  flap,  with  removal  of  the  posterior  part 
of  the  nasal  septum — a  method  of  approach  which  gave  a  very  complete 
view  and  control  of  the  area  involved,  gave  more  perfect  access  than  the 
more  usual  splitting  of  the  soft  and  partial  removal  of  the  hard  palate. 
Sometimes  one  was  inclineil  to  overlooked  the  advantages  accruing  from 
an  anterior  route. 

Dr.  Fitzgerald  Powell  said  that  tumours  such  as  this,  which  had 

probably  their  origin  in  the  nose,  and  had  not  extended  very  far  into  the 

naso-pharynx,  were  easily  approached  from  the  front  by  this  method,  but 

where  the  tumour   was   large,  involving  the  basi-sphenoid,  and,  as   in  a 

1  Vide  JouRN.  OF  Lartnool.,  Ehinol.,  and  Otol.,  1911,  xxvi,  p.  213. 
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case  of  his,  extending  along  the  pterygoid  process,  he  thought  it  would  be 
found  necessary  to  perform  an  osteoplastic  resection  of  the  upper  jaw  or  do 
the  modified  foi-m  of  Nelaton's  operation,  splitting  the  palate  and  removing 
a  portion  of  the  har^l  palate  if  necessary.  For  a  small  tumour  the  method 
adopted  by  Mr.  Tilley  seemed  to  be  preferable.  Many  of  these  tumours 
in  the  nose  and  naso-pharyux  showed  malignancy,  and  he  thought  from 
the  recurrence  that  there  might  be  a  sarcomatous  factor  in  this  case.  The 
difficulties  found  and  described  by  the  President  indicated  the  necessity 
for  a  preliminary  laryugotomy,  which  should  always  be  performed. 

Mr.  HA.RMER  recalled  a  case  of  a  large  nasal  fibroma,  which  he 
reported  some  years  ago  to  the  Clinical  Section,  which  gave  the  patient  a 
frog  face  and  displaced  both  eyes  outwards  ;  the  tumour  was  vei-y  vascular 
and  pulsating,  and  several  Loudon  surgeons  pronounced  it  to  be  inoper- 
able. He  first  did  a  laryngotomy,  and  temporarily  ligature:!  both 
external  carotid  arteries,  and  then  the  whole  tumour  was  taken  away, 
almost  without  bleeding.  The  arteries  were  gradually  released  after- 
wards, and  bleeding  points  dealt  with  as  they  appeared.  In  such  cases 
the  question  of  such  temporary  ligature  should  be  considered. 

Mr.  E.  D.  Davis  said  that  it  was  stated  that  fibromata  arose  from  the 
perichondrium  or  the  plate  of  cartilage  between  the  basi- sphenoid  and 
the  basi-occiput,  and  that  such  fibromata  did  not  recur  after  ossification 
of  that  cartilage  about  the  age  of  twenty-five. 

Dr.  West.macott  had  had  a  similar  case  in  a  boy,  aged  sixteen, 
in  whom  the  growth  originated  from  the  posterior  ethmoidal  region. 
There  Avas  first  enlargement  of  the  inferior  turbinal  and  some  protrusion 
of  the  cheek,  pointing  to  invasion  of  the  antrum.  On  removing  the 
turbinal  he  found  a  good  deal  of  polypoid  material  in  the  antrum  and  in 
the  middle  turbinal  region,  which  was  cleared  out.  Five  months  later 
the  patient  returned  with  the  nose  filled  by  a  solid  mass.  He  again 
operated.  He  found  he  could  not  remove  the  mass,  as  it  was  so  hard  and 
the  haemorrhage  was  so  profuse  ;  after  getting  away  as  much  as  he  could 
with  the  snare  and  very  strong  scissors,  he  had  to  leave  it.  He  saw  the 
patient  again  only  a  few  days  ago  and  found  the  nose  Avas  filled  with  a 
large  single  growth.  The  question  was  whether  he  should  do  a  formidable 
•  operation  to  remove  it  or  leave  it  alone. 

Dr.  D.  E,.  Paterson  had  been  under  the  impression  that  fibroma 
originating  Avithin  and  confined  to  the  antrum  was  a  rai'e  condition,  but 
at  the  1912  meeting  of  the  Grerman  Laryngological  Society  at  Hanover, 
he  saw  three  specimens  of  fibromata  of  some  size  which  Manasse 
had  removed  from  the  interior  of  the  antrum. 

Dr.  DuNDAS  Grant  said  that  if  these  growths  were  attacked  before 
they  became  very  large,  much  could  be  done  by  passing  a  raspatory 
through  the  nares  and  detaching  the  periosteum  from  the  bone,  A'igorously 
guiding  l)y  a  finger  in  the  pharynx.  The  growth  could  then  l)e  got  away 
with  much  less  haemorrhage  than  might  be  expected.  In  a  notable  pro- 
portion of  the  cases  exhil)ited  at  this  Section,  the  groAvthshad  their  origin 
in  the  antrum.  He  had  himself  described  one  case  in  Avhich  it  Avas 
possible,  Avith  the  finger  in  the  pharynx,  to  feel  the  adventitious 
opening  in  the  inner  wall  of  the  antrum  through  which  the  mass 
protruded. 

Mr.  Horsford  asked  if  the  method  had  been  tried  which  Avas  known 
as  the  per-oral  method.     He  had  seen  this  used  in  Berlin. 

The  President,  in  reply,  said  he  Avould  not  split  the  soft  palate  for 
«uch  a  case  if  he  could  gain  good  access  to  the  groAvth  otherwise.  One 
obtained  this  through  the  nose  by  turning  up  the  cheek  by  an  incision  in 
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the  o-iuo-ivo-labial  fold,  an  I  ivmoviuL;-  the  as^';i'Uiliim-  process  of  the  superior 
maxilla  and  cutting;-  throuuli  the  floor  of  the  nasal  septum  ;  the  whole  of 
those  structures  could  be  turned  upwards,  so  that  the  tumour  was  fullv 
exposed.  In  this  case  the  microscope  revealed  no  sarcomatous  elements. 
With  regard  to  preliminary  1  irvngotomy  he  thought  he  might  manage 
without  it,  but  the  bleeding  was  very  free.  In  the  midst  of  the  operation, 
as  the  boy  was  becoming  faint,  and  there  was  difficulty  in  administering 
the  anaesthetic,  he  put  in  a  laryngotomy  tube  :  he  would  in  future  put 
one  in  first  of  all,  even  though  it  might  prove  afterwards  not  to  have  been 
necessary.  Mr.  Harmer's  suggestion  as  to  ligation  of  the  carotids  was 
valuable,  but  he  had  not  yet  seen  the  need  of  that  procedure.  In  this 
patient  there  had  been  a  recurrence  in  thepostero-lateral  part  of  the  nasal 
fossa,  which  had  appeared  in  less  than  a  month.  During  the  past  month 
lie  had  punctured  it  on  two  or  three  occasions  with  the  galvano-cauterv, 
and  already  there  was  a  distinct  diminution  in  the  size  of  the  swelling. 
In  refei-euce  to  Mr.  Westmacott's  case,  he  suggested  that  he  should  try 
Vottoliui's  method,  or  electrolysis,  for  in  America  cases  had  been  reported 
in  which  large  growths  had  been  cured  by  electrolysis  and  practically 
without  any  loss  of  blood.  Or  the  galvauo-cautery  loop  could  be  tried. 
In  any  future  case  of  his  own  of  this  character  he  intended  to  try  the 
galvano-cautery,  as  the  experience  he  had  had  with  this  class  of  case  was 
very  trying  ;  this  particular  patient  was  so  weak  after  the  operation  that 
it  was  thought  wise  to  transfuse  him.  Dr.  Grrant's  suggestion  would  not 
be  practicable  in  such  a  case  as  this,  for  it  would  necessitate  working- 
more  or  less  blindly.  He  had  brought  the  bottle  specimen  of  another 
case  of  large  uaso-pharyngeal  fibroma  because  it  was  in  reference  to  this 
case  that  Dr.  Bryson  Delavau  had  made  some  very  uncomplimentary 
remarks  when  speaking  on  this  subject  before  the  American  Laryn  go- 
logical  Association.^  Dr.  Delavan  not  only  condemned  the  method  of 
operation,  but  inaccurately  recorded  the  history  of  this  case,  the  operative 
details,  and  left  the  reader  to  understand,  that  because  there  was  no 
recurrence  within  three  months  the  patient  was  therefore  reported  "well." 
As  a  matter  of  fact  the  history  of  the  patient  from  whom  this  growth  was 
removed  was  that  day  "  c[uite  well."  He  stood  6  ft.  2  in.  in  height,  a 
picture  of  health,  and  was  in  the  South  African  Police.  The  recurrence 
took  place  from  that  part  of  the  tumour  which  grew  from  the  posterior 
wall  of  the  antrum,  and  when  that  was  removed  at  the  fourth  operation  no 
further  growth  took  place. 

Photographs  of  a  Patient  suffering  from  a  Chondro-Sarcoma, 
originating  in  the  Left  Nasal  Cavity.— Herbert  Tilley.  F.R.CS.— 

Female,  aged  sixteen,  consulted  me  on  July  7,  1910.  Her  only  sym- 
ptom was  inability  to  breathe  through  the  left  nostril.  Examination 
showed  the  left  nasal  cavity  completely  filled  with  a  smooth  firm  growth 
which  closely  resembled  a  cystic  enlargement  of  the  middle  turbinal.  It 
reached  from  just  within  the  vestiljule  to  the  posterior  clioana,  and 
a  probe  could  not  be  passed  between  it  and  the  surrounding  parts. 
Exploration  showed  that  it  was  a  solid  growth.  The  antra  were  clear 
on  transillumination.  Septum  much  deflected  to  right.  She  was 
admitted  into  University  College  Hospital,  and  the  growth  fully  exposed 
by  turning  up  the  upper  lip  and  left  cheek  and  removing  the  ascending 
process  of  the  left  maxillary  bone.     Care  was  taken  to  try  to  remove  the 

'   Fide  " Transactions  of  the  Twenty-third  Annual  Meeting  of  the  American 
Laryngological  Association,"  1911,  pp.  16,  17. 
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growth  in  toio,  but  it  was  very  friable  and  of  the  consistence  of  a  hard 
frozen  ice-cream,  and  the  site  of  origin  could  not  be  ascertained.  Every 
trace  of  it  was  removed,  and  the  patient  rapidly  recovered,  but  in  a  few 
weeks  recurrence  was  noted. 

During  my  illness  Mr.  Hett  operated  again,  and  found  the  growth  had 
penetrated  the  septum  and  destroyed  some  of  the  right  ethmoidal  region. 
Eecurrence  again  took  place,  ami   the  patient  consulted  other  surgeons, 


Chondro-sarcoma  of  the  nose. 


wlio  did  not  advise  operation, 
end  of  Julv,  1912. 


The  photographs  were  taken  towards  the 


Bilateral  (Edema  of  Nasal  Septum.— J.  F.  O'Malley.F.R.C  S  — 

Case  1. — Female,  aged  twenty,  cigarette-maker,  came  complaining  of  her 
nose  getting  broader  and  of  inability  to  breathe  through  it.  The  sense 
of  smell  was  absent.  On  examination  polypi  were  seen  on  both  sides, 
with  a  septal  deflection  to  the  left.  A  submucous  resection  was  done, 
and  the  polypi  removed.  The  latter  are  recurring,  but  the  bilateral  septal 
swellings  which  were  previously  observed  remain  practically  the  same. 
The  septal  cartilage,  bone,  and  periosteum  were  healthy,  and  the  oedema 
was  apparently  limited  to  the  mucous  membrane. 

Case  2. — Male,  aged  eleven,  came  to  hospital  because  his  nose  was 
getting  broader  and  that  he  could  not  breathe  through  it.  The  left  nasal 
fossa  is  completely  blocked  with  a  pale  red,  soft,  mobile  mass.  It  lies  in 
the  centre  of  the  passage,  with  a  cleft  on  each  side  of  it.  A  probe 
passed  along  the  inner  cleft  is  soon  stopped  against  the  base  of  the 
swelling  on  the  septum,  but  the  outer  cleft  is  permeable.  The  condition 
on  the  right  side  is  similar,  only  less  pronounced,  as  the  junction  of  the 
base  of  tlie  swelling  and  sept  run  can  be  more  easily  seen.  The  middle 
turbinates  are  pushed  up  against  the  outer  wall  of  the  middle  meatus. 

Mr.  Clayton  Fox  said  these  cases  might  be  placed  in  the  same 
category   as   oedema   and    liy]>ei-plasi.i   of   tlie   tubercle  of   the  septum. 
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There  was  iu  such  cases  a  large  aiuount  of  glandular  tissue,  some 
lyiuplioiti,  aud  possibly  caveruous  tissue  present.  The  slighter  cases 
could  be  dealt  with  by  tlie  galvano-caiitery,  aud  the  nioi-e  pronounced 
either  by  shaving  or  lateral  incisions  followed  by  gauze  packing. 

Dr.  Dan  McKenzie  said  those  cases  formed  two  further  instances  of 
a  condition  which  was  really  due  to  ethmoidal  disease.  Last  year  he 
showed  a  similar  case,  in  which  there  was  oedema  on  both  sides  of  the 
nasal  septum  ;  and  this  was  not  uncommon  in  ethmoidal  suppuration. 
Probably  the  same  cause  which  induced  the  polypi  from  the  middle 
turbinal  also  produced  the  oedema  of  the  upper  part  of  the  septum.  In 
these  cases  the  oedema  seemed  to  be  limited  to  the  upper  part  of  the  nasal 
septum — namely,  the  bony  part. 

The  President  said  he  had  a  private  case  in  which  similar  appear- 
ances were  present,  not  only  on  the  "  tubercle  of  the  septum,"  but  there 
was  a  distinct  prominence  on  the  floor  of  the  nasal  meatus,  very  like  a 
polypus  growing  fi-om  the  nasal  floor. 

Banker's  Operation  for  Maxillary  Antrum  Suppuration. — Dan 
McKenzie,  M.D. — Clirl,  aged  nineteen.  Nasal  discharge  (right  side)  of 
over  one  year's  duration.  Usual  signs  of  antrum  suppuration.  Pain  in 
face  over  right  antrum  present.  Denker's  operation  three  months  ago  ; 
cure.  Tlie  essential  feature  of  the  Denker  operation  is  the  removal  of 
the  anterior  bony  angle  of  the  antrum,  so  as  to  render  continuous  the 
openings  in  the  canine  fossa  and  in  the  nose.  In  this  case  the  operation 
was  performed  through  the  mouth  under  chloroform.  After-treatment  is 
enormously  facilitated  by  the  ease  with  wliicli  the  antrum  can  be  drained 
and  washed  out ;  one  can  look  straight  into  the  antrum  on  anterior 
rhinoscopy.  There  is  a  somewhat  serious  drawback  to  the  operation. 
Cases  have  occurred  (I  am  told)  in  which,  subsequent  to  the  operation, 
cicatricial  contraction  has  induced  displacement  of  the  ala  nasi  on  the 
operated  side.     There  is  no  sign  of  deformity  in  the  present  case. 

The  President  said  there  were  two  reasons  why  this  operation  might 
not  be  the  best  for  general  adaptation.  First,  similar  good  results  might 
be  obtained  by  simpler  measures  ;  and,  secondly,  he  knew  of  one  case  in 
which  stenosis  of  the  lachrymal  duct  had  occurred  which  necessitated 
probing  of  the  duct  for  several  months. 

Dr.  D.  R.  Paterson  said  he  had  done  this  operation  for  some  time, 
usually  for  growths  in  the  nose.  He  had  done  it  a  few  times  for 
ordinary  chronic  suppuration  of  the  maxillary  antrum,  and  they  had  all 
done  well,  and  with  no  resulting  deformity  of  the  ala. 

Dr.  McKenzie,  in  reply,  said  it  did  not  strike  him  as  a  very  large 
operation.  The  possibility  of  interference  with  the  nasal  duct  was 
obvious,  though  he  did  not  think  it  was  greater  in  Denker's  operation 
than  in  others. 

Tuberculosis  of  the  Tonsils  and  Cervical  Lymphatic  Glands. — 
Dan  McKenzie,  M.D. —This  little  boy  came  under  treatment  for 
'■  enlarged  tonsils  aud  glands  in  the  neck  "  about  nine  months  ago.  The 
tonsils  were  enucleated  and  examined  for  tuberculosis.  The  microscope 
showed  plentiful  giant-cell  systems  in  the  left  tonsil,  with  a  few  in  the 
right.  The  lymphatic  glands  on  the  left  side  of  the  neck  are  more 
affected  than  those  on  the  right.  The  patient  is  being  treated  by  tuber- 
culin. The  case  is  of  special  interest  for  two  reasons  :  First,  it  exempli- 
fies one  of  the  two  types  of  tonsil  tuberculosis  to  which  attention  was 
drawn  two  years  ago  in  a  discussion  at  the  Section,  that,  namelv,  of  the 
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disease  in  the  siibstauce  (aucl  not  on  the  surface)  of  the  tonsil :  there  is 
no  ulceration  ;  it  is  associated  with  enlarged  cervical  glands,  and  it 
occurs  in  a  child.  In  the  other  variety  the  tuberculosis  is  ulcerative, 
superficial,  secondary  to  pulmonaiy  disease,  and  occurs  in  adults.  The 
second  point  of  intei-est  is  that  the  case  emphasises  the  importance  of 
enucleating  the  tonsils  when  the  cervical  lymphatic  glands  seems  to  be 
tubei'culous. 

The  President  said  he  had  seen  a  case  where  there  were  enormous 
tuberculous  glands,  and  operation  had  been  refused  by  a  surgeon  because 
extensive  cicatricial  contraction  in  the  neck  would  ensue.  Tuberculin 
was  given  for  six  or  eight  months,  and  the  glands  had  practically  disap- 
peared. 

A  Simple  Tonsillotome. — James  Donelan,  M.B. — This  tonsillo- 
tome  has  been  designed  by  the  exhibitor  as  an  improvement  on  one 
introduced  by  him  some  fourteen  years  ago  (also  shown),  which  was  a 
modification  of  the  original  instrument  of  Morell  Mackenzie.  This 
modification  consisted  in  the  removal  of  the  upper  of  the  two  parts  of 
the  slit  ring  between  which  the  blade  finishes  the  cut.  At  the  same  time 
Mackenzie's  rounded  edge  was  given  a  pointed  form.  The  new  instru- 
ment has  been  devised  with  the  idea  of  getting  rid  of  everything  except 
the  really  essential  parts.  It  consists,  really,  of  only  two  portions  if,  as 
recommended,  the  handle  be  supplied  as  a  fixture.  The  blade  can  be 
rapidly  detached  and  the  holder  quickly  and  thoroughly  cleaned.  '  The 
handle  has  been  fixed  at  the  angle  recommended  by  Dr.  Kelson.  It 
has,  however,  been  thoroughly  tested  in  several  operations  and  has 
proved  quite  satisfactory. 

Dr.  J.  DoNELA^j  said  he  had  used  it  in  twenty  cases.  It  caught  the 
tonsil  very  effectually  when  it  was  cut.  It  was  not  intended  in  any  way 
in  opposition  to  the  modern  revival  of  the  operation  by  enucleation,  but 
in  the  large  majority  of  primary  tonsillotomies,  especially  in  children,  he 
believed  the  old  operation  would  continue  to  be  practised,  and  that  this 
instrmiient  would  be  fovmd  to  possess  the  merits  claimed  for  it  in  the 
description  given. 

Epithelioma  of  the  Soft  Palate. — Francis  Muecke,  F.R.C.S,— 

Male,  aged  forty-four.  Hard,  warty,  ulcerating  growth  on  soft  palate 
just  behind  and  above  third  left  molar  tooth  of  jaw.  The  size  was 
slightly  less  than  that  of  a  threepenny-bit.  The  edges  were  raised  and 
indurated.  History  was  indefinite  ;  the  ulcer  had  been  noticed  for  about, 
three  months,  and  had  caused  a  little  pain.  A  small  piece  was  removed 
for  examination,  and  the  report  was :  "  Squamous  and  horny  carcinoma 
in  early  stage."  The  anterior  triangle  of  the  neck  was  completely  cleared, 
and  all  glands,  including  the  su})maxillary,  were  removed.  A  larvngo- 
tomy  was  then  performed  for  anaesthetic  purposes,  and  the  upper  part  of 
the  pharynx  plugged.  The  growth  Avas  freely  and  boldly  removed,  allowing 
about  Y  ill.  radius.  Bleeding  was  profuse.  The  cut  edge  of  the  soft 
palate  was  approximated  by  stitches  to  cut  edge  of  the  anterior  pillar, 
and  the  deep  wound  firmly  plugged  to  prevent  haemorrhage.  Next  day 
the  plug  was  I'emoved,  and  no  haemorrhage  resulting,  the  lai-yngotoniy 
wound  was  closed ;  healing  was  rapid  and  satisfactory.  Microscopic 
section  shown. 

Double   Adductor  Spasm,  caused   by  Yocal   Overstrain  (?)•— 
Francis  Muecke,  F.R.C.S. — Male,  aged  thirty.     First  seen  in  July  last, 
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when  he  came  to  hospital  witli  complete  loss  of  the  singiiifj  vwice  and 
painful  and  husky  speakinsjr  voice.  Onset  Avas  ufradiial.  First  noticed 
loss  of  hitih  notes,  then  pain  after  sini,dno-,  and  then  liuskv  voice,  1  ill  he  had 
no  voice  whatsoever,  the  total  process  lasting  seven  months.  The  laryngo- 
scope showed  the  cords  closely  approximated  in  the  middle  line  ;  they 
were  curved,  so  that  their  anterior  and  p:jsterior  extremities  almost 
touched  ;  both  cords  were  red  and  injected.  No  outward  movement 
took  place  on  deep  breathing.  Complete  rest  was  ordered.  He  has 
since  been  seen  on  five  occasions,  and  the  local  conditions  have  altered 
somewhat  on  every  occasion ;  sometinaes  very  fair  outward  movement, 
sometimes  very  poor.  The  right  cord  has  always  been  the  better  of  th(! 
two,  and  on  the  last  occasion  the  left  appeared  to  have  no  movement 
whatsoever.  He  says  he  is  enormously  improved  and  that  the  speaking 
voice  is  now  normal.     No  cause,  such  as  aneurysm,  etc.,  w-as  found. 

Sir  Felix  Sejion  said  he  would  ask  Mr.  Muecke  to  change  the  title 
of  this  case,^  because  he  felt  that  anyone  reading  of  double  abductor 
paresis  caused  by  vocal  overstrain  would  think  a  new  kind  of  cause  for 
abductor  paralysis  had  been  encountered.  Probably  all  wdio  had  inspected 
this  patient  had  found  there  was  no  disease  at  all,  and  that  the  vocal 
cords  moved  well  outwards,  as  described  in  the  second  part  of  the  notes. 
His  own  opinion  was,  not  that  abductor  paralysis  had  been  caused  by 
the  overstrain,  but  spasm,  analogous  to  writer's  cramp,  due  to  ovei'actiou 
on  the  part  of  the  adductors,  and  that  in  consequence  of  that  perverse 
action  the  cords  could  at  times  not  be  abducted  as  well  as  should  be. 
This  was  an  entirely  different  thing  from  abductor  paralysis  associated 
Avith  organic  disease. 

Mr.  Muecke  replied  that  he  wrote  the  notes  a  month  ago,  and  when 
the  patient  came  a  fortnight  later  there  seemed  to  be  a  cure  ;  he  thought 
that  was  so  now,  and  that  any  lacking  movement  was  functional. 

Tonsils  and  Cervical  Glands  removed  Post  Mortem. — A.  R. 
Tweedie,  F.R.C.S. — Male,  aged  forty-seven.  Sections  of  the  growths  on 
both  sides  suggested  an  epitheliomatous  infection.  The  specimens  were 
submitted  for  confirmation  of  this  latter  point. 

Sir  StClair  Thomson  asked  if  both  tonsils  exhibited  epithelioma  ? 
He  had  had  an  analogous  case,  the  growth  being  sarcoma,  in  a  girl,  aged 
seventeen.  Mistakes  were  made  about  it  because  both  tonsils  looked  so 
much  alike.  There  w^ere  glands  on  each  side,  and  the  tonsils  projected. 
They  had  been  puuctui-ed.  What  attracted  his  attention  was  the  hard- 
ness of  the  glands.  He  shelled  the  tonsils  out  under  an  anaesthestic,  and 
they  proved  to  be  sarcomatous. 

Sir  Felix  Semon  did  not  see  wby  both  tonsils  should  not  be  epithelio- 
matous from  contact,  as  was  sometimes  seen  in  the  case  of  the  lips,  or  the 
vocal  cords.  One  side  might  have  been  infected  from  the  side  originally 
infected. 

Mr.  Hope  remarked  that  two  years  ago,  at  St.  Mary's  Hospital, 
there  was  a  man  suifering  from  sarcoma  cutis,  and  both  his  tonsils 
were  found  to  be  sarcomatous,  as  proved  by  removal  and  subsequent 
•sectioning. 

Cartilaginous  and  Fibrous  Growth. — A.  R.  Tweedie,  F.R.C.S. — 

Girl,  aged  eighteen.  The  site  of  origin  was  apparently  the  left  Eustachian 
cushion,  or  the  area  between  the  latter  and  the  upper  end  of  the  adjacent 
posterior  pillar.     It  occupied  the  greater  part  of  the  naso-pharynx. 

'  The  original  title  given  to  this  case  was  "  double  abductor  paresis." 
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Mr.  Westmacott  said  that  five  years  ago  lie  recorded  a  case  similar 
to  this.  The  growth  was  so  large  that  its  removal  from  behind  the  soft 
palate  was  difficult.  The  patient  was  a  boy,  aged  twelve,  and  there  had 
been  no  i-ecurrence.  It  was  a  pure  chondroma.  It  filled  the  whole  naso- 
pharynx, and  was  growing  forward  into  the  left  nasal  fossa. 

Specimen  showing  (?)  Ulceration  of  the  Left  Internal  Carotid 
Artery. — A.  R.  Tweedie,  F.R.C.S.— The  patient,  a  boy,  aged  one  year 
and  eight  mouths,  had  been  ill  thi-ee  weeks  before  with  a  "  sore  throat," 
from  which  he  had  been  regarded  as  convalescent  by  his  doctor  for  some 
four  days.  When  first  seen  by  the  exhibitor  there  had  been  alarming 
intermittent  attacks  of  haemorrhage  from  the  left  ear  for  the  last  thirty- 
six  hours,  giving  ground  for  suspicion  of  some  aural  lesion.  There  was 
no  sign,  however,  of  middle  otitis  or  mastoid  disease,  but  the  left  peri- 
tonsillar area  was  infiltrated  and  injected,  and  the  parotid  and  sub- 
maxillary lymph-glands  were  enlarged.  An  investigation  under  an  anaes- 
thetic was  advised  and  carried  out  some  two  hours  later  when  an  urgent 
tracheotomy  was  required.  After  the  patient  had  then  recovered  on 
opening  the  mouth  the  left  half  of  the  soft  palate  was  seen  to  be  bulging 
markedly  forward,  and  a  peritonsillar  incision  here  evacuated  about  an 
ounce  of  blood-clot.  As  there  was  also  a  semi-fluctuant  swelling  behind 
the  sterno-mastoid,  an  incision  was  made  here  too,  and  the  resulting 
cavity  found  to  communicate  with  both  the  peritonsillar  and  retro- 
pharyngeal spaces.  The  patient's  condition  did  not  admit  of  more  than 
merely  packing  this  wound  with  gauze,  and  in  spite  of  all  attempts  he 
died  about  half  an  hour  later. 

Post-mortem. — -An  "ulcer"  was  foimd  in  the  internal  carotid  imme- 
diately below  the  base  of  the  skull,  the  adjacent  lymph-glands  were 
enlarged,  but  no  naked-eye  sign  of  pus  could  be  seen.  The  bleeding  had 
reached  the  external  auditory  meatus  via  a  fissure  of  Santorini.  The 
middle  ear  was  intact  and  healthy. 

Dr.  Watson-Williams  said  he  was  reminded  of  a  case  several  years 
ago  of  a  boy  who  was  to  have  been  operated  upon  for  adenoids  the 
following  day,  but  the  patient  almost  suddenly  died  from  copious 
haemorrhage.  It  showed  how  dreadful  a  position  might  arise  if  one 
operated  for  adenoids  without  being  aware  of  this  condition.  He  believed 
in  that  case  the  trouble  was  due  to  a  breaking-down  tuberculous  gland,' 
which  seemed  to  have  opened  the  carotid  artery. 


< 


Epithelioma  of  the  Larynx  in  a  Man,  aged  twenty-eight. — Sit 
StClair  Thomson,  M,D. — A  microscopical  section  from  the  case  shown 
by  Dr.  Noel  Bardswell  on  May  3,  1912.1  When  the  patient  was  shown 
m  May  last  he  Avas  examined  by  several  members,  but  no  one  suggested 
malignant  disease.  Sir  Felix  Semoii  said  he  did  not  think  that  a  diagnosis 
was  then  possible.  An  exploratory  laryngo-fissure  was  started,  and  the 
cartilage  was  found  to  be  replaced  by  a  malignant  growth.  No  operation 
was  possible.  In  the  Proceedings  of  the  Section  for  March  1,  1912,  p. 
93,  will  be  seen  the  report  on  an  epithelioma  of  the  larynx  removed,  post- 
mortem from  a  man,  aged  twenty-three.  That  I  should  be  able  to  show 
two  cases  of  epithelioma  of  the  larynx  within  three  months,  in  patients 
aged  respectively  twenty-three  and  twenty-eight,  gives  rise  to  the  sugges- 
tion that  malignant  disease  is  becoming  more  common  in  early  life. 

'  JouRN.  OF  Laryngol.,  Khinol.,  and  Otol.,  1912,  xxvii,  p.  437. 
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Radical    Frontal    Sinus    Operation     (Killian).  —  Sir    StClair 

Thomson,  M.D. — Tlu'se  two  i-isfs  ai-c  sIioavu  (1)  ou  account  of  the 
severe  headache  which  iiupollod  the  patieuts  to  seek  relief  at  any  risk, 
(2)  to  illustrate  the  very  satisfactory  cosmetic  result,  aud  (3)  to  show 
tlie  complete  cure  of  suppuration. 

Cai^e  1. — Male,  ai;ed  thirty.  For  nearly  six  years  he  had  a  discharge 
from  the  left  nostril,  with  se\ere  left  frontal  headaches.  In  July  radical 
operation  was  carried  out  on  his  left  frontal,  ethmoidal,  and  maxillary 
sinuses.  He  is  completely  relieved  of  all  headache,  and  with  marked 
restoration  in  general  health. 

Case  2. — Female.  This  patient  was  also  operated  on  in  July.  She  is 
a  hard-working  woman  from  the  country,  and  begged  for  relief,  although 
warned  of  possible  risks  of  the  operation.  Operation  on  the  right  maxil- 
lary sinus  failed  to  relieve  her,  and  a  complete  Killian  was  therefore 
carried  out  on  the  right  frontal  sinus.  She  has  been  absolutely  relieved 
of  all  trouble  of  headache  and  discharge. 

Dr.  D.  E.  Paterson  asked  whether  Sir  StClair  Thomson  had  anything 
to  add  as  to  the  method  of  dealing  with  the  wound  in  these  frontal  sinus 
cases.  His  own  practice  recently  had  been  to  leave  the  eyebrow  wound 
open  for  a  week,  making  a  secondary  suture  a  week  later.  There  was 
perhaps  not  such  a  fine  linear  scar  then,  but  still  some  months  afterwards 
the  scar  was  hardly  noticeable. 

I)r.  Watson-Williams  suggested  that  paraffin  injections  might  be 
used  in  such  cases.  Formerly  he  had  used  injections  too  early, 
before  the  tissues  over  the  depression  became  quite  lax.  But  in  one  case 
so  treated,  in  which  the  patient  stayed  away  for  a  year  before  coming 
again,  the  effect  of  the  injection  was  admirable. 

Dr.  DoNELAN,  discussing  the  question  of  leaving  the  external  wound 
open,  said  it  was  of  course  possible,  even  a  considerable  time  afterwards, 
to  do  a  plastic  operation  and  bring  the  edges  in  nearly  perfect  apposition. 
With  regard  to  paraffin,  from  his  experience  of  it  in  other  deformities  he 
thought  that,  perhaps  after  a  long  interval,  injections  of  the  variety  that 
could  be  used  cold  by  means  of  a  syringe,  such  as  that  of  Alexandre,  would 
be  found  likely  to  yield  the  best  results. 

Dr.  Dan  McKenzie  said  the  reason  for  leaving  the  wound  open  was 
that  it  was  dangerous  to  close  it,  and  Killian  was  one  of  those  who  had 
pointed  that  out.  The  difficulty  connected  with  subsequent  suturing 
could  be  overcome  by  inserting  the  sutures  at  first,  aud  not  tightening 
them  luitil  later. 

Mr.  Hope  said  that  in  one  case  in  which  a  depression  occurred  it 
was  made  to  disappear  by  massage  alone ;  and  there  was  now  none  to  be 
seen. 

The  President  agreed  that  the  external  wound  should  be  left  open. 
A  few  days  since  he  had  operated  on  a  large,  right  frontal  sinus,  in 
which  he  employed  Killian's  method.  He  sutured  the  outer  part  of  the 
eyebrow,  and  put  one  suture  above  the  internal  canthus.  One  Avould 
prefer  to  sew  up  immediately  because  of  the  "  bridge  "  of  bone,  which,  if  it 
became  dry  from  exposure,  might  become  necrosed.  The  experience  of 
most  men  showed  that  to  close  a  frontal  sinus  wound  at  the  time  of 
operation  was  risky  ;  he  had  lost  two  cases  by  doing  that,  and  he 
believed  it  w-as  the  cause  of  osteo-myelitis  of  the  f i-ontal  bone—  e.  y. 
there  was  obstruction  to  free  drainage.  If  infective  elements  got  into 
the  diploi-,  he  did  not  know  any  means  of  saving  the  patient's  life, 
whereas  if  the  wound  were  left  open  one  could  inspect  the  parts,  and 
provide  free  di-ainage.     When  using  pai-affin  injections  there  was  often 
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a  chance  that  something  might  go  wrong.  He  had  not  seen  many 
cases  in  which  paraffin  injection  had  been  a  success  ;  here  it  woukl  have 
to  be  injected  deeply.  He  had  spent  one  and  three  quarters  hours  in 
dissecting  paraffin  out  of  a  region  which  had  been  injected  by  a  "  beauty 
specialist,"  and  from  whence  it  had  spread  to  neighbouring  regions, 
making  the  lady  such  a  horrible  sight  that  she  had  not  been  outside  her 
garden  gate  for  four  months      The  paraffin  used  was  semi-solid. 

Sir  StClair  Thomson,  in  reply,  said  it  was  news  to  him  that  Killiau 
now  kept  the  frontal  sinus  wound  open  in  all  cases.  His  own  recent 
cases  he  closed,  as  he  found  as  much  danger  from  leaving  them  open  as 
from  closing  them.  In  some  of  the  former  cases  there  had  been  i-e-infec- 
tion  of  the  wound.  Moreover,  there  was  anxiety  about  the  bridge.  The 
question  of  closing  the  wound  depended  largely  on  whether  one  was 
certain  of  having  got  into  all  the  little  galleries,  especially  the  fronto- 
ethmoidal,  behind  the  bridge  ;  if  so,  then  closing  of  the  wound  he  regarded 
as  a  distinct  advantage,  not  only  from  the  aesthetic  standpoint,  but  because 
he  believed  in  keeping  up  pressure ;  he  kept  a  firm  pad  above  the  bridge, 
and  another  underneath,  and  pressed  these  parts  in  a  direction  as  if  they 
were  to  meet.  He  thought  frontal  sinus  operations  were  not  now  done 
as  often  as  formerly,  but  that  they  were  now  done  better ;  he  did  not 
have  the  same  anxiety  at  the  present  time  which  he  had  in  former  years 
in  these  cases.  In  unhealthy  subjects,  in  whom  the  material  was  foetid,  he 
left  a  drain  at  the  outer  angle,  and  watched  for  pviffiness.  The  question 
of  the  \ise  of  paraffin  injections  came  up  periodically  at  the  Section. 
There  was  certainly  some  slight  deformity  resulting,  but  not  disfigure- 
ment ;  he  doubted  if  paraffin  could  improve  this  depression.  In  a  yeai- 
the  deformity  would  be  scarcely  visible. 

Malignant  Disease  of  Left  Sphenoidal  Region ;  Proptosis 
with  Blindness  of  Eye  on  same  Side ;  Enlarged  Cervical  Glands 
on  both  Sides.— Hunter  Tod,  F.R.C.S.— Male,  aged  fifty-two.  A  year 
ago  noticed  bidgiug  of  left  eye,  and  that  sight  was  beginning  to  fail. 
Was  seen  by  Mr.  Lister,  who  found  there  was  optic  atrophy,  and  con- 
sidered the  cause  might  be  a  growth  originating  behind  the  orbital 
cavity.  There  was  also  a  considerable  headache,  and  slight  nasal 
obstruction  on  the  same  side.  Multiple  polypi  were  found  within  the 
nose,  the  middle  turljinate  was  enlarged,  and  a  slight  amount  of  muco-pus 
could  be  seen  by  posterior  rhinoscopy  in  the  region  of  the  superior  meatuai 
It  was  decided  to  explore  the  sphenoidal  sinus  in  case  this  might  be  thff 
cause  of  the  ocular  symptoms,  although  the  proptosis  could  not  be 
explained  by  the  mere  presence  of  suppuration  within  the  sphenoidal 
sinus.  On  removal  of  the  middle  turbinate  the  sphenoidal  opening  could 
be  seen,  and  its  anterior  surface  appeared  normal.  On  removal  of  the 
anterior  wall  no  pus  could  be  seen,  but  the  interior  of  the  sinus  seemed 
red  instead  of  the  normal  white  appeai-ance.  On  probing  the  posterior 
Avail  it  appeared  soft,  so  much  so  that  malignant  disease  was  suspected, 
although  nothing  definite  could  be  discovered.  The  patient  soon  left  the 
hospital  (April,  1912),  but  returned  two  weeks  ago.  The  proptosis  is 
still  about  the  same,  but  there  is  complete  blindness.  A  growth  can  be 
seen  springing  from  the  sphenoidal  region,  and  enlai'ged  glands  can  be 
felt  on  both  sides.  The  case  is  of  interest  in  tliat  proptosis  was  the  first 
sign  of  the  growth.  The  complete  absence  of  headaches  and  neuralgia, 
may  perhaps  be  accounted  for  by  the  relief  of  tension  due  to  the  early 
removal  of  the  autei'ior  wall  of  the  sphenoidal  siniis. 

Mr.  Ton  said  that  no  microscopical  sections  had  been  made.     There 
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was  iio  bleediug,  except  on  prohiui;-.     He  would  he  l;-I;u1  to  know  whet  her 
anv  treatment  eould  be  applied. 

The  Prksident  considered  that  operative  treatment  was  out  o£  the 
(jiiestion  in  the  case,  and,  unfortunately,  radium,  even  iu  large  doses,  was 
of  no  use  in  squamous-celled  epithelioma. 

Marked  Infiltration  of  Ary-epiglottic  Fold  and  Ventricular 
Region  of  Right  Side  of  Larynx,  together  with  Partial  Fixation 
of  Vocal  Cord.— Hunter  Tod,  F.R.C.S.^Man,  aged  thirty.  Hoarse- 
ness, which  was  tirst  noticed  seven  months  ago.  No  pain,  and  no  loss  of 
weight.  Chief  trouble  is  attacks  of  spasmodic  coughing,  worse  at  night. 
r  Diagnosis. 

The  President  thought  the  right  cord  was  not  regular,  and  the 
appearance  suggested  tubercle.  He  understood  that  tubercle  had  been 
discovered  in  the  lungs  since  the  case  first  came  under  notice. 

Dr.  DuNDAS  Grant  said  that  unilateral  limitation  when  present  in 
tuberculous  disease  was  apt  to  trip  one  up  iu  diagnosis,  but  he  had  seen 
sevei'al  cases  of  it  recently.  In  one,  that  of  a  lady,  there  was  extensive 
growth  confined  to  one  side  of  the  larynx  ;  it  was  so  completely  unilateral 
that  it  could  scarcely  be  believed  that  it  Avas  tubei'culosis  ;  it  looked  more 
like  gumma  or  malignant  infiltration.  The  microscope  revealed  its  tuber- 
culous nature.  Members  might  remember  a  case  of  erroneous  diagnosis 
which  he  brought  before  the  Section.  His  primary  diagnosis  was  tubercle, 
but  this  was  thought  to  be  contra-indicated  by  the  curious  microscopical 
appearance.     It  turned  out,  however,  to  be  tubercle. 

Tertiary  Syphilis  and  Ulceration  of  Larynx,  causing  Laryn- 
geal Obstruction,  treated  by  Neo-salvarsan.  —  Hunter  Tod, 
F.R.C.S. — Woman,  aged  thirty-eight.  Three  weeks  ago  hurriedly  ad- 
mitted into  the  hospital  in  order  to  have  tracheotomy  performed  for 
laryngeal  obstruction.  Symptoms  not  being  urgent,  tracheotomy  was  not 
performed,  but  some  relief  obtained  by  giving  an  injection  of  morphia, 
ice  to  suck,  and  cold  compresses  to  neck.  On  examination  the  whole 
larynx  looked  red  and  congested,  the  vocal  cords  appearing  as  fleshy 
bands.  Extending  below  the  vocal  cords,  chiefly  on  the  left  side,  was  a 
large  ulcer  with  a  sloughy  base.  Tw^o  days  after  admission  0"9  grin,  of 
ueo-salvarsan  was  injected  into  the  vein  in  the  arm.  This  was  repeated 
three  days  later.  Within  twenty-four  hours  after  the  first  injection 
there  was  decided  relief.  The  ulceration  is  healing  rapidly,  and  is  now- 
very  slight  in  comparison  with  what  it  was.  The  rapid  action  of 
neo-salvarsan  is  obviously  a  matter  of  importance  in  such  cases,  especially 
as  a  means  of  avoiding  tracheotomy. 

The  President  considered  it  a  very  good  result,  and  it  was 
valuaV)le  knowledge  that  tertiary  ulcerations  might  get  well  so  quickly  by 
this  method.  If  one  gave  iodide  of  potassium  for  these  cases,  one  must 
be  prepared  for  swelling  of  the  soft  parts  of  the  larynx,  which  might 
need  a  hurried  tracheotomy. 

Mr.  Waggett  said,  a  irropos  the  curative  effect  of  salvarsan,  that  he 
had  a  case  in  which  the  patient  had  a  syphiloma  in  the  larynx  so  large 
that  tracheotomy  seemed  necessary.  After  one  injection  of  salvarsan  it 
cleared  vip  in  a  few  days. 

Dr.  FitzGerald  Powell  said  that  it  was  generally  admitted  that  in 
some  cases  initial  improvement  took  place  from  the  injection  of  salvarsan, 
but  it  was  necessary  to  continue  the  use  of  iodide  and  ni<'v,inv.  ov 
mercury  by  injections  or  inunction. 
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Dr.  DoNELAN  said  that  a  large  number  of  cases  of  syphilis  had  now 
been  treated  with  salvarsau  at  the  Italian  Hospital.  At  least  two  injec- 
tions were  always  given.  Recurrences  were  now  coming  in,  some  of  them 
as  early  as  six  or  eight  months  from  the  time  of  the  injections.  The 
already  large  mortality  from  heart  failiu-e,  acute  arsenical  poisoning  and 
other  symptoms  reported  by  so  many  authorities  should  not  be  lost  sight 
of  when  selecting  it  in  preference  to  mercurial  inunction.  At  the  same 
time  there  Avould  always  be  virgent  cases  like  the  present  in  which  its 
rapid,  though  apparently  somewhat  temporary  action,  would  prove  of  the 
highest  value. 

Dr.  D.  E.  Paterson  was  able  to  confirm  the  excellent  i-esults  from 
salvarsan  in  cases  of  syphilitic  laryngeal  stenosis.  He  had  seen  rapid 
disappeai'ance  after  one  dose. 

Mr.  Tod  replied  that  it  was  the  rapid  and  beneficial  action  of  the 
neo-salvarsan  and  the  avoidance  of  the  internal  administration  of  iodides 
which  he  wished  to  bring  before  the  notice  of  the  Section. 

Faucial  Mucous  Tubercles  :  Hunterian  Sore  on  the  Back  of  the 
Neck. — H.  J,  Davis,  M.B. — Woman,  aged  twenty-five,  Avith  faucial 
mucous  tubercles.  The  primary  Hunterian  sore  is  in  the  middle  of  the 
back  of  the  neck.  She  attributes  this  to  scratching  herself  with  a  comb. 
The  patient  is  six  months  pregnant.  Husband  healthy.  Photographs 
showing  primary  lesion  and  large  collar  of  glands  exhibited. 

Skiagram  showing  a  Butcher's  Wire  Skewer  in  the  Right 
Secondary  Bronchus  of  a  Girl,  aged  eight. — H.  J.  Davis,  M.B. — The 


Wire  skewer  in  the  right  secondary  bronchus  (skiagram  by  Dr.  Morton). 

shewer,  2|  in.  in  length,  was  exhibited.  It  had  been  in  the  lung  seven 
weeks,  aud  owing  to  the  point  being  upwards  it  was  very  difficult  to 
extract.  The  cliild  was  very  ill  with  broncho-pneumonia'  (unilateral), 
but  rapidly  recovered  when  the  foreign  body  was  removed,  and  was  now 
perfectly  well. 

The  President  said  Dr.  Davis's  patient  reminded  him  of  the  well- 
known  case  reported  by  Dr.  Briiuings,  in  which  a  carpet- nail  was 
impacted,  head  downwards,  in  the  bronchus,  and  was  only  removed  after 
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nine   attempts  at  extrai-tion.     Dr.    Biiinings   iuvented  and  described  a 
special  iiistruinent  for  doaliii!^  with  this  class  of  foreign  body. 

Dr.  D.  R.  Paterson  called  attention  to  a  simple  method  of  maskinij 
the  point  of  a  pin  directed  upwards.  When  he  had  to  remove  a  safetv- 
piu  which  Avas  open  and  had  the  point  directed  upwards,  he  passed  a  tine 
metallic  tube  over  the  point,  and  with  that  in  position  he  caught  hold  of 
(lie  safety-pin  bv  the  other  limb  and  removed  it. 

Enlarged  Tonsils.  ?  Lympho-sarcoma  or  Lymphadenoma. — 
H.  J.  Davis,  M.B. — Woman,  ai;ed  tiiirty  eiglit,  with  lari;e  ragged 
tonsils.  There  is  a  large  indurated  mass  of  glands  in  the  side  of  the 
neck.  She  states  these  have  been  there  for  four  years.  The  case  is 
either  one  of  lympho-sarcoma  or  lymphadenoma. 

Dr.  Davis  said  he  had  had  a  further  report  that  the  Wassermanu 
reaction  was  positive.  But  the  case  did  not  look  to  him  like  one  of 
syphilis.  There  was  a  tumour  behind  the  palate,  but  he  did  not  know 
what  was  the  cause  of  the  enlargement  of  the  glands. 

Dr.  DuNDAS  Grant  said  it  seemed  to  him  that  the  tonsil  on  the  right 
side  was  not  so  much  enlarged  as  pushed  inwards  by  the  glandular  mass ; 
he  thought  this  might  be  a  coudition  altogether  independent  of  that  of 
the  tonsil. 

Dr.  Davis  replied  that  the  tonsils  had  now^  cleared  up  very  much,  but 
they  had  been  white  with  secretion.  Since  Mr.  Tyrrell  Gray  advised  him 
to  give  iodide  of  potassium  and  mercui-y  they  had  cleared  up. 

Skiagram  showing  a  Penny  Coin  impacted  in  the  (Esophagus  of 
a  Woman,  aged  twenty-five. — H.  J.  Davis,  M.B. — The  coin  was  ex- 
hibited, with  two  grape-skins,  which  were  removed  by  oesophagoscopy, 
and  were  lying  over  the  foreign  body,  obscuring  its  view.  The  patient 
had  been  unable  to  swallow  anything  for  four  days.  The  coin  was  firmly 
held  by  the  oesophagus,  and  it  was  not  easy  to  remove  as  the  jaws  of  the 
forceps  kept  slipping  oft". 

The  President  said  he  had  experienced  how^  easily  the  coin  might 
slip  from  smooth-edge  forceps,  and  he  thought  the  best  way  to  remove 
such  a  body  was  with  the  old-fashioned  coin-catcher,  though  it  should  be 
used  imder  the  guidance  of  the  direct  method. 

Dr.  Irwin  Moore  pointed  out  that  the  difiicidty  which  Dr.  Davis  had 
experienced  in  this  case  in  grasping  and  holding  the  coin  with  Briiuiugs' 
forceps  could  be  obviated  by  the  use  of  the  strong  oesophageal  forceps 
which  he  (Dr.  Moore)  had  designed  and  introduced  for  removing  foreign 
bodies  with  Briiniiigs'  tubes.  With  these  forceps  one  could  get  such  a 
firm  grip  of  any  foreign  body,  whatever  its  shape,  that,  once  seized,  it  was 
next  to  impossible  to  lose  hold  of  it. 

Sluder's  Guillotine.— H.  J.  Davis,  M.B.— This  pair  of  tonsil 
guillotines,  were  by  Dr.  Sluder,  of  St.  Louis,  U.S.A.  The  instrument  is 
well  known,  and  is  designed  for  enucleating  tonsils,  how^ever  large,  or 
however  small,  whether  buried  or  not.  The  method  has  been  already 
described.  The  blades  must  be  blunt,  and  as  the  tissue  external  to  the 
capsule  is  difficult  to  cut  through,  Dr.  Sluder  has  invented  a  "  mechanics 
dog,"  which  enables  the  blunt  blade  to  crush  through  any  resistance;  by 
the  aid  of  the  "dog"'  a  piece  of  silk  or  wool  can  be  easily  severed. 
It  is  made  by  Miiller,  of  Chicago.  I  have  used  it  several  times,  and  it 
answers  the  purpose  which  the  inventor  claims  admirably. 

Dr.  Watson  W^illiams  promised  to  show  at  a  subsequent  meeting  a 
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tonsillectomy  iustruineut  which  he  had  devised  some  time  ago,  and  which 
utilised  the  grasp  of  the  hand  instead  of  the  weaker  thumb — a  principle 
that  had  been  utilised  by  others.  For  tonsillotomy  he  had  seen  no 
instrument  more  ingeniously  constructed  than  that  now  shown  ]>y  Dr. 
Donelan. 

Pansinusitis. — P.  Watson- Williams,  M.D.— This  was  a  case  of 
pansinusitis,  in  which  the  double  frontal  sinus  suppuration  has  been 
practically  cured  by  intra-nasal  operations,  particidarly  removal  of  fronto- 
ethmoidal  cells,  followed  by  lavage,  together  with  double  intra-nasal 
radical  antral  operations,  and  partial  removal  of  etiimoidal  cells  and 
opening  up  of  sphenoidal  sinuses.  The  patient  was  a  solicitor,  aged 
fifty-four,  who,  in  1907,  had  become  very  depressed,  and  carried  on  his 
profession  Avith  very  grave  difficulty.  He  had  suifered  from  a  red, 
swollen,  purplish  nose  since  boyhood,  and  the  doughy,  pitted,  purple- 
veined  nose  was  a  distinct  disfigurement.  Sinusitis  probably  determined 
originally  by  a  septal  deflection,  but  when  the  patient  was  first  seen  it 
had  extended  to  all  the  accessory  sinuses.  He  had  now  complete!}^  lost  his 
depi-ession  and  api'osexia.  He  was  shown  now,  four  years  after  the  last 
operation  was  performed,  to  illvistrate  the  advantages  of  not  operating  by 
radical  extei-nal  methods  in  cases  where  intra-nasal  opei*ation  relieved 
symptoms  and  gave  good  drainage. 

The  President  said  it  was  an  illustration  of  the  present-day  practice 
of  thoroughly  draining  the  suppiirating  lower  sinuses  and  curing  the 
upper  sinuses  by  irrigation  and  free  drainage.  This  man  Avas  at  Avork. 
and  full  of  intelligence  and  alertness,  whereas  mental  concentration  Avas 
impossible  before  the  suppuration  in  the  sinuses  had  been  cured. 

Dr.  Watson-Williams  replied  that  he  A\^anted  to  emphasise  by  it  his 
belief  as  to  the  possibility  of  getting  extensive  frontal  sinus  suppuration, 
if  not  cured,  at  any  rate  ameliorated  in  a  large  proi^ortiou  of  the  cases 
without  any  external  operation,  AAdiich  latter  he  only  performed  Avheu 
driven  to  it. 

Infiltration  of  Uyula,  Epiglottis,  and  Arytaenoids. — C.  W.  M. 

Hope,  F.R.C.S. — F.  M ,  married,  aged  thirty,  four  children.    Kesident 

in  NorAvay  seven  years.  For  the  last  tAvelve  months  noticed  sonu' 
hoarseness,  also  a  gradual  thickening  of  lips.  Has  had  two  seizures ; 
one  before  and  one  after  third  pregnancy.  Examination  shoAvs  solid, 
white  sAvelling  of  uvula,  spreading  on  to  soft  palate  ;  same  condition  of 
left  arytsenoid,  epiglottis,  both  ary-epiglottic  folds,  and  slightly  also  of 
the  right  arytaeuoid.  Cords  are  free.  Palate  is  not  anaesthetic. 
[^Addendnm. — Since  showing  the  case  the  Wassermann  reaction  has  been 
done  ;  it  is  positive  ;  and  06  grm.  of  salvarsan  has  been  giA^en.  A  second 
dose  will  l)e  given  next  Aveelc] 

Dr.  DuNDAs  Grant  said  the  case  presented  some  features  suggestive 
of  myxoedema.  The  jjatient  said  her  face  had  now  become  fatter  than 
before.  The  thyroid  gland  Avas  scarcely  perceptible.  There  Avas  no 
-  uJc('ration,  and  it  would  be  interesting  to  know  if  any  further  signs  of 
hypotty*"*^*^^^^^*^  Avere  present.  In  any  case  it  might  be  tried  Avhether 
f  reatmeitVl-A'  -Ih'vi'*^'^^^  extract  might  be  effectiA^e. 

Mr.  E.  b.  Da^'I''*  "^'^^d  that  two  or  three  years  ago  he  saAv  a  case  with 
much  the  same  a])i'A'=ii"*i^^'6  at  the  Bergen  Lazarette :  and  in  that  case  as 
well  as  in  this  the  V^'^^'T"^  ^^'^'^  anaesthetic.     There  Avas  some  oedema  of  ' 
the  epiglottis  and  th<^'  iH'ytseuo-epiglottidean  fold,  but  the  nose  Avas  normal. 
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Till"  }>;itient  hailed  i'miu  Clivistiauia;   la- thought   thai   lurthi-r  invest i<,'ii- 
tioii  iiiii^ht  prove  it  to  be  a  case  of  leprosy. 

Mr.  Hope  replied  that  he  also  had  thought  of  leprosy,  hut  the  case 
had  not  yet  been  full}-  gone  into. 

Case  of  Atrophic  Rhinitis,  showing  several  unusual  Features. 

Cyril  Horsford,  F.R.C.S-  ratieiit,  female,  ai;ed  t wcnty-onr.  Wdl- 
niai'ked  atwphie  rhinitis  on  both  sides,  "with  enlarged  middle  turbinals 
which  have  fused  togetlier  anteriorly  through  a  large  perforation  in  the 
cartilagous  portion  of  the  septum.  Trouble  with  nose  dates  from  child- 
hood. Both  antra  dark  on  transillumination,  but  when  washed  out  are 
found  to  be  empty.  Some  evidence  of  congenital  syphilis  observed  in 
rhagades  on  upper  lip.  Complete  occlusion  of  right  auditory  meatus 
with  formation  of  adventitious  drum.  Early  stage  of  similar  condition 
in  left  ear — namely,  chronic  suppurative  otitis  media  and  narrowing  of 
left  auditory  meatus. 

The  President  said  that  perforation  in  itself  did  not  suggest  syphilis  : 
it  might  be  caused  by  trophic  changes,  such  as  one  frequently  saw  in  tlie 
so-called  "  idiopathic  "  perforations. 


PROCEEDINGS     OF    THE    PARISIAN     SOCIETY     OF 
LARYNGOLOGY,   OTOLOGY,   AND    RHINOLOGY. 


February  10,  1911. 


Partial  Radical  Mastoid  Operation,  with  Preservation  of  the 
Tympanic  Membrane  (Method  of  Botey  [Barcelona]).— Luc— M.  Luc 
showed  a  patient  who  in  June  last  had  undergone  antrotomy  and  almost 
complete  resection  of  the  mastoid  process  for  suppurative  antritis  compli- 
cated by  diffuse  osseous  lesions.  Persistence  of  suppuration  at  the  upper 
part  of  the  osseous  opening  led  Luc  to  diagnose  an  osteitis  of  the  outer 
wall  of  the  aditus.  At  this  period  (commencement  of  September)  the  tym- 
panum no  longer  suppurated,  but  a  perforation  of  the  membrane  of 
average  size  remained.  Luc  then  decided  to  perform  a  partial  radical 
operation,  resecting  the  osseous  wall  in  question  (which  was,  in  fact, 
in  a  condition  of  osteitis),  but  stopping  exactly  at  the  limit  of  the 
tympanic  membrane.  Nevertheless,  the  incus  was  involuntarily  extracted, 
which,  without  doubt,  explains  the  partially  satisfactory  result  of  the 
intervention  from  the  point  of  view  of  audition.  After  considerably 
enlarging  the  tibro-cartilaginous  meatus  according  to  Siebenmanns 
technique,  the  retro-auricular  wound  was  closed  with  a  view  to  healing  by 
first  intention.  During  post-operative  treatment,  closure  of  the  perfora- 
tion in  the  membrane  was  obtained  by  the  application  of  trichloracetic 
acid.  Complete  cicatrisation  occurred  at  the  end  of  three  mouths. 
Perfect  healing  resulted. 

Large  Choanal  Polyp  in  a  Child  eleven  years  cf  age.— 
A.   Grossard. — The  autiior  showed  a  tumour  (myxoma)  the  size  of  a 
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large  hen's  egg,  removed  by  the  pharyngeal  route  with  an  ordinary  snare. 
This  polyp,  prolongations  of  which  were  observed  in  the  left  nasal  fossa, 
bulged  forward  the  palate.  It  extended  several  centimetres  below  the 
uvula,  almost  filling  the  cavum.  With  the  palate  raised  one  could 
isolate  the  mass,  but  firmly  gripped  by  the  pharyngeal  walls  it  remained 
immobile.  This  peculiarity  enabled  one  to  adjust  the  wdre  of  the  snare 
sufficiently  high  iip  to  get  a  good  grip  of  the  growth,  and  to  tear  it  away 
with  its  pedicle.  The  interest  of  the  case  lay  in  the  size  of  the  polypus, 
which  weighed  32  grm.,  in  the  ease  of  its  removal  owdng  to  the  slight 
resistance  of  its  long  and  thin  pedicle,  and  lastly,  in  the  absence  of 
haemorrhage  following  the  removal  of  so  large  a  tumour,  which  had  given 
rise  to  frequent  and  copious  bleeding  for  about  two  years.  There 
was  no  post-operative  reaction,  and  the  child  was  able  to  return  home 
immediately. 

Protectiye  Plate  for  Clar's  Mirror. — Gonsteau. — The  author 
showed  a  protective  plate  made  in  aluminium,  which  shields  the  surgeon 
from  possible  contagious  ejections. 

Tracheotomy  and  Thyrotomy. — F.  Furet. — The  author  exhibited 
a  man,  aged  thirty-two,  who  presented  himself  at  the  clinic  for  the 
first  time  on  December  14,  1910,  in  a  condition  of  suilocation  and 
imminent  death.  He  fell  down  unconscious  when  he  was  being  conveyed 
to  the  operating  theatre  for  tracheotomy  by  Furet.  For  the  past  year 
this  patient  had  increasing  difficulty  in  breathing,  and  coughed  'and 
expectorated  freely.  When  it  was  possible  to  examine  him,  a  large, 
smooth,  w'hitish-grey  tumour  was  observed  in  the  larynx,  Avhich  one  did 
not  succeed  in  removing  intra-laryngeally.  On  January  5  last  Furet 
performed  thyrotomy  under  local  anaesthesia  (novocaiue) ,  which  enabled 
him  to  recognise  and  easily  remove  a  large  fibro-myxoma,  probably 
originating  in  the  left  ventricle.  The  after- results  were  uncomplicated,  in 
spite  of  a  violent  fit  of  coughing  on  the  fourth  night  after  the  operation, 
lasting  two  hours,  and  causing  rupture  of  the  sutures  of  the  skin  and 
cartilage.  To-day  the  wound  is  closed,  the  patient  breathes  normally, 
and  his  general  health  is  excellent. 

M.  Lubet-Barbon  pointed  out  the  excellent  result  which  he  obtained 
from  the  application  of  Unna's  paste  for  w^ounds  in  process  of  cicatrisa- 
tion.    It  is  a  supple  medicament,  easy  to  apply  and  remove. 

RouviLLOis  said  that  apart  from  the  usual  procedures  for  inducing 
laryngeal  anaesthesia  (swabbing  the  surface,  subcutaneous  and  submucous 
injections),  there  was  reason  for  reserving  a  place  for  another  method — 
regional  anaesthesia  l\y  cocainisation  of  the  superior  laryngeal  nerve.  Quite 
recently  M.  Sieur  and  he  had  had  occasion  to  adopt  this  method  in  the 
case  of  a  tuberculous  patient  suffering  from  ulcerative  laryngitis,  render- 
ing deglutition  almost  impossible.  Three  injections  of  cocaine,  1  in  200, 
introduced  over  the  trunk  of  the  superior  laryngeal  nen'e  were  sufficient 
to  considei-ably  lessen  the  pain  induced  by  deglutition  and  to  allow  of 
feeding.  This  method  could  be  employed  with  advantage  in  all  surgical 
interventions  by  the  intra-  or  extra-laryngeal  route  (removal  of  polypi, 
laryugo-fissiu'e,  laryugostomy,  etc.).  Details  concerning  the  technique 
could  be  oljtained  in  the  excellent  articles  by  Chevrier  and  Cauzard 
(Bulletin  Medical,  February,  1910)  and  Boulav  '{Presse  Medicale,  Junusnj 
28,  1911). 1  '  '  Bohert  Foy. 

H.  Clayton  Fox. 

'  See  also  Brocckhacrt,  Joi'rn.  of  Lartngol.,  Khinol.,  and  Otol.,  vol.  xxvii, 
p.  o24. 
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President :  M.  Georges  Laurens. 


Treatment  of  Dysphagia  in  Tubercular  Laryngitis  by  Alco- 
holisation    of   the    Superior    Laryngeal    Nerve.— M.    Munch. — A 

patient  was  sliowu  suttVrin^-  from  tubercular  larviinitis,  wlio  had  sutJei'ed 
from  considerable  clvspliao-ia,  preventing'  all  alimentation.  Deep  injections 
of  alcohol  at  tlie  seat  of  election  of  both  nerves  had  completelv  banished 
the  dysphagia.  The  patient  now  fed  well  and  his  general  condition  was 
obviously  impi'oveil. 

Luc  showed  — (1)  A  patient  operated  on  on  May  22,  1909,  for  epithe- 
lioma of  the  right  vocal  cord  (histological  examination)  by  larvngo- 
fissure.  No  relaj)se,  mdy  lioarseness  (2)  A  patient  operated  on 
October  2o,  1909  for  epithelioma  (likewise  verified  histologically)  of 
the  right  fronto-ethmoidal  region,  by  Moure's  operation  (there  was 
pus  in  the  frontal  sinus).     Recovery  maintained. 

Dressing  Radical  Mastoid  Cases  with  Boro-Chloretone  powder. 
— C.  J.  Koenig. — All  are  aware  of  the  intense  pain  produced  by  the 
insufflation  of  boric  acid  into  the  operated  cavity  during  the  early  davs 
before  the  osseous  surfaces  are  covered  with  granulations.  The  author 
tried  boro-chloretone  (Parke,  Davis's),  which  contains  about  one  part  of 
chloretone  to  four  parts  of  boric  acid,  and  found  it  not  only  unat- 
tended by  smarting  or  pain,  but  it  actually  possesses  an  anaesthetic  effect. 
The  makers  state  the  powder  to  be  non-toxic.  Even  when  employed  with 
a  free  hand  he  had  never  observed  any  toxic  phenomena.  After  some 
dressings  pure  boric  acid  may  be  substituted. 

Closed  Frontal  Sinusitis  operated  on  during  Coma.— Guisez.— 

Affected  with  right  frontal  sinusitis,  closed,  without  nasal  suppuration, 
the  patient  had  visited  the  clinic  the  evening  before,  suffering  terribly  in 
the  forehead.  Guisez  advised  external  operation,  or  at  the  very  least, 
endo-nasal  drainage  by  removal  of  the  middle  turbinated  body.  The 
patient  refused.  The  following  day  she  became  comatose,  with  an  elevated 
temperature.  Operation,  performed  as  a  matter  of  urgency,  revealed 
right  frontal  sinusitis,  absolutely  closed.  Both  tables  of  the  frontal  bone 
were  intact.  No  cerebral  complication.  Consciousness  gradually  returned 
after  the  operation  and  recovery  follow^ed  without  any  vmtoward  events. 

Exhibition  of  Two  Foreign  Bodies  Extracted  by  (Esophagoscopy. 
— Guisez. — One  was  a  tooth-plate  situated  at  the  upper  third  of  the 
oesophagus,  and  the  other  a  prune-stone  from  the  left  bronchus  of  a  child 
aged  ten. 

Stenosis  of  the  Lower  Portion  of  the  Trachea  from  Disease  of 
the  Tracheo-bronchitic  Glands.— Guisez. — It  concerned  a  child  who 
a  year  ago  was  suddenly  seized  with  intense  dyspncea.  Examination  of 
the  larynx  showed  no  obstruction.  Tracheoscopy  revealed  com2)ression  of 
the  posterior  tracheal  wall,  enabled  a  diagnosis  to  be  made,  suggested  the 
situation  for  tracheotomy,  allowed  the  introduction  of  a  long  tube  beyond 
the  stenosed  point,  and  finally  bi'ought  about  a  recovery.  This  is  the 
third  case  which  the  author  has  been  able  to  diagnose  and  treat  under 
similar  conditions. 


214  The  Journal  of  Laryngology,  [April,  1913. 

Laryngostomy  for  Laryngeal  Stenosis,  the  Result  of  Laryngo- 
typhoid  Complications. — Sieur. — Duiiug  couvalesceuce  from  typhoid 
fever  laryngeal  lesions  developed,  and  laryngotomy  liad  to  be  performed 
as  a  matter  of  urgency.  It  afterwards  became  impossil)le  to  remove  the 
cannula  owing  to  stenosis  of  the  subglottic  region.  Attempts  at  dilation 
bv  means  of  metal  dilators  introduced  through  the  mouth  and  Killian's 
T-shaped  tube  passed  through  the  traclieal  opening  having  failed,  it  was 
decided  to  resort  to  laryngostomy.  This  was  performed  under  local  anaes- 
thesia (cocaine),  and  in  two  months  the  normal  calibre  of  the  larynx  w^as 
obtained  by  the  employment  of  Killian's  tubes  in  increasing  sizes.  When 
dilatation  seemed  complete  the  use  of  dilators  was  gradually  curtailed, 
and  three  weeks  after  the  cessation  of  treatment  the  laryngo-tracheal 
opening  closed  spontaneously.  This  is  a  point  particularly  interesting  to 
note,  seeing  that  this  closure  is  not  alwavs  easv  to  attain  surgicallv. 

G.  VeiUard. 
H.  Clayton  Fox. 


^bfitrattfj. 


LARYNX. 

Nemai,  J.  (Budapest). — Studies  in  the  Comparative  Anatomy  of  the 
Larynx  of  Mammals.    "  Archiv  fiir  Laryngol.,"  vol.  xxvi,  Part  III. 

This  paper  is  merely  a  preliminary  one,  the  research,  which  Avas  begun 
some  years  ago,  being  still  in  progress.  After  some  reference  to  previous 
workers  in  the  same  field,  a  section  is  devoted  to  the  differences  between 
the  aditus  laryngis  of  man  and  that  of  most  other  mammals.  In  the 
case  of  the  latter  the  arv-epiglottic  folds  ai'e  almost  non-existent,  the 
folds  of  mucous  membrane  which  pass  backwards  from  the  margins  of 
the  epiglottis  ending  in  the  lateral  walls  of  the  hypo-pharynx,  or,  at  most, 
ciu-ving  I'ound  and  I'eaching  only  the  lower  part  of  the  arytsenoids  from 
behind.  The  arytaenoids  and  cartilages  of  Santorini  are  thus  in  no  way 
embedded  in  the  folds  and  their  upper  boi'ders  stand  quite  free. 

There  follows  a  fairly  detailed  description  of  the  larynx  in  a  niunber 
of  ruminants,  and  also  in  the  pig,  both  domestic  and  wild,  and  in  the 
horse.  In  most  of  these  animals  the  entiunce  of  the  larynx  lies  really  in 
the  naso-pharyngeal  space,  being,  under  ordinary  circumstances,  shut  off 
from  the  cavity  of  the  mouth  by  the  soft  palate,  which  reaches  almost  to 
the  base  of  the  tongue  in  the  glosso-epiglottic  fossa,  and  is  applied  to  the 
anterior  surface  of  the  epiglottis.  Througli  the  passage  left  on  either  side 
in  the  region  of  the  pyriform  sinus,  finely  divided  food  can  pass  from  the 
mouth  down  into  the  lower  pharynx.  By  this  arrangement,  therefore,  the 
animal  is  enabled  to  swallow  and  breathe  at  the  same  time.  Even 
the  cainivora  adopt  this  method  in  swallowing  fluids,  although  their 
solid  food,  being  swallowed  in  large  masses,  passes  over  the  laryngeal 
entrance,  as  does  all  food  in  man.  The  larynx  is  in  a  measure  fixed  in 
this  position  by  a  inuscular  ring  or  isthmus  formed  of  the  palato-pharyu- 
geal  muscles.  This  ring  exerts  considerable  lateral  pressure  on  the 
laryngeal  entrance,  and  it  is  probably  the  necessity  for  resisting  this 
pressure  that  accounts  for  the  large  and  wide  cartilaginous  processes 
which  are  attached  to  the  oral  ends  of  the  arytaenoids  in  many  mammals. 
These  processes  consist  in  most  of  the  animals  examined  of  hyaline 
cartilage,  and  are  <lirectly  continuous  with  the  arytoenoids  themselves. 
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The  aut lior,  however,  aJduce-s  evidem-e  to  prove  t  hat  thev  are  represented 
ill  man  in  a  vestiicial  form  bv  the  eartila;j:es  of  Santorini,  for  the  hitter, 
althoULifh  composed  tif  elastic  oartihi^e,  and  uoteontiniious  with  tlm  arvtae- 
noids,  are  nevertheless  enveloped  bv  the  same  pericliondrial  laver. 

In  reference  to  the  muscles  of  the  larynx  it  is  interesting-  to  note  that 
the  crico-aryttenoideus  posticus,  in  regard  both  to  its  form  and  the  diree- 
rion  of  its  fibres,  is  practically  identical  in  all  the  placentalia,  includin*' 
man — a  fact  in  harmony  with  the  importance  of  its  function.  Some  of 
the  other  muscles  show  more  or  less  considerable  variations  in  both 
structure  and  function.  The  inter-arytsenoideus,  for  example,  anions  the 
ungulates,  wdiile  it  acts  in  association  with  the  ai'v-epiglotticus  and  thvreo- 
arytaenoidus  as  a  constrictor  of  the  aditus  laryngis,  must  be  regarded  also 
as  serving,  at  times,  as  a  dilator,  for  its  attachment  is  such  that  contrac- 
tion of  the  muscle  tends  to  increase  an  abduction  of  the  cords  alreadv 
established  by  the  posticus  muscle. 

It  is  known  that  in  adduction  and  abduction  of  the  cords  the  arvtsenoids 
execute  a  rocking  movement  in  addition  to  that  of  mere  rotation,  the  result 
of  which  is  that  during  adduction  the  long  axes  of  the  arytaeuoids  move 
forward  and  inward  while  the  vocal  processes  move  downward,  the  reverse 
occurring  during  abduction.  The  author  finds  that  this  see-saw  or  rockiucr 
movement  of  the  arytaenoids  is  a  constant  feature  of  the  mammalian 
larynx,  and  that  in  many  members  of  the  order  the  anatomical  conditions 
are  such  as  to  make  simple  rotation  impossible. 

The  author  concludes  with  a  statement  of  his  conviction  that  similar 
studies  of  the  larynx  of  the  lower  animals  Avill  throw  much  light  upon 
the  function  of  the  organ  in  man.  Thomas  Guthrie. 


NOSE. 

Seibert.  E.  C-. — The  Superior  Maxilla:  A  Discussion  of  its  Proper 
Development.  "  Annals  of  Otol.,  Ehinol.,  and  Laryugoi.,""  vol.  xxi, 
p.  145. 
The  author  concludes  that  normal  nasal  respiration  is  only  attained 
through  proper  lateral  development  of  the  maxillse,  /.  e.  the  palatal 
processes,  and  that  this  development  is  materially  retai-ded  bv  those 
factors  which  j>reveut  nasal  respiration.  In  this  abnormal  development 
the  shape  of  these  bones  may  be  materially  altered,  thus  affecting  their 
relations  to  contiguous  stiiictures,  and  in  this  changed  relation  and 
altered  shape  we  have  factors  for  changing  the  direction  and  the  lumen 
of  the  iierve-cauals  traversing  these  bones,  thereby  uiaking  pressure  upon 
their  contents  and  causing  alteration  of  function,  or,  from  irritability, 
reflex  phenomena.  He  considers  no  child  is  too  young  from  whom  to 
remove  causes  for  restricted  nasal  respiration,  and  when  abnormal 
development  has  occurred,  readjustment  of  the  maxillae  probably  offers 
the  best  results  that  can  be  looked  for.  Macleod  Yearsley. 

Hurry.  Jamieson  B. — Vicious  Circles  associated  with  Disorders  of  the 
Nose.  Throat,  and  Ear.     "Lancet,"  May  11,  1912,  p.  1264. 

The  author,  well  known  for  his  interesting  work  on  "  Vicious  Circles 
in  Disease,"  has  turned  his  attention  to  our  specialty.  Diseases  of  the 
nose  are  frequently  complicated  by  the  operation  of  a  circle,  the  genesis 
of  which  depends  largely  on  stenosis  or  an  al>normal  patency.  Such 
vicious  circles  are  described  resulting  from  deflected  septum,  mouth- 
breathing,  etc.     Reciprocal  relations  are  frequently  established  in  con- 
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nection  with  sinusitis.  Under  the  head  of  "  Throat,"  ai'e  instanced  laryngeal 
obstruction,  abductor  paralysis,  tuberculosis,  laryngitis,  and  various 
neuroses.  Several  instances  are  also  given  in  regard  to  the  ears.  The 
paper  really  requires  to  be  read  in  extenso.  Macleod  Yearsley. 

Lothrop,  Oliver  A. — Suturing   as  a    Substitute    for   Splints   after  the 

Submucous  Resection  of  the  Nasal  Septum.     "  Boston  Med.  and 

Surg.  Journ.,"'  clxvi,  p.  483. 

The  author  suggests  the  introduction,  by  means  of  special  instruments, 

of  numerous  sutures  of  silk  or  catgut  (nine  are  shown  in  the  diagram) 

through  the  flaps.     A  wire  loop  is  used  temporarily  to  keep  the  flaps 

together  during  the  passage  of  the  sutures,  the  ends  of  which  are  tied 

round  the  columella.     The  stitches  are  withdrawn  after  two  days. 

Macleod  Yearsley. 

PuUeine,  Robert. — Solid  Paraffin  in  the  Treatment  of  Ozsena.  "  Austra- 
lasian Medical  Gazette,"  September  14,  1912. 
Under  the  heading  of  "  Ozsena  "  a  description  is  given  of  atrophic 
rhinitis.  Under  the  heading  of  "Treatment,"  the  author  says  if  we  can 
narrow  the  abnormally  wide  nose  enough  to  make  the  expiratory  effort 
capable  of  clearing  the  nose  we  arrive  at  a  stage  of  comparative  health. 
Injections  of  paraffin  under  the  mucosa  of  the  septum  and  above  the 
inferior  turbinal  he  found  a  failure  on  account  of  the  atrophic  condition 
of  the  membrane.  The  method  which  he  has  found  very  valuable  is  the 
implantation  en  masse  of  a  piece  of  solid  paraffin.  As  in  the  septum 
resection,  the  muco-perichondrium,  and  further  back  the  muco-periosteum, 
is  elevated,  and  a  piece  of  paraffin,  cast  in  a  rubber  tube,  is  trimmed 
down  and  inserted,  and  the  wound  closed.  This  makes  an  elevated  ridge 
along  nearly  the  whole  length  of  the  septum  and  narrows  the  nose  so  that 
an  efficient  expiratoiy  effort  can  be  obtained.  The  technique  is  im- 
portant. (1)  The  implanted  mass  must  not  be  large  enough  to  cause 
undue  tension.  (2)  The  incision  must  be  in  the  skin  and  not  in  the 
mucous  membrane  or  in  the  muco-cutaneous  margin.  (3)  The  anterior 
end  of  the  implanted  mass  must  not  come  up  to  the  wound  in  such  a  way 
as  to  cause  tension  in  the  sutures.  (4)  Wound  must  be  accurately 
closed.  (5)  If  in  lifting  the  structures  a  perforation  occurs,  it  is  \iseless 
to  go  on,  as  the  implanted  mass  will  be  thrown  off.  A.  J.  Brady. 


EAR.  f 

Holmes,  E.  M.^Examination  and  Treatment  of  the  Eustachian  Tube  by 
the  Aid  of  the  Naso-pharyngoscope.  "Annals  of  Otol.,  Khinol., 
and  Laryngol.,"  vol.  xx,  p.  511. 
This  is  the  author's  second  paper  and  concerns  900  cases,  400  of  which 
have  been  classified.  He  points  out  that  over  90  per  cent,  of  all  the  diseases 
of  the  middle  ear  are  due  to  disease  primarily  in  and  about  the  Eustachian 
tube.  Holmes  briefly  describes  the  conditions  found  and  their  treatment. 
Acute  inflammatory  swelling  is  frequently  reduced  by  cocaine  and  adrena- 
lin, chronic  cases  being  much  less  affected  by  those  drugs.  Adhesions  in 
Roseumiiller's  fossa  are  common  and  often  productive  of  tinnitus,  and 
adenoid  tissue  in  the  adult  is  much  more  frequently  extensive  in  amount 
and  a  source  of  trouble  than  is  indicated  by  the  posterior  nasal  mirror. 
Posterior  end  hypertrophy  was  found  in  fifty-four  cases.  A  table  of 
thirty-one  cases  of  acute  middle-ear  inflammation  is  given,  together  with 
coloured  plates  of  forty-eight  different  conditions  in  and  about  the  tubes. 
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iroliiii's  is  roiiviiU'Pil  Ih;i1    iMii<-li    will    lie  n  • 'oiuiilislic  1   in  1  lie  I'lil  uro  that 
we  have  In't'ii  iiiiai)lt'  to  do  in  flic  past.  Mtirleod   Yiun-xici/. 

Pope.     Remarks   on  "Lombard's   Symptom"  in   Cases    of   Unilateral 
Deafness.     ••  Zcitschr.  f.  Olircnlifillv.."  vol.  Ixiv,  Pt .  IV. 

Lombard  has  pointed  out  tliat  il",  wliile  a  piTsou  with  normal  h(>arini^- 
powor  is  rcadiiii;-  in  a  voice  of  modium  loudness,  a  Baninvs  "  noise- 
apparatus"  he  suddenly  introduced  into  either  ear,  immediatelv  the  loud- 
ness and  pitch  oi:  the  voice  is  raised,  because  the  reader  no  longer  hears 
his  own  voice,  and  so  loses  control  over  its  intensity.  If  the  "  noise- 
apparatiis  "  be  stopped,  at  once  the  voice  regains  its  px^evious  pitch  and 
loudness.  In  cases  of  one-sided  deafness  Lombard  asserted  that  this 
phenomenon  occurred  when  the  noise-apparatus  was  insertcvl  in  the  sound 
ear,  but  not  when  the  deaf  ear  was  tried. 

Pope,  in  a  series  of  tests,  found  that  in  twenty-seven  people  with 
normal  hearing,  in  twenty-four  the  voice  became  louder,  in  three  no 
change  in  the  voice  occurred  ;  in  eight  cases  of  one-sided  deafness,  six 
louder,  two  no  change.  In  six  cases  of  unilateral  complete  deafness,  two 
slu)\ved  an  increas(!  in  the  loudness  of  the  voice,  two  showinl  no  change, 
and  two  became  disturlied  and  stopped  reading. 

The  discrepancies  are  probably  to  be  explained  from  the  fact  that  the 
loudness  of  the  voice  is  also  controlled  by  the  muscles  of  expiration,  and 
that  in  various  people  the  co-relationship  of  the  hearing  and  phonating 
centres  differ  in  degree. 

Asa  method  of  testing  simulated  deafness  it  is  unfortunately  not  of 
much  value,  owing  to  the  fact  that  a  person  soon  learns  to  control  his 
voice  in  spite  of  the  noise-apparatus,  and  so  no  change  in  loudness 
occurs.  As  in  many  other  tests,  a  positive  (i.  e.  a  raised  pitch  or  loud- 
ness of  voice)  result  is  of  value,  a  negative  almost  useless. 

Lindley  SeirelL 

Ballance,  C.  A.— Epithelial  Grafting  as  a  Means  of  Eifecting-  the  Sure 
and  Rapid  Healing  of  the  Cavity  left  by  the  Complete  Mastoid 
Operation.  "  Lancet,"  August  17,  1912,  p.  -1.28. 
This  paper  was  read  before  the  International  Otological  Congress 
recently  held  in  Boston.  The  author  contends  that  grafting  gives  (1) 
rapid  healing  of  the  entire  wound  on  ordinary  surgical  principles ;  (2) 
immediate  protection  of  the  raw  bone  surface  by  a  layer  of  living  epi- 
thelium, reduction  of  pain,  discomfort,  and  liability  to  reinfection  of  the 
bone  :  (3)  considerable  shortening  of  the  time  of  skilled  attendance ;  (4) 
improvement  in  hearing.  He  considers  Jansen's  fear  that  grafting 
produces  loss  of  hearing  to  be  unfounded.  Tliese  advantages  are  only  to 
be  obtained  by  a  single  gi'aft,  cut  sufficiently  thin  and  accurately  applied. 
As  alternatives  to  grafting  he  discusses  blood-clot  dressing,  bismuth  paste, 
scarlet-red,  and  Baracz's  method  of  using  a  graft  of  skin  taken  from 
the  neck.  He  objects  to  the  blood-clot  method  because,  in  the  complete 
operation,  the  object  is  not  to  fill  the  cavity  with  a  mass  of  cicatricial 
tissue,  but  to  epithelialise  the  cavity  as  rapidly  as  possible.  Bismuth 
paste  he  has  found  useful  as  a  substitute  for,  and  as  an  adjunct  to, 
grafting.  Scarlet-red  does  not  give  any  great  advantage.  In  labyrinthine 
surgery,  he  thinks,  grafting  will  be  found  useful,  and  he  suggests  the 
possil)ility,  in  cases  with  complete  tympanic  deafness,  of  grafting,  after 
making  an  artificial  opening  in  the  capsule  of  the  cochlea.  After 
entering  into  the  history  of  the  grafting  operation,  he  considers  the 
question  of  when  the  grafting  should  be  done.     In  a  few  selected  cases 
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it  may  be  applied  immediately  with  advantage,  but  it  is  usually  better  to 
postpone.     The  technique  of  grafting  is  described  in  detail. 

Ma  dead  Yearsley. 

Frey.  Hugo. — Concerning  the  Occurrence  of  Diseases  of  the  Inner  Ear 
in  the  Early  Stages  of  Syphilis  :  A  Contribution  to  the  Question 
of  the  Effects  of  Salvarsan.  "  Wieu.  klin.  Wochens.,"  Bd.  xxiv, 
Nr.  11. 
Those  who  hold  that  salvarsan  may  directly  injure  the  cochlear  or 
vestibular  nerve  are  influenced  in  this  supposition  by  the  fact  that  in  the 
pre-salvarsan  period  very  few  cases  were  recorded  in  which  these  nerves 
were  affected  in  the  early  stages  of  syphilis.  Frey  has,  however, 
succeeded  in  collecting  over  sixty  well-authenticated  cases  in  which  the 
cochlear  or  vestibular  nerve,  or  both,  were  markedly  affected  in  the  early 
secondary  stage  of  syphilis,  and  in  the  majority  of  which  the  internal  ear 
symptoms  partly  or  entirely  subsided  under  specific  treatment.  The 
explanation  why  a  far  greater  number  of  such  cases  have  not  been 
recorded  is  to  be  sought  for  in  the  fact  that  systematic  and  thorough 
examinations  of  the  inner  ear  and  an  exact  differential  diagnosis  between 
diseases  of  the  middle  and  inner  ear  have  only  been  possible  within  recent 
years,  and  that  the  number  of  medical  men  sufficiently  educated  in 
otology  to  appreciate  and  record  such  cases  was  until  recently  a  very 
small  one.  It  may  further  be  taken  for  granted  that  the  number  of 
these  cases  recorded  is  certainly  very  much  smaller  than  the  number 
which  has  been  observed,  and  still  smaller  than  the  number  which  has 
actually  occurred.  Finally,  there  is  no  doubt  that  slight  grades  of 
deafness,  especially  if  unilateral,  are  often  overlooked  by  syphilitics, 
whose  interest  is  primarily  centred  in  the  disease  itself.  The  author  is 
of  opinion  that  this  cjuestion  cauuot  be  definitely  settled  until  syphilitics 
ai*e  systematically  examined  for  lesions  of  the  internal  ear,  and  he 
effectually  disposes  of  the  idea  that  such  lesions  were  "  almost  unknosvn  " 
in  the  pre-salvarsan  period.  /.  B.  Horyan. 


MISCELLANEOUS. 

Freedman,  Louis  M. — Two  New  Instruments  for  Nose  and  Throat. 
"  Boston  Med.  and  Surg.  Journ.,"  June  20, 1912,  vol.  clxvi,  No.  2$, 
The  first  is  a  splint,  for  use  after  submucous  resection,  composed  oi 
two  flat  plates  of  ivory  connected  by  a  metal  spring.  The  plates  of 
ivory  are  placed  on  either  side  of  the  septum.  The  spring  is  made  so 
light  that  only  the  lightest  pressure  is  caused.  It  is  claimed  that  the 
use  of  the  instrument  results  in  the  following  advantages :  Absence  of 
congestion  and  headache.  Al)sence  of  bleeding  after  removal  un  following 
morning.  Duration  of  healing  is  shortened.  The  second  instrument  is 
a  curved  tonsil  knife  combined  with  a  separator.         Knou-Jes  Heiifihaw. 

Guthrie,  Thomas. — Twelve  Cases  of  Foreign  Body  in  the  Larynx  and 

(Esophagus.     "  Liverpool     Medico-Chirurgical     Journal,"'     July. 

11)12. 

In   the  first  case  a    long   needle,   the    point    of   which  had    beconio 

embedded  in  the  left  ary-epiglottic  fold  of  an  adult  male,  Avas  removed 

without  difficulty  by  the  indirect  method.     In  the  second  case  a  pin  had 

been  embedded  for  two  days  in  the  posterior  pharyngeal  wall  of  a  ^irl, 


April,  1913.]  Rhinology,  and  Otology.  210 

ai,a'd    I'leven.     Its    sliaft    projected    dowinvai'ds   aiiil   forwanls    into    tlio 
larviix  witli  its  head  below  the  glottis. 

Attempts  at  removal  by  the  indirect  method  only  drove  it  deeper  into 
the  pharyngeal  wall,  but  it  was  easily  removed  with  tlie  Killian  tube- 
spatula  and  Paterson's  forceps.  A  fiat  piece  of  bone,  measuring  al)out 
one  inch  by  three  quarters,  was  removed  from  the  glottis  of  another 
patient  by  the  indirect  method.  Although  it  had  been  impacted  for  three 
weeks,  the  fact  that  it  was  lying  in  the  glottis  parallel  to  the  cords  had 
prevented  its  giving  rise  to  dyspnoea.  In  two  cases  in  which  a  tooth- 
plate  bearing  one  tooth  and  no  hooks  had  been  impacted  in  the 
oesophagus  at  the  level  of  the  upper  border  of  the  sternum,  removal  was 
effected  without  difhculty  with  the  oesophagoscope.  In  two  other  cases 
it  was  found  impossible  to  remove  a  tooth-plate  thi'ough  the  CBso|)hagoscope 
owing  to  impaction,  and  so  oesophagotomy  had  to  be  performed.  A 
bolus  of  meat  which  had  become  impacted  in  the  oesophagus  of  a  man  of 
sixty-five  at  eight  inches  from  the  teeth  Avas  removed  with  the  resophago- 
scope,  and  the  absence  of  any  organic  stricture  established.  In  two  of 
three  cases  of  a  halfpenny  in  the  oesophagus  removal  Avas  effected 
without  difficidty  with  the  oesophagoscope,  but  in  the  third  case,  in  which 
a  previous  unsuccessful  attempt  at  removal  Avith  the  coin-catcher  had 
been  made,  the  coin  was  found  to  have  been  forced  iipAvards  under  the 
mucous  membrane,  and  to  be  buried  at  about  the  level  of  the  cricoid. 
Removal  Avas  only  performed  by  the  direct  method,  by  tearing  through 
the  mucous  membrane,  but  recovery  was  uneventful.  The  author 
concludes  that,  for  the  removal  of  foreign  bodies  from  the  larynx  in 
adults,  the  indirect  method  is  usually  to  be  preferred,  while  in  young 
children,  or  Avhen  firmly  impacted,  the  direct  method  under  general 
anaesthesia  should  be  used.  A.  J.  Wright. 


REVIEWS. 


Notions   Pratiques     cVElectricite     {The   Practice    of  Electricity  for    the 

use  of  Medical  Men,  with  special  relation  to  Oto-Bhino-Laryngohxjy). 

Par  Marcel  Lermoyez.     Avec  426  figures  dans  le  texte.     Paris  : 

Masson  et  Cie.,  Editeurs,  1913.     Prix  20  francs. 

This  handsome  volume  of  850  pages  might  Avell  be  called  "  Electricitas 

ad  usum  oto-laryngologicum."     It  staggers  one  to  see  the  size  to  Avhich 

has  grown  the  little  "handbook  of  electricity"  of  our  youth.     Yet  Ave 

know  Dr.  Lermoyez  too  intimately,  and  his  delightful  literary  skill  too 

well,  to  imagine  that  there  is  in  this  work  a  Avord  too  much  or  a  line  too 

long.    The  work  is  arranged  with  the  logical  co-ordination  so  characteristic 

of  the  French  mind.     The  divisions  and  subdivisions,  the  head-lines  and 

cross-references,  the  drawings  and  diagrams,  the  foot-notes,  the  literary 

references,  even  the  biographical  notes,  all  add  to  the  pleasure  of  reading 

a  book  Avhich  has  almost  persuaded  me  to  once  and  for  all  understand 

electricity  and  make  myself  independent  of  electricians ! 

Does  anyone  Avaut  to  knoAV  what  a  "  kilowatt  "  is,,  or  how  much  Avork 

a  walking  donkey  can    do   in  a  second,  or  what  Lucretius  thought  of 

electricity,  or  Avhere  Marconi  Avas  born  ?     All  these  can  be  found  in  the 

j  book  of  Lermoyez,  set  forth  with  as  much  clarity  and  charm  as  are  the 

practical   methods    for   charging    and    keeping    accumulators,   applying 
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the  galvauo-cauteiy,  managiug  electro -motors,  carrviug  out  electrolysis, 
uuderstauding  Faradism,  taking  care  of  portable  light  accumulators,  and 
sterilising  one's  instruments  or  heating  one's  study  by  electricity. 

Not  the  least  striking  factor  about  this  book — with  its  one  picture  to 
every  two  pages — is  Lermoyez's  acquaintance,  not  only  with  English 
science,  but  with  English  scientists.  Here  we  can  read  in  language 
clearer  than  that  of  its  native  country  an  explanation  of  "  la  theorie  de  la 
self-induction."  We  can  find  out  what  are  the  scientific  discoveries  of  Sir 
William  Earn  say,  learn  that  James  Watt  was  born  in  Greenock,  and 
realise  that  "  nul  mieux  que  lui  ne  symbolise  le  genie  anglais,  caracterise 
par  une  ingeniositc  extreme  dans  Finvention  et  par  un  sens  pratique 
incomparable  dans  I'execution."  The  only  pity  in  this  sentence  is,  that 
Lermoyez  should  characterise  as  English  the  genius  that  was  Scottish  ! 
Not  that  our  covfrhres  cosmopolitanism  is  limited  to  the  British  Isles. 
He  is  at  home  on  both  sides  of  the  Rhine,  and  this  remarkable  book  even 
offers  to  explain  why  the  ancient  Greeks  made  so  little  progress  in 
practical  science ! 

In  the  language  of  the  street,  "  electricity  has  come  to  stay,"  and 
possibly  in  no  department  of  medicine  will  it  be  more  regularly  employed 
than  in  oto-laryngology. 

I  would  advise  all  young  specialists  to  make  themselves  acquainted 
Avith  it  on  a  good  foundation  of  understanding,  and  both  in  theory  and 
practice  they  will  find  no  work  more  useful,  and  certainly  none  more 
attractive,  than  that  of  Dr.  Lermoyez.  StClair  Thomson. 

Traite  de  Laryngoscojne  et  de  Laryngologle  Operatoive  et  Clinique.  Par 
Dr.  Th.  Hertng.  Paris  :  Massou  et  Cie.,  1912.  Un  volume  in  — 
8,  de  xvi  ■\-  524  pages,  avec  155  figures  dans  le  texte.     Prix  14  fr.       j 

This  volume  on  laryngoscopy  and  laryngology  is  not  the  usual  "con-  I 
fection  "  of  a  text-book  as  generally  understood.  It  begins  with  a  clear  | 
description  of  the  surgical  anatomy  of  the  larynx.  The  first  part  is  devoted  ' 
to  examination  of  the  larynx  and  lower  air-passages.  The  second  part  ' 
deals  largely  Avith  methods  of  treatment  and  inhalations,  gargles,  iusuffla-  i 
tious,  electricity,  etc.  The  third  part  embraces  local  anaesthesia,  asepsis,  , 
post-operative  treatment,  and  then  branches  off  into  various  voice  troubles 
iind  the  treatment  of  tuberculosis  of  the  larynx.  The  fourth  and  last  part  j 
studies  the  laryngeal  developments  of  general  and  infectious  disorders.!    i 

It  is  therefore  seen  that  this  is  not  the  orthodox  book  for  the  student,  ( 
nor  yet  the  handy  volume  of  reference  for  the  practitioner.  The  man  who  i 
will  enjoy  it  is  the  specialist,  who  will  here  find  himself  in  clos-e  contact  ! 
with  the  personal  touch  of  a  vigorous  mind,  one  who  impresses  himself  on  | 
his  work,  his  patients  and  his  colleagues.  I 

Dr.  Theodore  Heryug  in  his  clinic  in  WaVsaw  has  had  the  courage  to  i 
look  and  think  for  himself.  Although  he  is  well  known  at  all  our  con-  j 
grosses,  and  his  gift  of  tongues  makes  him  acquainted  with  the  literature 
of  Europe,  still  he  has  notcuml)ered  his  treatise  with  any  bibliographical 
references.  As  is  well  known,  his  original  work  has  been  chiefly  identified  | 
with  the  surgical  treatment  of  laryngeal  tubercidosis,  iniprovenieuts  in  j 
inhiilations,  the  evolution  of  transillumination,  and  the  local  manifestations  | 
of  syphilis  and  other  general  infections.  j 

But  he  writes  of  nothing  that  he  has  not  made  his  own,  and  here  readers 
will  ejijoy  the  radiance  of  a  direct  source  of  light  and  not  of  a  mere 
reflection.  StClair  Thomson.      . 
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Fur>tchitngeu  inid  Erfalirutujen,  1880-1910:  Eine  Sannnliing  anmiciriihlfrr 
Arh'lten.  Von  Prof.  Dr.  Sir  Felix  Semon,  K.C.V.O..  Fellow  of 
the  Roval  College  of  Phvsioians,  etc.  Zwei  Biiude.  Mit  2  Tafclii 
unci  zalilreicheu  Texttigureii.     Berlin:  August  Hirscliwakl,  liHii. 

Every  laryngologist,  evei'j  medical  man  for  that  matter,  is  acquainted 
with  the  scientific  work  and  achievement  of  Sir  Felix  Semon,  but  for  the 
most  part  only  at  second  hand.  For  until  tlie  appearance  of  tliese 
vohimes  containing  his  collected  works,  the  original  articles,  hidden  awav 
iu  remote,  dignitieil  aivhives,  had  been  neither  read  nor  conned  by  those 
of  the  younger  school,  although  they  are,  of  course,  still  fresh  in  the 
memory  of  the  seniors. 

In  one  of  his  obiter  dicta  Semon  very  properly  counsels  the  aspirant  to 
medical  honours  to  publish  his  doings  in  reputable  and  widely  read 
journals.  Nevertheless,  even  the  most  important  article  iu  the  most 
popular  magazine  sooner  or  later  conies  to  its  resting-ph\ce  under  a  pall 
of  dust,  although  the  truths  it  has  disclosed  may  live  on  eternally  in  the 
well-thumlied  pages  of  our  text-books. 

With  many,  indeed  with  most  scientific  writings,  this  is  no  more  than 
they  deserve.  The  grain  secure,  the  husk  can  be  thrown  aside  and  the 
reaper  forgotten.  But  it  is  no  empty  flattery  to  say  that  had  this  been 
the  fate  of  Semon's  writings,  not  only  would  our  convenience  in  the  matter 
of  ready  reference  have  suffered,  but  the  genuine  literature  of  medicine 
itself  would  have  been  the  poorer. 

We  have  here  the  historical  series  of  investigations  which  culminated 
iu  the  discovery  of  the  "  laws  "  of  the  innervation  of  the  larynx,  together 
with  the  pioneer  work  on  the  diagnosis  and  treatment  of  laryngeal  new- 
growths — work  of  an  amplitude  and  precision  surpassed  by  few,  if  any,  of 
the  greatest  laboiu'ers  iu  medicine.  To  add  to  these  the  articles  on 
Cachexia  Strumipriva,  on  the  pathological  identity  of  the  variously 
named  Acvite  Laryngeal  (Edema,  (Edematous  Laryngitis,  etc.,  and  on 
Pneumococcus  Infection  of  the  Throat  is  to  show  in  a  paragraph  the 
extraordinary  debt  that  laryngology  owes  to  Semon.  Si  monuvientmu 
requiris,  circumspice. 

In  addition  to  articles  of  more  purely  scientific  interest  the  author 
has  included  in  the  collection  many  of  the  critiques,  addresses  and 
biographical  sketches  which  have,  from  time  to  time,  emanated  from  his 
pen.  Of  these  the  reviewer  has  no  hesitation  in  awarding  the  palm  to  the 
last-named.  Semon's  word-portraits  of  departed  worthies  like  Virchow 
and  Morell  Mackenzie  are  valuable  additions  to  the  history  of  nineteenth 
century  medicine. 

But  there  is  something  else  in  these  books ;  something  which  imparts 
to  them  a  quality  rarely  met  with  in  scientific  papers.  It  is  that  Semon's 
work  is  illumined  through  and  throiigh  with  the  fire  of  his  personality. 
We  do  not  mean  to  say  that  his  writing  is  unduly  subjective  or  that  he 
is  less  dominated  by  actuality  than  a  scientist  ought  to  be,  for  the 
contrary  is  the  case.  Semon  becomes  possessed  of  a  fact  as  of  a  demon, 
to  whose  service  he  devotes  all  his  gifts  and  the  whole  force  of  his  being. 
In  other  words,  his  sense  of  the  significance  of  things  is  unusually  keen. 
In  some  respects,  indeed,  some  might  think  it  too  keen,  and  might  ascribe 
to  such  a  hypersensitive  strain  the  preservaticn,  for  example,  of  the 
article  upon  the  squabble  which  darkened  the  death-bed  of  the  Kaiser 
Frederick  III.  We  admit  qiiite  readily  that  the  inclusion  of  this  article 
can  be  defended.  Nevertheless  we  believe  that  a  writer  of  duller  sensi 
bilitv  would  have  omitted  it. 
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It  may  be  objected  that  j-eference  to  the  persouality  of  au  author 
is  out  of  place  in  a  scientific  review.  The  answer  is  that  this  personality 
pervades  these  writintj^s  so  abundantly  that  there  is  no  escape  from  it. 
The  spirit  of  the  author  starts  from  every  page.  AVe  find,  for  example, 
that  several  of  the  more  important  of  Semon's  researches  were  actually 
begun  under  the  stimulus  of  controversy.  But  very  early  in  the  history 
of  the  investigation  the  opponent  in  the  flesh  seems  to  vanish  away,  and 
we  behold  Semon  tackling  Nature  herself,  and  from  her  wresting  the 
victory. 

To  look  upon  this  book,  then,  as  if  it  were  a  collection  of  mei-e  scientific 
investigations  and  addresses,  a  plain-song  in  Baconian  tones  so  to  speak, 
would  be  to  ignore  its  most  prominent  and  fascinating  qualities.  More- 
over, the  value  of  these  articles  in  scientific  cvu-rency  has  long  since  been 
fixed,  and  nothing  that  we  could  say,  whether  of  praise  or  of  blame, 
would  either  enhance  or  depreciate  tbeir  position  by  one  stiver. 

We  conclude  by  expressing  the  hope  that  Sir  Felix  Semon  will  confer 
upon  the  English-speaking  world  the  same  privilege  he  has  extended  to 
the  German,  and  publish  at  an  early  date  a  replica  of  these  handsome 
volumes  in  the  language  of  the  land  of  his  adoption. 

Ban  McKenzie. 


CORRESPONDENCE. 


OSTEOMYELITIS   OF   THE   FRONTAL   BONE. 

To   the   Editor   of  the   Jodrnal    of   Laryngology,    Ehinology,    and 

Otology. 

Dear  Sir, — I  have  read  with  gi*eat  interest  Dr.  Dan  McKenzie's 
articles  on  "  Osteomyelitis  of  the  Frontal  Bone,"  and  feel  greatly 
indebted  to  him  for  his  lucid  and  full  analysis  of  a  subject  of  great 
interest  to  all  rhinologists.  I  have  drawn  his  attention,  in  a  private 
communication,  to  a  slight  omission  in  his  summary  of  published  cases, 
and,  as  he  considers  the  case  I  referred  to  of  importance  in  its  bearing  on 
the  subject,  I  send  you  herewith  a  short  abstract  of  the  notes.  This  case 
was  reported  to  the  Laryngological  Section  of  the  Royal  Society  of 
Medicine  at  a  meeting  on  December  1,  191 1,^  together  with  three  other 
cases  of  accessory  sinvis  suppuration,  probably  set  up  by  entry  of  water 
into  the  nose  during  bathing.  It  is,  therefore,  indexed  in  the  journals 
under  the  heading  "  Accessory  Sinuses,"  and  it  is  no  doubt  owing  to  this 
that  it  has  escaped  Dr.  McKenzie's  otherwise  exliaustive  purview  of  the 
literature  of  the  subject. 

Dr.  McKenzie  states  (Journal  of  Laryngology,  Rhinology',  and 
Otology,  p.  79,  vol.  xxviii)  :  "  no  case  of  fulminating  nasal  sinus  osteo- 
myelitis has  so  far  been  recorded."  The  following  case.  I  think,  may 
fairly  claim  to  be  of  the  fulminating  variety  : 

A  boy,  aged  fifteen,  was  seen  by  me  on  May  24,  1911,  in  consultation 
with  my  ophthalmic  colleague  at  the  Sheffield  Royal  Hospital,  Dr.  Stanley 
Riseley,  to  wlioni  the  case  had  been  referred  as  one  of  "  orbital  abscess." 
His  right  eye  was  completely  closed  by  swelling  of  the  lids,  which  extended 
over  the  forehead  up  to  the  vertex,  and  across  the  root  of  the  nose  to  the 
opposite  eyelid. 
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Toinperaturo  104"^  F.,  pulse  120.  He  was  delirious;  no  colicrent 
answers  eould  he  i»ot  from  him,  except  that,  he  had  a  bad  headache 
and  pain  in  the  ehest.  The  ri>,dit  middle  turhinal  was  swollen,  and  there 
was  pus  in  the  right  nostril.  Kespirations  40.  The  parents  informed 
me  that  the  pain  began  in  the  forehead  on  May  18.  They  knew  no  cause 
for  the  illness.  There  had  been  no  injury  and  no  previous  complaint  of 
uasal  trouble.  His  health  uj)  to  the  onset  of  the  present  trouble  had  been 
good.  There  was  no  pre-existing  septic  focus.  I  elicited,  on  inquiry, 
that  he  had  been  to  the  swimming-baths  on  the  evening  of  May  17.  A 
rapid  operati<ni  was  done.  An  incision  was  made  across  the  forehead  fin- 
the  whole  width  of  both  frontal  sinuses,  and  veitically  up  to  the  hair  line. 
The  scalp  was  found  to  be  separated  from  the  underlying  bone  by  purplish- 
brown  exudate,  such  as  is  usually  found  in  septic  ostitis  when  an  incision 
is  made  before  pus  has  formed.  The  anterior  walls  of  both  frontal 
sinuses  were  freely  removed.  They  were  full  of  pus.  Free  drainage  was 
provided.  No  relief  resulted  from  the  operation,  the  patient  rapidlv 
becoming  deeply  comatose  and  dying  next  day.  No  post-mortem  was 
allowed.  It  is  probable  that  pyaemic  dissemination  in  the  lungs  was 
present  and  had  occurred  before  he  was  seen  by  me. 

I  should  like  to  I'efer  also  to  Case  No.  3  in  the  same  list  ("  Pro- 
ceedings of  the  Eoyal  Society  of  Medicine,"  Laryngological  Section,  1912, 
p.  51)  as  amplifying  Dr.  McKenzie's  list. 

A  man,  aged  seventeen,  the  subject  of  chronic  ethmoiditis  with  polpyi, 
developed  acute  ethmoiditis  and  frontal  sinusitis,  and  eventually  acute 
frontal  osteomyelitis,  probably  as  the  result  of  fresh  septic  mfectiou 
resulting  from  the  eutr\^  of  water  into  the  nose  during  bathing.  In  this 
case  also  the  medical  attendant  diagnosed  and  treated  the  case  as  one  of 
acute  "  orbital  abscess." 

It  is,  I  think,  open  to  doubt  whether  the  "  fulminating  "  variety  of 
frontal  osteomyelitis  is  actually  so  rare  as  the  literature  of  the  subject 
would  lead  one  to  conclude.  Possibly  these  cases  occur  and  are  classed 
as  acute  "  orbital  abscesses,"  and  are  so  rapidly  fatal  that  their  actual 
origin  from  the  frontal  sinuses  escapes  recognition. 

Yours  faithfully, 

Gr.  Wilkinson. 
Sheffield  ; 

March  lGf/(,  1913. 


THE    NATIONAL   BUREAU   FOR   PROMOTING  THE  GENERAL 
WELFARE   OF   THE    DEAF. 

Lectures  on  the  Causes  and  Prevention  of  Deafness. 

Under  the  title  of  "Sporadic  Congenital  Deafness  and  Syphilitic 
Deafness,"  the  third  lecture  of  the  series  on  the  causes  and  prevention  of 
deafness,  being  given  under  the  auspices  of  the  National  Bureau  for 
Promoting  the  General  Welfare  of  the  Deaf,  was  delivered  by  Dr.  J.  Kerr 
Love,  at  the  Roval  Sanitarv  Institute,  on  Thursdav,  December  5,  1912. 
Dr.  C.  W.  Saleeby,  F.R.S.Edin.,  in  the  chair. 

Dr.  Kerr  Love  showed  that  the  deafness  which  affects  children  was 
always,  with  the  possible  exception  of  true  hereditary  deafness,  far 
commoner  amongst  the  very  poor  than  amongst  the  well-to-do.  Taking 
the  recent  censuses  of  Glasgow  as  a  basis  he  found  that  the  average 
luunber  of  inmates   in   one  apartment  is  about  319,  whilst  the  average 
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uuiuber  of  persons  in  Glaso-uw  houses  represented  by  tlie  Grlasgow 
children  at  the  Langside  Institution  for  the  Deaf  and  Dumb  is  3' 145, 
Poverty,  neglect  and  overcrowding,  therefore,  Avere  the  first  conditions  to 
be  dealt  with  if  deafness  was  to  be  prevented.  Tlie  lecturer  proceeded  to 
show  that  associated  with  poverty  and  overcrowding  other  causes  operated, 
and  that  the  chief  of  these  is  untreated  syphilis.  By  a  series  of  twenty 
family  trees  exhiliited  on  the  lantern  screen  he  showed  that  of  167 
children  30  were  still-liorn  ;  including  these  there  wei'e  74  deaths,  and  in 
addition  there  were  30  deaf  or  deaf  and  blind  cliiLIren.  Of  the  remaining 
so-called  healthy  children  there  were  63,  and  many  of  these  showed  when 
tested  by  the  Wassermann  test  that  they  were  syphilitic  and  would  in  all 
likeliliood  liecome  diseased.  The  most  common  cause  of  death  was  shown 
to  be  meningitis.  Scarcely  any  of  these  children  were  under  treatment, 
nor  were  their  parents,  and  they  as  a  rule  did  not  know  why  their  children 
died  or  became  blind  or  deaf. 

A  new  point,  brought  out  for  the  first  time  by  the  lectvirer,  was  the 
proof  that  syphilis  caused  congenital  deafness.  This  occurred  in  four 
at  least  of  the  families  examined,  and  it  was  probably  a  rather  common 
cause  of  congenital  deafness.  Dr.  Kerr  Love  strongly  urged  the  need 
for  the  notification  of  congenital  syphilis,  which  could  easily  be  effected 
under  the  National  Insurance  Act  without  any  fresh  legislation.  Thus 
both  parent  and  child  would  be  put  under  treatment,  and  the  infantile 
death-rate  and  deafness-rate  be  much  reduced.  Except  as  predisposing 
to  deafness  and  in  its  association  Avith  poverty  and  overcrowding,  the 
lecturer  could  not  say  that  alcoholism  produced  congenital  deafness. 

We  have  been  asked  to  intimate  that  a  medical  committee  has 
been  formed  in  connection  with  the  Bureau.  The  committee,  Avhich  has 
powers  to  add  to  its  numbers,  consists  at  pi'esent  of  Mr.  Macleod 
Yearsley  (chairman).  Dr.  J.  Kerr  Love,  Dr.  Fremantle,  Mr.  W.  M. 
Mollison,  and  Dr.  Dan  McKenzie. 


NOT^    SUBSCRIPTS 

Seventeenth    International   Congress    of    Medicine,   London,   1913. 

We  understand  that  a  dinner  of  the  combined  Sections  of  Larynp^ology  and 
Otology  will  be  held  at  the  Hotel  Cecil  on  Tuesday,  August  12,  at  7.30,  and  that 
tickets  can  be  obtained  from  the  Treasurer,  Mr.  Mark  Ho  veil,  105,  Harley  Sti-eet, 
London,  W.,  at  a  price  of  £2  2s.  It  has  been  decided  that  free  invitations  will  be 
sent  to  all  foreign  members  who  register  their  names  in  the  Congress. 

Gentlemen  wishing  to  give  private  entertainments  of  any  kind  during  the 
Congress  are  asked  to  notify  the  Secretary  of  the  Entertainments  Committee,  Mr. 
Cecil  Graham,  17,  Upper  Wimpole  Street,  W.,  in  order  that  there  shall  be  as  little 
clashing  as  possible. 

An  excursion  to  Oxford  on  Sunday,  August  10,  will  also  be  arranged.  Visitors 
will  be  asked  to  pay  their  own  expenses,  amounting  to  about  10s.  (id.  per  person. 
It  is  possible  that  the  numbei's  may  have  to  be  limited. 

Visitors  who  re(iuire  hotel  accommodation  are  advised  to  communicate  with 
Mr.  Cecil  Graham,  who  will  supply  aU  details. 


BOOKS  RECEIVED. 

Die  Laryngealen  Erscheinungen  bei  Multipler  Sklerose  des  Gehirns  und 
Ruckenmarks.  15y  Pr'traldnzrnt  Dr.  L.  U'thi.  Wicn  ami  Lei]>/.ig: 
\'crl;ig  voii  .lusc|)li  Satar.  Ii»(l7. 

Klinik  der  Serosen  unci  eitrigen  Labyrinth-Entziindungen.  By  Dr.  Erich 
Hiilllii.      Wicu  uiid  Leipzig:   Verlag  von  Joseph  Safar,  li'Ti. 
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THE  JARISCH-HERXHEIMER  REACTION  IN  THE   ORGAN   OF 
HEARING    AFTER   TREATMENT    BY   SALYARSAN. 

By  Karl  Theimek,  M.D., 

Assistant  in  Dozent,  Dr.  H.  Frey's  Department  for  Diseases  of  the  Ear  in  the 
Kaiser  Franz  Joseph  Ambulatorium  in  Vienna. 

Pkof.  Jaeisch,  of  Grraz,  in  his  article  entitled  "  Therapeutisclie 
Versuclie  bei  Syphilis"  {Wiener.  med.Wochenschr.,  1895,  Nos.  17-23), 
was  the  first  to  make  mention  "  of  a  sort  of  reaction,  Avhich  manifests 
itself  in  an  increase  in  the  local  appearances  of  the  disease  during 
the  first  days  of  the  administration  of  mercury  in  patients  affected 
with  the  syphilitic  roseola.  The  individual  spot.s,  after  from  two  to 
five  inunctions,  or  injections,  etc.,  become  much  more  distinct  than 
before,  and  on  this  account  appear  as  if  they  had  become  much  more 
numerous.  This  aggravation  of  the  phenomena  is  followed  by  an 
involution  which  corresponds  in  rapidity  with  tlie  intensity  of  the 
reaction."  In  explanation  of  this  fact  Jarisch  expressed  the  opinion 
that  the  effect  of  mercury  consisted  not  only  in  what  we  may 
suppose  to  be  a  direct  antiparasitic  action,  "but  that,  like  tuber- 
cuUn  and  the  bacterial  proteins,  it  also  induces  an  (indirect  "') 
chemotatic  effect,  as  a  result  of  which  inflammation  is  set  up,  and 
that,  apart  from  its  direct  action  upon  the  virus  of  syphilis,  it  at 
the  same  time  exercises  a  healing  influence  upon  the  products  of 
•syphilis.'* 
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To  tliis  observation,  interesting  though  it  was,  no  attention  was 
paid — at  least  no  further  mention  was  made  of  it. 

Seven    years    later    Hekxheimer    and    Kratse,  in    their    work 
"  Ueber  eine   bei    Syphilitischen   vorkommende    Quecksilberi-eak- 
tion"     [Deutsche,    rued.     Wochenschr.,    1902,   Xo.   50),    reported    a 
remarkable  change  in  the  skin-rash  after  injection  of  the  insoluble 
salts  of  mercui-y.      This  change   the}'  termed  a   "  reaction "   and 
described  as  follows  :   "  It  only  appears  when  a  sufficient  quantity 
of  mercury  is  absorbe.d  suddenly  and  for  the  first  time.      For  this 
reason  it  need  not  be  looked  for  when  the  drug  is  administered 
internally,  but  only  when  inunction  is  practised — and  then  onl}^  at 
the  site  of  inunction — and  when  the  insoluble  salts  are  injected — 
about   0"1   grm.   of  the   particular   salt  "    (the   authors   used   only 
hydrarg.  salicyl.  and  calomel  for  injection).     "In  from  fifteen  to 
tAventy-four   hours    after    the    injection    the    appearance    of    the 
exanthem  as  a  rule  changes  more  or  less.     In  the  first  place  the 
number  of  efflorescences  becomes  greater.     Roseolous  spots,  which 
could-^M)t  formerly  be  noticed,  come  to  light.     In  like  mannei*  also, ; 
almost  in  everv  case  in  which  they  could  be  clearlv  perceived,  an  I 
undoubted  increase  in  the  number  of  spots  was  observed.     At  the! 
same  time  the  efflorescences  always  shoAved  a  marked  prominence  1 
in  the  skin,  so  that  they  looked  more  like  urticarial  than  ei-j'the- 
matous  papules,  i.e.  they  present  a  succulent  (oedematous)  a])pear- 
ance."     "  The  rash  may  become  confluent.     Its  colour,  which  only 
yesterday  was  a  dusky  red,  is  to-day  bright  red."     The  papule  is: 
transformed   into   a   bright   red   area,   or   becomes    urticarial,   and 
jDustules  acquire  an  areola  of  a  lively  red.     "Within  thirty-six  to' 
forty-eight  hours  the  fresh  arterial  tint  fades  to  the  old  dull  colour. 
The  efflorescences  disappear  as  a  rule  without  desquamation  and! 
without  pigmentation,    sometimes  these   phenomena   are    present.j 
however;    or    they    resume    their    former    appearance." 
"  Naturally   the    mixed    exanthemata    also   reacted,   and   likewise! 
those  with  recurrent,  macular  and  papular  or  pustular  syphilides.' 
.     .     .     "  The  reaction  appeared  only  after  the  first  administratior 
of  a  large  dose  of  mercury ;    never  with  any   later   dose,  as,  foi 
example,  when  an  injection  of  liydrarg.  salicyl.   was  followed  b) 
another  of  calomel." 

The  reaction  showed  itself  only  in  the  general  exanthem  of  earb 
syphilis.  It  was  accompanied  by  a  rise  of  temperature  to  100'4°F. 
by  swelling  of  the  lymphatic  glands  in  one  case  which  subsided  iii 
twenty-four  houi-s;  l)y  intense  lieadache  in  another  case;  in  . 
tliird  case  Ijy  jniins  in  the  neck  which  also  disappeared  in  twenty', 
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four  hour.s.  Further,  the  authons  observed  that  ''the  rapidity  ol 
the  cure  of  the  rasli  was  directly  proportionate  to  the  intensity  of 
tlie  reaction." 

The  authors  then  proceed  to  show  that  it  is  not  a  "  mercurial 
toxidennia"  we  are  dealing  with,— not  an  intoxication  hut  a  reaction. 
"It  is  bronght  about  ])y  a  hypersensitiveness  to  mercury  of  the  cells 
which  are  affected  with  syphilis;  that  is  that  the  merciiry  in  com- 
bining with  these  cells  affects  them  more  injuriously  "  than  it  does 
the  normal  cells.  They  compare  the  reaction  with  that  of  tuber- 
culin, of  mallein  and  of  trichophytin,  and  with  the  reaction  induced 
by  non-specific  substances  such  as  peptones,  organic  extracts,  etc  , 
aiul  witli  that  produced  by  arsenic  in  lichen  ruber  and  psoriasis. 
In  conclusion,  the  authoi-s  publish  the  findings  in  the  histoloo-ical 
examination  of  a  macule  at  the  height  of  the  reaction. 

Corroboration  of  this  observation  came  from  all  quarters,  and 
since  then  the  reaction  has  borne  the  name  of  the  "Jarisch-Herx- 
leimer  reaction." 

With  the  advent  of  the  new  therapeutic  epoch  in  the  treatment 
of  syphilis  which  followed  upon  Ehrlich's  discovery  of  salvarsan, 
the  reaction  just  described  took  on  a  new  and  deeper  significance. 
It  became  apparent,  namely,  that  after  the  administration  of  sal- 
varsan a  typical  reaction  affecting  the  syphilitic  skin-rash  frequently 
appeared,  the  characters  of  which  coincided  with  those  described 
by  Jarisch  and  Herxheimer. 

In  his  rajyport,  "Die  Behandlung  der  Syphilis  mit  Ehrlich's 
ArsenobenzoP'  {Wien.  Uin  Wochenschr.,  1910,  Nr.  47),  Fixgek  re- 
marks: "A  sti-iking  local  appeai-ance  Avliicli  occurred  in  varyino- 
intensity  in  many  cases  remains  to  be  mentioned — an  inflammatory 
reaction  affecting  the  infiltrations,  comparable  to  the  Jarisch-Herx- 
heimer  reaction  of  the  syphilitic  exanthem,  and  to  the  tuberculin 
reaction.  Sclerosis  becomes  more  succulent,  and  the  surroundino- 
parts  become  oedematons  and  inflamed,  and  these  changes,  which 
set  in  from  a  few  hours  to  one  day  after  the  injection,  pass  away  in 
quite  a  brief  space  of  time." 

Prof.  Finger,  in  the  course  of  his  report,  makes  one  more  allusion 
to  the  Jarisch-Herxheimer  reaction  :  "Like  the  primary  sore,  but 
oftener — indeed  almost  constantly — the  secondary  forms  show  the 
so-called  Herxheimer  reaction,"  and  he  then  gives  a  detailed  des- 
cription of  the  appearances  together  with  his  own  views  upon  the 
supposed  causes  of  the  reaction. 

The  reaction  is  of  particular  interest  at  the  present  moment, 
when,  with  increasing  exjierience  in  the  salvarsan  treatment,  the 
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disturbances  it  evokes  are  being  reported  from  various  quarters, 
disturbances  which  immediately  follow  the  injection  and  affect  also 
distant  regions.  In  this  connection  we  have  to  draw  attention  to 
the  fact  that  in  syphilitic  patients  treated  with  salvarsan  there  may 
appear  disturbances  of  the  function  of  organs  or  parts  of  organs  in 
which,  up  to  that  time,  no  morbid  changes  had  been  evident. 

In  particular  we  encounter  a  series  of  so-called  "  salvarsan 
injuries"  affecting  portions  of  the  nervous  system,  so  that  people 
have  begun  to  talk  about  a  "  neui-otropic  "  action  of  salvarsan. 

In  otology,  Oskar  Beck  was  the  iirst  to  investigate  the  pheno- 
mena shown  in  the  organ  of  hearing  after  injections  of  the  Ehrlich- 
Hata  prepai-ations,  phenomena  which  have  attracted  the  attention 
both  of  otologists  and  of  physicians  in  general  who  were  interested 
in  the  question  of  salvarsan.  At  the  meeting  of  the  Austrian 
Otological  Society  on  October  31,  1910  {Monatsschr.  f.  Olirenheilk., 
No.  11,  S.  1281,  No.  x).  Beck  made  a  brief  preliminary^  reference 
to  four  cases  in  Avhich  immediately  or  shortly  after  the  injection  of 
salvai'san  a  symptom-complex  set  in  which  corresponded  to  a 
unilateral  complete  paralysis  of  vestibular  function,  which  after  a 
certain  time,  not  too  prolonged,  ended  in  an  almost  complete 
restitutio  ad  integrum.  In  the  report  the  case-histories  are  detailed 
in  full,  and  at  the  same  time  Ehrlich's  opinion,  which  had  been 
obtained,  is  published,  to  the  eifect  that  this  unilateral  parah'sis  of 
vestibular  function  is  obviously  analogous  to  the  Jarisch-Herx- 
lieimer  reaction. 

Shortly  after  that,  Prof.  Urbantschitsch,  in  the  general  dis- 
cussion on  Finger's  communication  on  salvarsan  [Wien.  klin. 
Wochenschr.,  1910,  No.  48,  p.  1733),  reported  five  cases  of  isolated  ; 
paralysis  of  the  vestibular  nerve  after  injection  of  salvarsan,  in 
which  he  also  referred  to  the  cases  observed  at  his  clinic  and 
already  reported  by  Beck.  In  two  of  the  cases  a  Jarisch-Herx- 
heimer  (skin)  reaction  had  simultaneously  appeared.  Reactive 
])henomena  affecting  the  vestibular  nerve  showed  themselves  in 
three  hours,  five  hours,  three  days  and  five  weeks  respectively 
after  the  injection.  In  three  of  the  cases  the  phenomena  com- 
pletely disappeared  within  from  ten  to  fourteen  days ;  in  one  case 
in  the  seventh  week.  In  one  case  the  attack  was  still  in  existence 
at  the  time  of  the  discus.sion,  ten  weeks  after  the  injection.  "This 
reminded  one,"  said  Urbantschitsch  in  explanation  of  the  pheno- 
menon, "of  a  transitor}^  neuritis  like  the  degeneration  which 
Rcitliig  found  in  the  vestibular  nerve  in  mice  wliich  Ehrlich  had 
converted  into  dancing-mice    by    arsacetin."       (Kothig    had   exa- 
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miiR'd  ordinary  mice  whirli  luul  been  treattMJ  with  ar.sacetiii — an 
arsenical  compound  similar  to,  but  not  identical  with  salvarsan 
— and  liad  found  in  them,  after  large  doses,  sig-ns  of  lesions  in 
the  labyrinth,  so  that  they  behaved  like  the  well-known  Japanese 
dancing-mice,  in  whom  a  congenital  hypoplasia  of  the  labyrinth 
exists.)  ''It  is  true,"  Urbantschitsch  goes  on  to  say,  "as  Prof. 
Ehrlich  informed  me,  that  the  experiments  with  '606'  on  animals 
revealed  no  such  changes  as  those  which  had  appeared  aftt-r 
treating  white  mice  with  arsacetin.  On  tlie  other  hand,  the 
vestibular  disease  induced  by  '606'  rendered  it  evident  that 
Inactive  phenomena,  due  to  the  action  of  '606,'  had  been  evoked 
analogous  to  the  Herxheimer  reaction  in  the  skin  and  produced  by 
swelling  in  the  region  of  the  vestibular  nerve,  whereby  the 
function  of  that  nerve  was  affected."  Beck  further  enlarged  upon 
this  in  his  work  on  the  cases  observed  in  the  clinic  of  Urbant- 
schitsch, "  Ueber  transitorische  Fasererkrankung  des  Xervus 
vestibularis  bei  mit  Ehrlich-Hata  606  behandelten  Kranken'^  [Med. 
KU)iik,  1910,  Xr.  50).  He  minutel}' describes  four  cases  of  disease 
confined  to  the  fibres  of  the  vestibular  branch  after  injection  of 
"  606."  All  the  canons  of  evidence  are  satisfied  by  cases  3 
and  4.  In  the  third  case,  in  which  the  vestibular  apparatus  had 
been  found  to  be  normal  before  the  injection,  the  circumscribed 
left-sided  vestibular  paralysis,  which  appeared  on  the  third  day 
after  the  injection,  was  found  to  be  combined  with  changes  in  the 
syphilitic  cutaneous  phenomena  corresponding  to  the  Herxheimer 
reaction.  The  vestibular  reaction  was  found  to  be  noimial  fourteen 
days  later.  The  fourth  case  is  still  plainer.  Five  hours  after  the 
injection  a  distinct  Jarisch-Herxheimer  in  the  skin  appeared, 
accompanied  at  the  same  time  with  violent  vertigo,  nausea, 
nystagmus,  etc.,  and  with  unilateral  paralysis  limited  to  the 
vestibular  nerve.  Fourteen  days  later  there  was  a  return  to  the 
normal.  The  first  case  does  not,  strictly  speaking,  furnish  clear 
proof,  since  there  was  no  otological  examination  until  five  weeks 
after  the  injection,  and  the  patient  had  had  some  deafness  and  had 
suffered  also  from  tinnitus  prior  to  the  treatment  with  "  606." 

Beck  regards  this  limited  paralysis  as  a  Her.vheimer  reaction  in. 
(he  region  of  the  eighth  nerve.  At  first  he  had  looked  upon  it  as  a 
transitory  neuritis,  reminding  one  of  Eothig's  mice  and  of  the 
cases  of  Leidler  and  Kuttin.  In  the  meantime,  however,  Ehrlich, 
who  had  been  made  aware  of  the  facts,  expressed  the  view  that  it 
was  possibly  a  reaction  akin  to  the  Herxheimer  reaction,  "  which 
expressed  itself  in  a  local  swelling,  and  in  this  way  produced   an 
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injury  of  the  nerve,"  and  to  this  opinion  Ehrlich  ("  Ehrlich-Hata, 
Experimentelle  Chemotherapie  der  Spirillosen  ^•'j  adheres.  The 
foui'th  case  detailed  above  unquestionably  proves  the  truth  of  this 
view. 

I  have  referred  to  the  literature  in  so  far  as  it  is  accessible  to 
me,  in  order  to  cite  the  cases  in  which  a  symptom-complex  appeared 
after  injection  of  salvarsan,  v/hich  resembled  that  found  in  the 
Urbautschitsch-Beck  cases,  and  which  in  like  manner  disappeared. 
I  have  not  limited  myself,  however,  to  those  cases  in  which  the 
vestibular  nerve  alone  was  affected,  but  have  also  collected  those 
in  which  the  cochlear  nerve  alone  and  those  in  which  both  the 
cochlear  and  the  vestibular  nerves  were  attacked. 

I  have  been  successful  in  collecting  the  following  cases  which 
ai'e  arranged  in  order  of  time. 

Finger  ("Die  Behandlung  der  Syj^hilis  mit  Ehrlich's  Arsenobenzol,"  Wien. 
Klin.  Wochenschr.,  1910,  Nr.  47,  S.  1472).  Patient,  aged  twenty-two,  treated  on 
August  24  with  O'o  (?  grm.)  neutral.  On  August  25  he  showed,  as  was  ascer- 
tained at  the  ear  clinic,  nystagmus  and  vertigo,  with  the  typical  direction  in  falling. 
The  hearing  was  intact.  Diagnosis  by  the  ear  clinic  :  Isolated  paralysis  of  the 
vestibular  function,  disappea/ring  in  a  few  days. 

Biehl.  (Wien.  klin.  Wochenschr.,  1910,  Nr.  .50,  "  ProtokoU  der  k.  k.  Gesellsch.  der 
Aerzte  "Wiens,"  S.  1825),  in  the  discussion  on  Finger's  communication,  referred  to 
a  remarkable  case.  Ulcei-ating  gumma  of  the  pharyngeal  wall:  Both  acoustic 
nerves  normal  on  admission.  On  November  4  salvarsan  intramuscularly.  Next 
day  rise  of  temperature  to  998°  F.  On  November  8,  vertigo ;  malaise  ;  disturbances 
of  equilibrium ;  horizontal  nj'stagmus  to  the  left.  Hearing  was  no  worse. 
On  November  10  all  the  jihenomena  had  passed  away.  As  the  skin  did  not 
manifest  the  Jai-isch-Herxheimer  reaction,  Biehl  did  not  reckon  this  case  as  a-n 
instance  of  the  Herxheimer  I'eaction.  All  the  same,  the  case  should  be  considered 
as  a  Herxheimer. 

Beck,  Oskar  (Monatsschr.  f.  Ohrenheillc.,  xlv,  Jahrgang  1911,  2  Heft,  "  Sitz- 
ungsbericht  der  Osterreich.  Otolog.  Gesellsch.  do.  30/1.  1911,  S,  233.  Nr.  xiv). 
Isolated  transitory  paralysis  of  the  vestibular  nei  ve  (two  cases)  after  intra-muscular 
and  intra-venoiis  injection  of  salvarsan.  The  first  case  does  not  correspond  with 
the  Jai'isch-Herxheimer  reaction,  since  the  plienomena  did  not  api:)ear  until  four- 
teen days  after  the  injection.  The  second  case,  on  the  other  hand,  is  a  model  of  the 
Jarisch-Herxheimer  i-eaction  in  the  region  of  the  vestibular  nerve ;  six  hours  after 
the  intra-venous  injection  comi^laints  of  unbearable  vertigo  and  nausea.  Examina- 
tion of  the  ear  revealed  an  isolated  paralysis  of  the  vestibular  nerve.  Next  day 
the  child  was  well  and  free  from  vertigo  ;  no  further  spontaneous  nystagmus,  and 
the  vestibular  nerve  reacted  normally  again. 

Sellei  ("  Ueber  einige  Nebenwirkungen  des  Salvarsans,"  Munch,  med.  Wochen- 
schr., 1911,Nr.  7,  S.  351).  It  is  the  second  case  which  interests  us.  The  day  after  the 
second  injection  Herxheimer's  reaction  in  the  skin  and  tinnitus  in  the  right  ear. 
Pot.  iodid.  given ;  tinnitus  disappeai-ed  ;  some  hardness  of  hearing  in  the  left  ear. 
The  chronic  otitis  media,  which  was  now  recognised,  was  obviously  exacerbated. 
Sellei  looked  uiion  the  phenomena  as  Herxheimer,  but  his  examinntion  is  not  exact. 
Still,  the  picture  was  blurred  by  the  administration  of  Pot.  iodid.,  and  is  not  to  be 
too  closely  criticised. 
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Gt'i-onuo  aiul  Guttiiianu  ("Ziir  Frai^o  cler  Neuroti-opio  dea  Salvarsan,"  lie,-, 
klin.  Worhenschr.,  1911,  Nr.  1,  S.-itJl).  Tlie  authors  briefly  remark  that  one  case 
(a  woman  of  thirty  years)  had  a  definite  Herxheimer  reaction  after  injection  (ver- 
tigo, tinnitus) ;  fiu-ther,  that  six  to  seven  weeks  after  injection  a  unilateral 
affection  of  the  cochlear  nerve  appeared,  and  the  symptoms  subsided  after  tho 
second  injection.     No  further  details  are  given. 

Besides  these  we  have  to  consider  a  case  reported  by  Peritz  (Zentnilblall  /. 
Oln-etthfiU:,  Bd.  ix,  S.  2-17,  Bcricht  der  Berlin,  otolog.  Geselhch.).  In  a  case  of 
cerebral  syphilis,  iinilateral  tinnitus  and  hardness  of  hearing  appeared.  After  two 
subsequent  injections  of  salvarsan  the  ijhenomena  passed  away. 

Kille's  case  {Berl.  Jclin.  Wockenschr.,  1910,  Nr.  50,  "Ueber  eventuelle  Nebeh- 
wirkungeu  an  den  Hirnnerven  bei  Behaudlung  mit  Ehrlich's  Priiparat,  606  ")  is 
not  quite  certain  in  spite  of  the  ajipearance  of  a  Herxheimer  ciitaneotis  reaction, 
since  not  only  the  coclilear  and  vestiljular  nerves,  but  also  later  on  the  facial  and 
optic  were  attacked. 

Tliis  rrsiomr,  short  though  it  in,  is  sufficient  to  show  that  the 
cases  are  characterised  by  the  rapid  appearance  of  si/uiptom>i  refer- 
able to  the  internal  ear  a  very  short  time  after  tJie  salvarsan  injection, 
and  by  their  equally  rapid  disappearance. 

As  is  well  knowu^  since  the  introduction  of  the  salvarsan  treat- 
ment a  not  inconsiderable  number  of  cases  has  been  described  in 
which  injury  to  the  internal  ear  had  to  be  recorded.  Such  cases 
are  very  different  from  those  we  are  dealing  with,  not  only  as 
regards  their  onset  and  progi'ess,  but  also  as  regards  their 
p.ithology. 

From  the  records  now  at  our  disposal  we  are  able  to  group  cases 
described  as  salvarsan-injury  of  the  internal  ear  in  the  following 
manner  : 

(1)  Affections  of  the  internal  ear,  of  the  vestibular  or  of  the 
cochlear  apparatus  alone,  or  of  both  together,  in  patients  who  are 
already  the  subjects  of  an  aural  lesion.  In  some  of  these  cases  the 
phenomena  disappear  in  the  course  of  time,  some  after  repeated 
salvarsan  ti-eatment,  some  after  mercurial  ti-eatment.  In  others  the 
lesions  prove  to  be  permanent. 

(2)  Affections  of  one  or  both  sections  of  the  internal  ear  in 
persons  whose  ears  have  been  previously  proved  to  be  normal.  The 
phenomena  appear  a  long  time — weeks  or  months — after  injection. 
Here,  also,  the  symptoms  may  disappear  after  a  time,  or  they  may 
persist. 

(3)  Affections  of  one  or  both  sections  of  the  internal  ear  in 
persons  whose  ears  have  been  previously  proved  to  be  normal, 
appearing  immediately  or  shortly  after  the  injection.  They  persist 
for  a  long  time,  and  may  prove  to  be  permanent. 

(4)  An  affection  of  the  internal  ear,  attacking  by  preference  the 
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vestibular  apparatus  solely,  which  appears  immediately,  or  soon  after 
the  injection,  and  disappears  as  rapidly — at  most  within  a  few  days — 
and  so  completely  that  the  plcenomena  become  absolutely  normal  again. 

Plainly  it  is  the  last  group  only  which  corresponds  to  the 
Jarisch-Herxheimer  reaction,  and  as  our  task  at  present  does  not 
consist  in  discussing  all  the  ear  symptoms  which,  rightly  or 
wrongly,  have  been  ascribed  to  salvarsan,^  we  shall  confine  our 
attention  solely  to  Group  4. 

We  have  already  seen  that  in  many  persons  affected  with 
syphilis  the  administration  of  mercury  or  salvarsan  induces  a  re- 
action which  expresses  itself  in  swellings,  etc,  of  the  skin-rashes, 
and  which  is  characterised  by  a  rapid  subsidence.  We  have,  there- 
fore, come  to  the  conclusion  that  those  affections  of  the  internal 
ear — usuallj-  limited  to  the  vestibular  nerve — alluded  to  in  Group  4^ 
which  appear  immediately  after  the  administration  of  the  salvarsan 
and  as  rapidly  disappear,  should  be  regarded  as  the  same  sort  of 
reaction.  Inasmuch,  however,  as  that  reaction  has  been  shown  to 
appear  only  in  places  Avhere  there  are  already  syphilitic  changes  in 
existence,  we  are  led  to  the  further  conclusion  that  in  cases  belonging 
to  Group  4  syphilitic  changes  in  the  eighth  cranial  nerve  must 
have  previousl}'  been  in  existence.  Otherwise  there  would  be  no 
local  cause  for  the  incidence  of  the  Jarisch-Herxheimer  pheno- 
menon, and  Ave  should  be  compelled  to  look  upon  these  cases  as  due 
purely  to  the  toxic  action  of  the  salvarsan — an  assumption  for  which 
we  have  no  support. 

It  is  certain,  on  the  other  hand,  that  s^'philitic  changes,  possibly 
of  the  nature  of  a  peri-neuritis,  can  exist  in  these  nerves,  of  too 
slight  a  nature  to  cause  subjective  troubles  or  to  be  demon- 
strable by  the  methods  of  examination  at  our  disposal.  If  now  at 
the  site  of  these  lesions  a  reaction  is  set  up  in  consequence  of  the 
treatment  by  salvarsan,  exceeding  the  original  lesion  in  extent  by 
reason  of  an  increase  in  bulk  of  the  diseased  tissue,  then  the 
sudden  onset  of  the  symptom-complex  described  above  would 
readily  occur.  Moreover,  the  function  of  a  nerve  like  the  eighth, 
whose  fibres  traverse  a  narrow  bony  canal,  will  be  more  readily 
impaired  in  this  way  than  that  of  those  nerves  which  course  through 
soft  parts. 

This  explanation  is  quite  in  keeping  with  the  rapid  subsidence 
of  the  symptoms  and  the  return  to  the  normal. 

'  H.  Frey,  "  Ueber  das  Vorkommen  von  Erkrankungen  cles  imieren  Ohres  ia 
friihen  Stadien  der  Syphilis,"  Wien.  klin.  Wochenschr.,  1911,  No.  11,  Journ.  of 
Laryngol.,  Ehinol.,  and  Otol.,  April,  191."^  p.  21S. 
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Thus,  the  only  cases  of  injury  to  fJte  internal  ear  after  salvarsan 
which  can  be  described  as  manifesting  the  Herxheimer  reaction  are 
those  in  which  tlie  iilunomena  appear  shortly  after  the  injection  and 
rapidly  disappear.  The  disturbances  affect  the  vestibular  portion 
of  the  nerve  for  the  most  pai't,  and,  as  a  rule,  induce  the  clinical 
appearances  of  a  complete  paralysis  of  the  vestibular  apparatus. 
At  the  same  time  rapidly  appearing  and  disappearing  disturbance 
of  the  cochlear  apparatus  may  also  be  included  under  this  heading. 

It  is  worthy  of  note  that  isolated  paralysis  of  the  vestibular 
nerve  after  salvarsan  has  recently  been  observed  more  frecpiently, 
while  its  occurrence  in  consequence  of  some  other  cause  has  been 
observed  but  seldom  (Leidler,  Ruttin,  Neumann,  Bfirtiny). 

What  relationship  may  exist  between  the  cases  described  in 
Group  4  and  those  in  Group  3,  in  which  similar  phenomena  appear 
as  suddenly,  but  take  a  much  longer  time  to  disappear,  it  is  impos- 
sible for  us  to  say  in  the  present  state  of  our  knowledge.  Further 
observation  will,  no  doubt,  supply  us  with  the  explanation. 

If  the  number  of  cases  which  we  can  with  certainty  look  upon 
as  instances  of  the  Jarisch-Herxheimer  reaction  in  the  neighbour- 
hood of  the  eighth  nerve  is  not  yet  very  great  in  proportion  to  the 
cases  of  neuro-recurrence  of  that  nerve,  the  reason  is  no  doubt  to 
be  found  in  the  fact  that  sufficient  attention  has  not  yet  been  paid 
to  this  symptom-complex.  Perhaps  the  publication  of  this  paper 
may  aid  in  evoking  a  larger  number  of  reports,  so  that  our  know- 
ledge of  this  subject  may  be  still  further  expanded. 

Postscript. — Since  the  conclusion  of  the  foregoing  article  there  has  appeared  a 
publication  by  O.  Kren,  "  Schlussbericht  iiber  die  Erfahrungen  mit  Salvarsan" 
(Wien.  klin.  JFochenschr. ,191S),  in  which  another  case  of  Herxheimer  in  the  ear 
is  mentioned. 

D.  M.,  Trans. 
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REPORT  FOR  THE  YEAR  1912  FROM  THE  EAR  AND  THROAT 
DEPARTMENT  OF  THE  ROYAL  INFIRMARY,  EDINBURGH. 

Under  the  charge  of  A.  Logan  Tuexer/M.D.,  F.R.C.S.E.,  F.RS.E. 

PAET  III. 

THE  SIGNIFICANCE  OF  FEVER  IN  CASES  OF  MASTOID- 
ITIS COMPLICATING  ACUTE  AND  CHRONIC  SUPPU- 
RATIVE  OTITIS    MEDIA. 

By  Raymond  Verel,  M.B.,  Ch.B.,  F.R.C.S.E., 

Late  Clinical  Assistant,  Ear  and  Throat  Department,  Eclinbnrgli  Royal 

Infirmary. 

Whilst  working  in  the  Universitats  Ohrenklinik  at  Vienna  during 
191]  and  1912  the  writer  was  somewhat  surprised  to  hear  it  dog- 
matically stated  by  such  authorities  as  Neumann  and  Ruttin  that 
mastoiditis  of  itself  did  not  cause  the  temperature  to  rise  above  99° 
or  100°  F.  On  returning  to  Edinburgh  iu  April,  1912,  the  writer 
obtained  from  Dr.  Logan  Turner  permission  to  analyse  all  the  cases 
of  acute  mastoiditis  treated  in  the  Department  during  the  years 
1910  and  1911  in  order  to  test  the  accuracy  of  this  statement. 

The  following  statistics  have  been  compiled  from  the  case  records, 
which  are  made  by  Dr.  Logan  Turner  or  by  Dr.  J.  S.  Eraser,  who 
not  only  examine  the  cases  on  admission  but  write  up  the  notes  of 
the  findings  at  operation. 

During  the  years  1910  and  1911,  125  cases  were  operated  upon 
in  which  there  was  an  acute  mastoiditis  complicating  an  acute  or 
chronic  suppurative  otitis  media.  The  cases  of  chronic  otoi*rhoea 
which  underwent  the  complete  operation  because  conservative  treat- 
ment failed  to  cure  the  discharge  have  been  excluded,  because  iu 
them  there  was  never  any  question  of  acute  mastoiditis,  nor  was 
thex-e  any  elevation  of  temperature  before  operation. 

la  96  of  thel25  cases  (77  per  cent.)  the  temperature  never  reached 
100°F. :  17  of  the  cases  were  under  fiveyears  of  age — it  is  interesting 
that  in  none  ol  these  the  temperature  reached  100°  F. ;  85  of  the 
cases  were  between  five  and  fifteen  years  of  age,  the  remainder  (73) 
were  over  fifteen. 

In  the  remaining  29  a  temperature  of  100°  F.  or  more  was 
recorded  prior  to  operation.  In  all,  02  cases  complicated  acute 
and   63  chronic  otitis  media. 

It  is  unnecessary  to  give  a  detailed  account  of  all  the  cases  in 
which  thei-c  was  no  rise  of  temperature  before  operation  :  two 
typical  instances  have,  however,  been  selected. 
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Case  1. — M;ik',  agoil  t'oiirtiH-n,  siitl'oivd  from  acuti' suppunitive  otitis  media  au<l 
mastoiditis.  The  maximum  temperature  before  operation  was  98'  P.  A  subperi- 
osteal abscess  was  present  and  the  mastoid  cortex  was  eroded  ;  the  cells  contained 
l>us  and  granulations.     The  maximum  temperature  after  operation  was  98'  F. 

Case  2. — J.  S. — aged  eighteen— suffered  from  chronic  suppurative  otitis  media 
with  acute  mastoid  complication.  Maximum  temperature  before  operation  98°  P. 
'J'here  was  tenderness  over  tha  mastoid,  and  the  antrum  contained  pus  and  poly- 
poid mucosa.     Maximum  temperatui-e  after  operation  982°  F. 

If  we  turn  to  the  29  cases  in  wliicli  a  temperature  of  100°  F.  or 
over  Avas  recorded  before  operation  we  find  that  in  26  the  follow- 
ing conditions  were  found  :  1,  pulmonary  tuberculosis  and  hectic  ; 
1;  a  septic  throat  and  septica3mia  ;  C),  septic  thrombosis  of  the 
sigmoid  sinus  ;  (j,  a  perisinus  abscess,  but  no  thrombosis ;  4, 
meningitis;'  2,  temporo-sphenoidal  abscess;  1,  large  extra-dural 
abscess  involving  the  middle  and  posterior  fosste,  and  a  collection 
of  pus  between  the  upper  surface  of  the  cerebellum  and  the 
tentorium  cerebelli ;  1,  extra-dural  abscess  in  the  middle  fossa; 
1,  osteo-phlebitic  septic  pyasmia ;  1,  serous  meningitis ;  2,  healthy 
mastoid  antrum. 

'J'he  condition  in  the  four  last  cases  was  as  follows  : 

Case  1 :     Osteo-phlebitic    Septic    Pysemia. — M.    S ,    female,    aged    sixteen. 

Chronic  middle-ear  suppuration.  Maximum  temperature  two  days  before  opera- 
tion, 103°  P.  She  had  a  rigor  two  days  before,  and  another  the  day  before 
admission.  Slight  mastoid  tenderness  was  pi-esent.  Tlie  antrum  contained  thick 
l)us  and  cholesteatomata.  The  roof  of  the  antrum  was  rough  and  cai*ious ;  there 
was  no  perisinus  abscess.  The  temperature  remained  normal  after  operation,  and 
the  patient  recovered  without  any  further  complications. 

Case  2:  Serous  Meningitis. — J.  N ,  female,  aged  sixteen.  Chronic  middle- 
ear  suppuration.  Maximum  temperatvire  before  operation  100"  P.,  the  day  after 
operation  100°  P.  She  complained  of  giddiness.  There  Avas  slight  spontaneous 
nystagmus  to  the  affected  side ;  occasional  vomiting ;  Kernig's  sign  present.  A 
little  dirty  fluid  was  found  in  the  antrum,  and  some  granulations  in  the  tympanum. 
No  further  symptoms  developed. 

Case  3  :  Healthy  Antrum. — A.  D ,  female,  aged  fourteen.  Maximum  tem- 
perature before  operation  103°  P.  For  three  days  after  operation  the  temperature 
rose  above  100°  P.,  and  then  fell  to  normal.  There  was  fvilness  and  swelling  in 
front  of  the  right  ear  extending  as  far  forward  as  the  right  eyelid.  The  mucous 
membrane  of  the  antrum  was  slightly  inflamed  ;  no  pus  was  present.  A  painful, 
fluctuating  swelling  of  the  right  elbow  developed,  and  gradually  got  better. 
There  was  some  general  tenderness  of  the  abdomen. 

Case  4:  Healthy  Antrum.— 8.  P ,  female,  aged  fifty-seven.  Maximum  tem- 
perature before  operation  102-6'  P.  It  fell  below  100°  P.  on  the  fourth  day  after 
operation.  There  was  acute  otitis  media,  the  membrane  ruptured  the  day  after 
admission.  Mastoid  tenderness  but  no  oedema.  The  patient  vomited  on  the  day 
of  admission  and  on  the  day  after  some  tenderness  was  complained  of  in  the  neck. 
There  was  no  pus  in  the  antrum  or  mastoid  cells.  No  explanation  was  found  for 
the  tenderness  in  the  neck. 

With  regard  to  the  remaining  throe  ca.ses  in  the  group  of  29 
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which  had  temperatures  of  100°  F.  or  upwards  the  following  points 
of  interest  are  noted. 

Case  1.  B.D ,female, — aged  seventeen.     Acute  otitis  media.    Shehadatem- 

perature  of  101°  F.  three  days  before  operation.  Bier's  congestion  was  tried  for  two 
days.  On  the  day  of  operation  the  temperature  rose  to  101'6'  F.  The  cells  were 
pneumatic  and  acutely  inflamed.  There  was  a  trace  of  pus  in  the  aditus.  She 
gave  a  history  after  operation  of  vague  pains  at  night  low  down  in  the  abdomen. 

Case  2.  C.McD ,  female,  aged  forty-seven.  Acute  otitis  media.  Maximum 

temperature  before  operation  101 'S"  F.  A  little  pus  was  found  in  the  tip  and  inter- 
mediate cells,  and  also  in  the  antrum.  The  bone  over  the  sinus  was  healthy  and 
not  removed. 

Case  3.  A .  C ,  male,  aged  twelve.  Chronic  middle-ear  suppuration ;  maximum 

temperature  before  operation  101°  F,  after  operation  99'2°  F.  The  temperature  of 
101°  occurred  ten  days  before  operation  ;  aj^art  from  this  it  was  occasionally  99°  F. 
Mastoid  sclerosed,  antrum  large,  with  some  cholesteatoma  in  it. 

The  above  three  cases  make  a  percentage  of  2'4  in  the  whole 
series  with  a  temjjerature  of  100°  F.  or  over  before  opei'ation,  and 
they  are  the  only  cases  in  which  the  temperatuie  may  be  fairly 
attributed  to  the  mastoiditis. 

Amongthe  twenty -nine  cases  having  temperatures  there  were  s]x 
suffering  from  perisiuus  abscess.  It  must  not  be  thought,  however, 
that  a  perisinus  abscess  always  causes  a  high  temperature,  because 
there  were  in  the  series  of  125  cases  twenty-two  cases  of  perisinus 
abscess  in  which  there  was  no  tempei'ature.  It  may  also  be  noted 
that  there  were  two  cases  of  acute  labyrinthitis  in  the  series,  neither 
of  Avhich  exhibited  any  temperature. 

Conclusions. 

(1)  In  96  of  the  125  cases  (77  per  cent.)  of  acute  mastoiditis  com- 
plicating acute  and  chronic  otitis  media  there  was  no  fever 
(temperature  of  100°  F.  or  over). 

(2)  Of  the  remaining  twenty-nine  cases  in  which  fever  was 
present  an  intra-cranial  complication  was  found  in  twenty-two  cases^ 
while  in  two  the  temperature  could  be  explained  by  the  presence 
of  such  conditions  as  septicaemia  and  pulmonary  tuberculosis.  In 
two  cases  there  was  no  mastoiditis. 

(3)  In  only  three  of  the  cases  (2*4  per  cent.)  no  condition  other 
than  the  mastoiditis  was  found  at  operation  to  account  for  the  fever. 

Thus  mastoiditis  of  itself  veiy  rarely  gives  rise  to  fever  (tempera- 
ture of  100°  F.  or  over)  ;  if  fever  be  pi-escnt  we  nuist  suspect  an 
intracranial  complication  or  some  general  toxic  condition. 
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STATISTICAL    TABLES. 
By  N.  Hay  Bolton,  M.B.,  Cii.B., 

House  Surgeon. 


Affections  of  the  Nose. 
I.  The  External  Nose. 


Defoi-mities 

Injuries 

Collapse  of  alie  nasi  . 

Abscess  of  vestibule  . 

Dermatitis  of  vestibiile 

Herpes  of  external  nose 

Lupus 

Gumma 

Chilblain     . 

Sebaceous  adenoma  . 

Dermoid  cyst 


II.   The  Nasal  Cavities. 

Deflection  of  septum  to  right  . 

Deflection  of  septum  to  left 

IiTegular  deflections 

Haeniatoma  of  septum 

Abscess  of  septum     . 

Perforations  of  septxim 

Bleeding  polypus  of  septum 

Ulcer  of  septum 

Acute,  subacute,  and  chronic  rhinitis    . 

Inferior  turbinal  enlargement 

Polypoid  middle  turbinals  and  nasal  polypi 

Puriileut  rhinitis 

Atrophic  rhinitis  (non-foetid)  . 

Atrophic  rhinitis  (fcetid) 

Rhinitis  sicca 

Rhinitis  caseosa 

Epistaxis     .... 

Lupus  of  mucotis  membrane    . 

Syphilitic  disease  (tertiary)     . 

Retention  cyst  in  floor  of  nose 

Foreign  bodies 

Xasal  neiu'oses  (including  asthma) 


Accessory  Nasal  Sinuses. 

Acute  antral  catarrh 

Acute  antral  suijpuration 

Chronic  antral  suppuration 

Naso-antral  (choanal)  polypi  . 

Acute  frontal  siniis  catarrh 

Acute  fi'ontal  sinus  sujipiu-ation 

Chronic  frontal  sinus  suppuration 

Chronic  ethmoidal  sinus  suppuration 

Chronic  fronto-maxillary  supi)uration 

Chronic  frontal,  ethmoidal,  and  antral  suppuration 

Chronic  fronto-etlnuoidal  supi^uration 

Chronic  sphenoidal  suppuration 

Chronic  sphenoidal  and  ethmoidal  suppuration 


(2066) 


2 

11 
1 
1 

45 
1 
2 
1 


69 


284 

295 

88 

1 

2 

17 

1 

2 

335 

510 

146 

59 

26 

39 

30 

1 

37 

11 

12 

2 

11 

88 

1997 

(92) 


29 
9 
4 
4 
4 
4 
7 
4 
1 
:{ 
1 
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Chronic  fi'ontal,  sphenoidal  and  ethmoidal  suppuration  1 

Chronic  ethmoidal  and  antral  suppiiration            .  5 

Chronic  ethmoidal,  antral,  and  sphenoidal  suppuration  1 

Pansinusitis   .             .                 .                 .                 .  .2 

Dental  cyst  invading  antrum  .                                   .  2 

Orbital  abscess           .                 .  .1 

Thrombosis  of  cavernous  sinus                                  .  .1 

Caries  of  superior  maxilla        .  .1 

Syphilitic  disease  of  frontal  bone  .1 

Malignant  disease  of  antrum                                    .  .1 


92 


Diseases  of  the  Naso-Phartnx,  Pharynx  and  Fauces. 

(1574) 

Adenoids  and  enlarged  tonsils 

Enlarged  Eustachian  cushions 

Congenital  choanal  atresia 

Fibrous  tumour  of  naso-jsharynx 

Malignant  disease  of  naso-pharynx 

Acute  tonsillitis 

Peritonsillar  abscess 

Diphtheria . 

Acute  catarrhal  pharyngitis     . 

OEdematovis  pharyngitis 

Aciite  inflammation  of  lingual  tonsil 

Chronic  i^haryngitis,  inclvidiug  granuhi 

Pharj'ngitis  sicca 

Keratosis  pharyngis . 

Elongated  and  bifid  uvula 

Hypertrophy  of  lingual  tonsil 

Lupus 

Tuberculosis 

Syphilis  (secondary) 

Syphilis  (tertiary) 

Papilloma  of  anterior  pillar 

Cyst  of  tonsil 

Sarcoma  of  tonsil 

Epithelioma  of  fauces 

Foreign  bodies 

Paralysis  of  soft  palate 

Sensory  neuroses 

1574 


1237 

1 

J 

1 

1 

51 

25 

3 

20 

4 

1 

ir  pharyngitis 

J 

91 

28 

/ 
2 

10 

1 

1 

1 
15 

1 

6 

2 

9 

18 

3 

28 

Affections  of  the  Buccal  Cavity. 


Cleft  palate 

Tongue-tie . 

Injury  to  palate 

Tertiary  sj'philis  of  palate 

Acute  glossitis 

Stomatitis  . 

Nsevus  of  tongue 

Tertiary  syphilis  of  tongue 

Pyorrhasa  alveolaris  . 

Malignant  disease  of  tongue 

Ijoucoplakia  of  tongue 

Simple  tiunour 

Subperiosteal  abscess  of  alveolus 

Salivary  calculus 

Malignant  disease  of  floor  of  mouth 


(32) 

1 
1 
1 
11 
1 
5 
1 
1 
1 
1 
3 
1 
1 
2 
1 
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Affections  of  thk  Larynx  and  Tkachka. 

I.  Aciiie. 
Acute  catarrhal  larj-ngitis 
Acute  tvdematoiis  laryngitis    . 


II.   Chronit 


Chronic  catarrhal  laryngitis 

Laiyngitis  sicca 

Vocal  nodules 

Pachj'dermia 

Lupus 

Tubercular  disease 

Syphilitic  disease  (tertiaxy) 


(17:n 


'M 


So 

24. 

12 
<) 
1 
1 

27 


Simple : 
Papilloma 
Fibroma  . 
Malignant : 
Epithelioma- 
Intrinsic 
Extrinsic 


III.  Tumours. 


IV.  Afections  of  Nerves. 

Functional  aphonia   . 
Abductor  paralysis  (left) 
Abductor  paral3'sis  (bilateral) 
Complete  recurrent  paralysis  (right) 
Complete  recurrent  paralysis  (left) 
Sensory  laryngeal  neurosis 


V.  Miscellaneo^i.s. 
Stenosis  (caiise  unknown) 
Goitre  .... 

Gumma  of  trachea    . 


Affections  of  Htpophartnx  and  (Esophag0s. 

Strictxire  : 

Simple     ..... 

iMalignant  .... 

Neurosis  ..... 
Foreign  body  .... 


Affections  of  the  Eae. 
I.  The  External  Ear. 
Congenital  malformations 
Abscess  of  lobule 
Cerumen 
Furunculosis 
Otitis  externa  diffusa 
Otomycosis 
Erysipelas  . 
Hyperostosis 


16 

i;j 

5 

2 
2 
4 
4 

30 

1 

11 

1 

13 

(30) 


30 


(1835) 


311 

35 

50 

1 

1 

3 
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Foreign  bodies 

6 

Injury  to  meatus 

4 

Malignant  disease 

1 

Aural  neuralgia 

7 
424 

II.  The  Middle-ear  Cleft. 

Traumatic  rupture  of  tym^Danic  membrane 

2 

Eustachian  obstniction  : 

Eight        .... 

28 

Left          .... 

27 

Bilateral 

236 

Acute  non-suppurative  otitis  media : 

Right       .... 

26 

Left          .... 

23 

Bilateral 

23 

Chronic  non-suppurative  otitis  media  : 

Right       .... 

15 

Left          .... 

14 

Bilateral 

91 

Acute  suppurative  otitis  media  .- 

Right       .... 

44 

Left          .... 

40 

Bilateral 

8 

Acute  suppurative  otitis  media  with   mastoid 

complica 

tions : 

Right        .... 

15 

Left          .... 

12 

Chronic  sxippurative  otitis  media  : 

Eight       .... 

132 

Left         .... 

141 

Bilateral 

.       117 

•Chronic  suppurative  otitis  media  with  mastoid 

complica 

tions : 

Right       .... 

29 

Left          .... 

23 

Tubercular  otitis  media : 

Right       .... 

5 

Left          .... 

4 

Bilateral .... 

1 

Sequelae  of  chronic  middle-ear  suppviration  .- 

Right       .... 

53 

Left          .... 

47 

Bilateral .... 

65 

Intra-cranial  complications  of  suppurative  otitis 

media  : 

Extra-dural  abscess 

1 

Temporo-sphenoidal  abscess 

3 

Cerebellar  abscess . 

•) 

Sigmoid  sinus  thrombosis     . 

4 

Thrombosis  of  jugular  bulb  and  vein 

4 

Peri-sinus  abscess . 

2 

Purulent  meningitis 

4 

Otosclerosis 

26 

Mixed    middle-    and    inner-ear    deafness    (non 

-supptira- 

five)                     .                .                . 

• 

45 
1312 

III.  The  Internal  Ear 

Internal  ear  affections : 

Congenital  (including  deaf-mutism)  . 

Trauuiatic 

Occupational 

Laljyriutliinc  supjiuration    . 


16 
4 

4 

7 
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Cerobro-si>iual  meniii'^itis     . 

Influenza 

Enteric   . 

Scarlet  fever 

Tumour  of  base  of  brain 

Cong-onital  syphilis 

Acquired  syphilis  . 

Meniere's  syniptoiu-coin]ile.x 

Neuritis  . 

Functional . 

Senile  chanij;-es 

Unknown  causes    . 


21] 


1 
1 

1 

.11 
1 

2 
2 

() 

7 


Miscellaneous  Cases. 


100 
(183) 


(These  include  cases  sent  from  other  wards  in  the  hospital  with  nejrative  find- 
ings enlarged  cervical  glands,  skin  diseases,  headaches  of  obscure  origin,  mental 
.detects,  eye  cases,  carious  teeth,  etc.) 


Table  of  Operations. 

The  Nose. 
Setting  nasal  fractures 
Dermoid  cyst 

Abscess  and  cysts  of  vestibule  and  sputum 
Septal  spurs 
Submucous  resection 
Foreign  body 
Curetting  for  lupus  . 
Turbinectomy 
Nasal  polypi 


1 
3 
2 

14.1 

2 

7 

140 

131 


The  Accessory  Sinuses. 
Proof  puncture  of  antrum 
Antrum  .- 

Intra-iiasal 

L'adical,  including  naso-antral  polypi 
Frontal  .- 

Radical    . 
Ethmoid  curetting    . 
Sphenoidal  sinvis 
Dental  cyst 
Orbital  abscess 
Alveolar  abscess 


430 


94 


30 


10 


Adenoids  and  tonsils. 
Eniicleation  of  tonsils 
Peritonsillar  abscess 


The  Pharynx. 


151 


959 
88 
13 


The  Lartjnx,  Trachea,  and   (Esophagus. 
'J'racheotomy 

Removal  of  laryngeal  papilloma 
Bronchoscopy 
(Esophagoscopy  .... 


lOtiO 


IH 
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Ahridrjed  Beport. 
A  Discussion  on  the  Treatment  of  Meningitis  of  Otitic   Origin. 

Opened  by  William  Miiligan,  M.D. — Despite  all  that  has  been 
Avritteu  there  is  still  considerable  diversity  of  opinion  as  to  what  actually 
constitutes  meningitis,  and  as  to  the  exact  relationship  between  lepto- 
meningitis serosa  so-called  and  lepto-meningitis  jy»rH/ewY(f.  While  many 
observers  look  upon  the  former  as  the  forerunner  of  the  latter,  others 
consider  the  two  diseases  as  distinct  entities,  while  there  are  still  others 
who  deny  the  existence  of  any  such  disease  as  serous  meningitis  (Korner, 
Luc).  That  a  type  of  otitic  meningeal  inflammation  exists  to  which  the 
name  meningitis  serosa  may  be  fairly  applied  I  have  personally  no  doubt, 
and  that  it  is  the  forerunner  of  all  cases  of  purulent  meningitis  is  a  point 
I  hope  to  make  in  the  following  argument.     Clinically,  its  presencejis  ^ 
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iudic-atea  by  such  symptoms  as  headache,  vomitiiic;,  stiffness  of  the  muscles 
of  the  neck,  and  increase  of  arterial  tension.  Upon  tappinc  the  luinl);.r 
theca  the  cerebro-spinal  fluid  spurts  out  under  pressure';  is.  as  a  nil.- 
clear.  altlu.uo:h  it  may  be  sliohtly  turbid ;  has  a  specific  uravitv  of  lOOo 
1008.  and  an  alkaline  reaction.  It  may  contain  a  few  Ivmphocvtes  an.l 
polymorphonuclear  leucocytes. 

Considered  from  a  patholop-ical  standpoint,  it  is  undoubtedly  convenient 
to  divide  nieniULritis  into  such  subdivisions  as  serous,  plastic,  fibrinous 
and  purulent,  but  from  the  therapeutic  point  of  view  these  subdivisions 
are  arbitrary,  and  are  merely  so  many  phases  in  the  evolution  of  a  pro- 
gressive disease,  whose  invariable  termination,  unless  nipped  in  the  l)ud. 
is  death.  That  the  disease  is  not  necessarilv  fatal,  provided  an  earlv 
diagnosis  be  made  and  prompt  treatment  instituted,  is  evident  from  the 
published  records  of  carefully  observed  and  authentic  cases.  Successful 
treatment  depends  upon  early  diagnosis  and  early  drainage.  Special 
knowledge  is  required  in  order  to  make  an  early  diagnosis,  and  courage 
to  operate  in  the  absence  of  the  full  ensemble  of  "text-book  symptoms. 

AVhy  in  meningitis  is  there  an  increase,  and  often  a  very  rapid  increase, 
m  the  amount  of  cerebro-spinal  fluid?  Why  does  not  this  increased 
exudate  pass  into  the  circulation,  there  to  be  dealt  with?  These  and 
other  such  problems  demand  careful  consideration. 

For  practical  purposes  meningitis  may  be  divided  into  two  main 
types  :  (1)  localised,  and  (-2)  diffuse;  and  into  subdivisions  according  as 
It  attacks  the  external  surface  of  the  dura  or  the  sulxlural  spaces. 

The  treatment  of  that  localised  form  known  as  extra-dural  abscess  is 
so  well  understood  that  I  do  not  propose  to  discuss  it  beyond  remarking 
that,  m  my  experience,  it  is  a  more  common  complication  of  acute  than 
of  chronic  otitis  media,  and  more  frequently  found  in  the  posterior  than 
in  the  iniddle  fossa,  and  also  that  I  have' frequently  encountered  such 
extra-dural  collections  of  pus  when  then-  existence  was  quite  unsuspected. 
It  is  quite  a  d liferent  matter,  however,  when  ulceration  of  the  dura  has 
taken  place  and  infective  organisms  have  reached  the  subdural  spaces. 
It  is  true  that  localised  collections  of  pus  are  found  in  the  subdural  space, 
but  the  tendency  here  is  to  generalised  suppuration,  as  the  defences 
throAvu  out  by  Nature  are  rarely  strong  enough  to  resist  repeated 
bacterial  attacks.  Such  localised  subdural  collections  of  pus  are  rarely 
diagnosed,  but  are  occasionally  found  in  the  course  of  exploratorV 
operations. 

In  purulent  lepto-meningitis,  for  a  time  the  infective  process  remains 
localised  to  the  neighliourhood  of  the  original  focus  of  septic  disease,  but 
tends  to  become  diffuse  and  generalised.  The  fact,  however,  that  it 
remains  for  a  time,  at  any  rate,  localised,  deserves  to  be  more  appreciated, 
for  it  is  at  this  stage  that  operative  interference  is  most  likely  to  prove 
successful.  Exacerbations  of  temperature  denote  to  my  mind  invasion  oi' 
fresh  areas  of  tissue,  and,  therefore,  of  an  advance  of  the  disease,  and  are 
consequently  important  signals.  It  is  useless  to  await  the  advent  of  all 
the  classical  signs  and  symptoms.  By  the  time  they  are  in  evidence  the 
patient  is,  as  a  rule,  beyond  the  hope  of  surgical  intervention.  An  intelli- 
gent appreciation  of  the  course  of  pathological  events,  and  an  analysis  of 
the  cerebro-spinal  fluid — the  keystone  to  the  situation — materially  assist 
m  making  an  early  diagnosis  and  in  instituting  a  rational  line  of  treat- 
ment. Under  normal  circumstances  the  mechanism  controlling  the 
secretion  of  cerebro-spinal  fluid  and  its  ultimate  passage  into  the  venous 
system  is  so  delicately  poised  as  to  ensure  an  equable  pressure.  Let  this 
mechanism  be  disturbed  ever  so  slightly  by  factors  which  tend  either  to 
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cause  an  iucreased  exudation  or  to  prevent  the  passage  of  fluid  through 
the  Pacchionian  bodies,  and  we  liave  at  once  certain  changes  induced, 
changes  Avhich  are  capable  of  being  accurately  registered  by  modern 
chemical  tests. 

Under  normal  circumstances  the  cerebrospinal  fluid  is  under  slight 
pressure,  20  to  30  mm.  of  mercury,  has  an  alkaline  reaction,  and  a  specific 
gravity  of  from  1005  to  1008.  It  may  be  secreted  in  great  amount  as 
the  result  of  some  peripheral  focus  of  irritation,  with,  as  a  consequence, 
the  various  signs  and  symptoms  of  iucre.ised  iutra-cranial  tension,  but 
so  long  as  it  is  able  to  deal  with  any  bacterial  attack  it  remains  alkaline 
and  more  or  less  clear.  Increased  turbidity,  however,  does  not  mean 
that  it  has  become  septic,  but  that  there  has  been  a  marked  leucocytosis ; 
in  other  words,  a  supreme  effort  to  ward  off  invasion.  Diminishing 
alkalinity  denotes  to  my  mind  progressive  bacterial  invasion,  while  an 
acid  reaction  indicates  that  definite  purulency  has  become  established. 

Mv  opinion  is  that  all  cases  of  purulent  meningitis  are  pi'eceded  by  a 
stage  of  serous  meningitis,  when  a  desperate  fight  is  made  by  the  meninges 
and  cerebro-spinal  fluid  to  resist  bacterial  invasion.  To  attain  victory, 
cerebro-spinal  fluid  has  to  be  secreted  in  such  quantity  that  the  patient 
may  become  almost  comatose  from  increased  intracranial  tension.  If, 
however,  operative  interference  be  undertaken  at  this  stage  and  the  focus 
of  infection  removed,  with,  at  the  same  time,  a  fair  amount  of  cerebro- 
spinal fluid,  recovery  not  uncommonly  follows. 

Transition  from  the  serous  to  the  pui'ulent  type  of  cerebro-spinal 
fluid  is  not  necessarily,  however,  indicated  by  the  presence  of  bacteria. 
It  may  and  does  take  place  before  any  bacteria  are  discovered  in  films  or 
cultures,  as  what  we  have  to  deal  with  is  the  inter-reaction  between  the 
toxic  by-products  of  bacterial  life  and  living  tissues.  It  is  consequently 
to  the  chemistry  of  the  cerebro-spinal  fluid  that  we  have  to  look  for  the 
earliest  indications  of  pyogenic  invasion.  Careful  analysis  will  reveal 
delicate  pathological  changes  at  a  time  considerably  anterior  to  that  at 
which  the  more  gross  clinical  symptoms  manifest  themselves.  Metabolism 
of  the  products  of  bacterial  life  is  such  as  to  destroy  or  partially  destroy 
the  existing  carbohydrates  or  proteins  in  the  cerebro-spinal  fluid.  In 
the  presence  of  bacterial  infection  of  the  cerebro-spinal  fluid  the  existing 
carbohydrates  become  rapidly  used  up,  with  the  result  that  in  purulent 
meningitis  there  is  an  absence  of  this  copper  reduction.  Hence  we  have 
apparently  a  certain  test  (Kopetzky)  of  determining  when  sei'ous  menin- 
gitis is  becoming  purulent.  In  addition  the  percentage  of  solids  is 
increased,  more  especially  the  percentage  of  albumen.  On  boiling  normal 
fluid  a  faint  haze  from  the  coagulation  of  alliumen  is  noted.  In  purulent 
meningitis  the  amount  increases  at  times  to  as  mucli  as   1  per  cent. 

A  progressive  and  at  the  same  time  diminishing  alkalinity  of  the 
cerebro-spinal  fluid,  or  a  definite  acidity,  provides  another  useful  l)edside 
test  of  what  is  taking  place.  Several  observers,  among  others  Araki  and 
Zillcnsen,  have  shown  that  in  the  presence  of  a  lack  of  oxygenation  there 
is  a  production  of  lactic  acid  in  the  living  tissues.  Where  metabolism  is 
upset  as  the  result  of  some  septic  process,  where  in  other  Avords  pro- 
duction is  in  excess  of  elimination,  acidosis  is  induced,  and  it  is  to  this 
artificial  acidosis  that  the  acid  reaction  of  the  cerebro-spinal  fluid  is  due. 
So  long  as  the  cerebro-spinal  fluid  remains  alkaline,  even  tliough  Turbid, 
there  is  reason  to  expect  a  good  result  from  operative  interrerence,  but 
should  it  become  turbid  and  acid  the  prognosis  is  grave. 

In  the  early  stages  of  meningitis  the  cellular  elements  foiuid  in  the  , 
cerebro-spinal  fluid  are  very  much  the  same  as  those  f()un<l  in  normal  i 
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fluiJ.  Occasionally  a  tVw  lymphocytes  in  variuiis  sta^^es  uf  (lisint<'.rratiuu 
and  a  few  polyniorphonuelears  are  to  be  seen.  Later  on  there  is  an 
enormous  increa.se  in  the  number  of  leucocytes,  chiefiv  polyniort.h'..- 
nuclears,  ami  a  moderate  increase  in  the 'number  of  lymphocvtes 
Bacteria  are  not  found  in  iilms  or  in  cultures  in  the  earlv  stages  of  the 
disease.  As  the  disease  proi-resses  they  are  as  a  rule  easily  detected 
either  intra-  or  extra-cellular.  The  commonest  varieties  ^found  are 
streptococcus,  staphylococcus,  a  G-ram-diplococcus,  and  Friedliinder's 
bacillus. 

Coincident  with  these  changes  in  the  cerebro-spinal  fluid  certain  clinieal 
signs  and  symptoms  of  diagnostic  value  make  their  appearance.  Thus  the 
gradual  increase  of  intra-cranial  pressure  from  excessive  secretion  of 
cerebro-spinal  fluid  is  accompanied  by  a  simultaneous  increase  of  general 
blood-pressure  and  progressive  tendency  to  cerebral  ansemia.  To  this  pro- 
gressive increase  of  intra-cranial  tension  too  much  importance  cannot 
be  attached.  It  is  in  many  cases  the  determining  factor  in  the  fatal 
issue,  the  cerebral  anaemia  which  it  induces  paralysing  the  function  of 
one  or  other  of  the  sensitive  vital  nerve  centres.  It  "is  at  this  stage  when 
the  cerebro-spinal  fluid,  although  possibly  turbid,  is  still  alkaline  ami 
capable  of  reducing  the  copper  in  Fehling's  solution,  that  lumbar 
puncture  as  a  therapeutic  measure  is  so  advantageous.  The  withdrawal 
of  a  quantity  of  fluid,  the  amount  varying  with  the  pressure  under 
which  it  escapes  through  the  trocar,  by  relieving  the  mechanical  symptoms 
due  to  increased  pressure,  tends  to  ward  off  profound  cerebral  anemia 
and  so  to  give  time  for  the  institution  of  more  definite  remedial 
measures. 

Another  indication  of  commencing  meningitis  is  found  in  the  presence 
of  an  cedema  of  the  optic  disc.  I  have  also  found  in  a  few  cases  a  lowering 
of  the  upper  tone  limit  due  to  what  I  take  to  be  similar  mechanical 
causes.  Ownng  to  the  fact,  however,  that  the  labyrinth  upon  the  affected 
side  is  so  frequently  implicated  in  the  primary  septic  process  the  test  has 
in  such  cases  to  be  applied  to  the  labyrinth  of  the  opposite  ear. 

In  the  early  stages  of  meningitis,  repeated  or  continuous  drainage 
through  the  lumbar  theca,  in  addition  to  the  removal  of  the  primary  focus 
of   infection,  may  Ijring  about  a  complete  cure.     Ventricular  drainage, 
although  it  may  find  a  place  in  the  treatment  of  non-pyogenic  meningitis, 
entails  the  risk  of  infecting  a  previously  non-infected  ventricle  as  well  as 
the  cerebral  substance  through  Avhich  the  knife  or  needle  has  to  pass. 
Lumbar  puncture  is  to  my  mind  much  more  a  diagnostic  than  a  therapeutic 
measure,  and  although  in  mild  cases  it  may  succeed  in  bringing  about  a 
cure,  is  not  to  be  relied  upon.     Even  continuous  lumbar  drainage,  which 
a  priori  might  have  been  expected  to  be  efficient,  fails  after  a  time  becau.se, 
as  fluid  is  continuously  withdrawn,  the  brain  stem  sinks  down  into  the 
foramen  magnum,  with  the  result  that  it  is  prevented  from  flowing  from 
the  distended  ventricles  into  the  spinal  theca.     A  more  effective  and  mort^ 
rapid  method  of  drainage  is  necessary,  such  as  is    obtained    by  trans- 
labyrinthine drainage  or  one  or  other  form  of  decompressive  operation. 
The  internal  administration  of  urotropine  is  said  to  have  a  Iteneficial  effect, 
and   to   assist    in    keeping   the   cerebro-spinal  fluid  aseptic.     Its    rapid 
elimination,  partly  as  formaldehyde,  and  the  fact  that  it  is  found  in  the 
cerebro-spinal  fluid  soon  after  its  administration  by  the  mouth,  has  given 
rise  to  the  idea  that  it  might  possess  a  certain  antiseptic  value,  in  addition 
to  which  Barton  and  Brown  maintain  that  it  is  also  tV)und  in  the  secretion 
from  the  infected  ear. 

When,  in  serous  meningitis,  the  labvrinth  is  the  jirimai-y    focus  of 
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iufection,  its  complete  removal,  with,  iu  addition,  the  establishment  of 
traus-labvrinthiue  drainage  as  recommended  by  West  and  Scott,  may  prove 
efficient/  In  preference,  however,  to  trans-labyrinthine  drainage,  I  am  in 
favour  of  a  decompression  operation  in  the  posterior  fossa  at  some  distance 
from  the  original  focus  of  laliyrinth  suppuration. 

Opinions  differ  as  to  the  actual  vakie  of  serum  therapy  and  vaccine 
treatment  in  cases  of  purulent  meningitis.  While  not  denying  that  the 
administration  of  an  autogenous  vaccine  may  help,  my  experience  has  been 
to  regard  it  merely  as  an  adjuvant. 

To  be  successful  any  treatment  of  otitic  purulent  meningitis  pre- 
supposes elimination  of  the  primary  focus  of  infection,  whether  it  be  a 
middle  or  an  internal  ear  suppuration,  or,  as  is  so  frequent,  of  the  two 
combined.  The  internal  ear  is  not  only  by  far  the  most  f recpient  avenue 
of  infection  to  the  meninges,  but  is  also  the  most  dangerous  because  it 
leads  to  direct  infection  of  the  posterior  fossa.  In  actual  practice,  cases 
of  what  one  might  name  "  tympanic  meningitis  "  are  not  nearly  as  fatal 
as  cases  of  "labyrinthine  meningitis."  In  the  former  the  resulting 
meningeal  infection  is  likely  to  be  localised,  whereas  in  the  latter  there  is 
a  tendency  to  rapid  diffusion,  while  from  the  conformation  of  the  parts 
operative  interference  is  considerably  more  difficult.  When,  tlierefore, 
infection  is  by  way  of  the  internal  ear,  as  can  usuall}''  be  established  by 
the  employment  of  the  labyrinth  tests,  a  complete  labyrinthectomy  in 
addition  to  a  complete  post-aural  operation  should  be  performed.  Assum- 
ing, however,  that  there  is  no  evidence  of  any  localised  collection  of  pus, 
but  that  we  have  to  deal  with  a  spreading  meningitis,  the  difficulties  of 
treatment  are  enormously  increased.  The  objects  to  be  borne  in  mind 
after  removal  of  the  primary  focus  of  infection  are :  (1)  The  relief  of 
intra-cranial  pressure  ;  (2)  the  establishment  and  maintenance  of  free 
drainage  from  the  meninges  ;  and  (3)  the  overcoming  of  the  existing 
toxaemia. 

In  undoubted  purulent  meningitis  lumbar  puncture  has  no  place  other 
than  as  a  means  of  diagnosis.  Some  form  of  decompressive  operation  is 
called  for,  the  essential  feature  of  which  is  to  provide  by  a  sufficiently 
free  removal  of  bone  a  window  large  enough  to  relieve  existing  pressure, 
and  at  the  same  time  to  provide  a  means  of  freely  draining  the  infected 
meninges.  A  window  having  been  made  either  in  the  temporo-sphenoidal 
or  cerebellar  area,  the  dura  will  be  found  to  bulge  into  the  opening  and  to 
cork  it  up.  Some  operators  content  themselves  with  the  makuig  of  such 
a  window  and  with  the  relief  of  pressure  thus  obtained.  No  doubt  in 
certain  cases  of  incipient  meningitis  this  is  sufficient,  but  in  piu'uleut 
meningitis  it  merely  delays  the  fatal  issue  a  few  hours  or  days. 

To  drain  the  pia-arachnoid  cavity  the  dura  may  be  dealt  with  iu 
several  ways :  (1)  By  excising  narrow  strips  in  parallel  rows;  ('2)  by 
raising  as  lai'ge  a  flap  as  the  bone- wound  permits  of  ;  and  (3)  by  removing 
entirely  the  dura  corresponding  to  the  1>oue  wound. 

Whether  decompression  be  performed  over  tlie  temporo-sphenoidal  or 
cereV>ellar  area,  great  difficulty  is  encountered  in  dealing  with  tlie  l)rain 
substance  itself.  The  moment  the  dura  has  been  inciseil,  the  cerebral  or 
cerebellar  cortex,  as  the  case  may  be,  is  thrust  into  the  wound  by  the  vif 
a  tergo,  and  tends  not  only  to  cork  up  the  opening  made  and  so  prevent 
the  escape  of  infected  cerebro-spinal  fluid,  but  also  to  lacerate  its 
substance  against  the  edges  of  the  bone  wound.  Efficient  drainage  of  the 
.subarachnoid  space  is  consequently  rendered  very  difficult.  The  temleucy 
to  V)raiu  hernia  is  also  encouraged  partly  from  the  I'/s  a  tergo  and  partly 
from  the  mechanical  difficulties  of  maintaining  free  drainage.    To  (>l)viate 


May.  1913.]  Rhiiiology,  and  Otology.  2 17 

tliis  teiuleucv  to  brain  licrniation,  Hayues,  of  New  York,  has  sn<,'i,'ested 
(haina^'e  of  tlio  c-isterua  nia^nia  tlirouj/h  tlie  oerol)ello-nie<iullarv  anirl.'.  as 
ill  this  situation  tliere  is  u«>  In-aiu-tissue  in  the  iiniueiliatL'  ueiL^'iihoirrhuod 
to  protriule,  aud  also  because  iufected  fluid  is  prone  to  collect,  liere.  He 
regards  this  situation  as  the  o«c  loijical  pJace  where  removal  of  infected 
cerebro-spinal  fluid  should  be  practised.  The  patient  is  laid  prone  upon 
the  operatinij^-table,  the  head  being-  held  up  bv  a  suitable  head-rest  or  l»y 
a  competent  assistant.  An  incision  is  made  in  the  middle  line  from  the 
occipital  protuberance  to  the  spinous  process  of  the  axis,  the  soft  parts 
retracted,  aud  the  underlying  occipital  bone  removed.  A  ^  in.  trephine 
is  applied  in  the  middle  line  about  1  in.  above  the  margin  of  the  foramen 
magnum  and  a  disc  of  bone  removed.  The  dura  is  then  separated  from 
the  bone  and  two  grooves  made  through  the  bone  into  the  foramen 
magnum.  When  this  triangular  piece  of  bone  has  been  removed,  the  dura 
presents  under  pressure.  A  small  incision  is  made  through  the  bulging 
dura  aud  arachnoid,  with  the  immediate  escape  of  cerebro-spinal  fluid. 
When  a  quantity  of  fluid  has  drained  away,  the  incision  is  enlarged  and 
an  inspection  made  of  the  posterior  poles'  of  the  cerebellum,  tlie  notch 
between  them,  and  the  posterior  surface  of  the  medulla.  A  drain  is  then 
inserted  into  the  cisterna  magna  and  suitable  dressings  applied.  So  far 
I  have  only  performed  Haynes'  operation  twice,  and  in  neither  case  did 
the  patient  survive.  In  both  cases,  I  believe,  the  ope)-ation  was  under- 
taken too  late.  The  procedure,  however,  appeals  to  me,  and  at  some 
future  date  I  hope  to  have  success  with  a  case  undertaken  at  a  much 
earlier  stage  of  the  disease.  The  position  of  the  patient  upon  the 
operating  table  rather  interferes  w4th  the  administration  of  a  general 
aufesthetic. 

My  records  show  thirty-seven  cases  of  meningitis  serosa  so  called, 
with  twenty-nine  recoveries  and  eight  fatal  cases.  In  these  eight  cases 
the  cerebro-spinal  fluid  became  definitely  purulent,  and  although  one  or 
other  form  of  decompression  operation  was  performed,  it  was  unsuccessful. 
Of  cases  diagnosed  at  the  time  of  admission  to  hospital  or  to  surgical 
home  to  be  suffering  from  purulent  meningitis  and  submitted  to 
operation,  I  have  had  fovirteen.  In  four  of  these  cases  it  probably  would 
have  been  wiser  to  have  attempted  no  operation ;  at  any  rate,  all  died. 
Of  the  remaining  ten,  where  there  was  at  least  a  sporting  chance 
of  recovery,  six  died,  and  four,  or  40  per  cent.,  recovered.  This 
certainly  is  nothing  to  boast  of,  but  is,  at  least,  a  step  in  the  I'ight 
direction. 

The  President  (Dr.  J.  Dundas  Grant)  said  it  was  gratifying  to  notice 
the  hopeful  tone  which  Dr.  Milligan  had  adopted  towards  the  disease,  in 
which  he  agreed  wuth  what  had  been  expressed  by  Kopetzky  and  others  in 
recent  discussions.  At  the  commencement  of  the  year  a  long  discussion 
on  the  subject  took  place  at  the  German  Otological  Society,  and  there  it 
was  said  that  the  best  results  followed  incision  of  the  dura  matter.  Alex- 
ander recently  bi-ought  foi-ward  cases  in  v/hich  that  vras  the  determining 
faftor.  He  hoped  that,  in  his  reply.  Dr.  Milligan  would  formulate  what 
indications  as  given  by  the  biochemical  tests  would  not  only  justify  but 
<"all  for  immediate  operation  of  a  complete  kind.  The  Germans  recognised 
the  possibility  of  spontaneous  recovery  from  meningitis.  Though  that 
did  occasionally  take  place,  it  was  not  to  be  counted  upon.  He  would  be 
glad  to  know  whether  Dr.  Milligan's  study  of  the  new  methoils  had  led 
him  to  know  when  the  danger  point  was  within  threatening  distance.  In 
various  diseases  undoubtedlv  the  best  results  were  olitained  from  early 
recognition  and  operation ;  and  even  where  there  seemed  to  Ije  a  <listant 
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chauce  of  spontaneous  recovery,  it  was  better  that  a  few  more  operation* 
should  be  performed,  if  done  skilfully,  than  that  an  additional  life  should 
be  lost  owing  to  their  omission. 

Mr.  C.  E.  West  said  he  disliked  the  term  "  meningitis  serosa."    There 
was  only  one  infective  meningitis,  and  the  phase  of  it  depended  on  the 
period  of  invasion,  on  the  infectivity  of  the  niici'o-organisms,  and  upon 
the   resistance   of   the   patient.     Meningitis    serosa,    plastic   meningitis,^ 
exudative  meningitis,  etc.,  were  terms  of  post-mortem  room  description, 
and  had  little  to  do  with  diagnosis  or  treatment.     In  the  matter  of  prog- 
nosis one  must  distinguish  between  early  and  late  meningitis,  but  in  every 
case  of  meningitis  the  cerebro- spinal  fluid  had  certain  common  characters, 
and  one  could  not  draw  lines  of  distinction.     Even  with  regard  to  acidity 
the  reaction  depended  on  the  sensitiveness  of   the  indicator— i.  ^.  as  to 
whether  one  called  it  acid  or  alkaline.     Lumbar  pimcture  remained  the 
great  means  of  diagnosis,  and  he  regarded  all  neurological  reactions  as  of 
relatively  academic  interest  only.     The  phrase  "  acidosis  "  was  interesting 
Avith  regard  to  the  cerebrospinal  fluid.     The  causal  organisms  of  menin- 
gitis, particularly  the  streptococci,  grown  on  any  medium  which  contained 
glucose,  all  produced  an  acid  reaction,  and  lie  felt  that  the  organisms 
were  growing  in  a  culture  medium  inside  the  jiatient's  head,  and  the  a.cid 
reactions  were  produced  as  in  broth.     Another  phrase  which  he  vrould  like 
to  see  deleted  Avas    "pachymeningitis  externa."      Why  slioukl  that  be 
called  meningitis  at  all  P      If  one  used  the  term  "  extra-dural  abscess" 
the  meaning  would  be  clear.     When  there  was  an  abscess  outside  the 
pei'itoneum  one  did  not  speak  of  peritonitis.    There  was,  of  course,  "  ulcera- 
tion of  the  dura  mater,"  but  the  term  was  dangerous  in  the  sense  that 
it  was  consecrated  to  the  idea  of  transdural  infection,  which  was  one  of 
the  rarest  ways  in  Avliich  meningitis  occurred.    In  many  cases  of  meningitis 
the  route  was  easily  provable.     In  relation  to  this  he  related  a  case ;  it 
was  that  of  a  girl,  aged  thirteen,  who  obviously  had  meningitis  and  a 
chronic  discharge  from  both  her  ears.     He  eventually  selected  one  ear  as 
being  the  more  likely.     She  had  a  foul  condition  in  her  mastoid,  and 
there  was  an  abscess  in  the  posterior  cranial  fossa  and  "  ulceration  "  of 
the  dura  mater ;  it  was  granulating,  but  the  sinus  was  not  thrombosed. 
He  found  no  pus  inside  the  labyrinth   nor  any  evidence  of  infection, 
except  that  he  raked  out  some  reddish  thickened  shreds.      When  the 
internal  auditory  meatus  was  opened,  pus  issued  from   it.      When  that 
had  ceased  flowing  he  passed  the  probe  along  the  internal  meatus  and  an 
adhesion  gave  way  somewhere  ;  he  definitely  felt  he  had  passed  through 
a  resistance,  and  then  there  was  a  fountain  of  turbid  fluid  containing 
flakes  of  lymph.     That  brought  him  to  treatment.     His  cases  did  not 
show  anything  like  the  brilliant  results  which  Dr.  Milligan's  did  ;  he  did 
not  think  that   at    St.   Bartholomew's  Hospital  they  saw  the  cases  so 
early.      Most  of   the  cases  were  purulent  meningitis,  as  Dr.    Milligan 
would  group  them.     But  even  in  cases  of  so-called  purulent  meningitis 
recovery  without  diainage  or  a  decompression  ttperation  was  possible. 
Other    cases,    even    Avhen    purulent,    would    get    well    from    repeated 
liunbar  jiuucture,  with  the  injection  intra-venously  of  salines  and  other 
measures.      Thus  it  was  necessai-y  to  preserve    one's  perspective  as  to 
the  values  of    measures  employed.      He    had  tried    the   decompression 
operation  with  incision  of  the  dura  mater,  and  his  experience  was  that 
one  had  a  vei'y  encouraging  flow  of  Huid  at  the  moment,  but  whatever 
one  did,  the  l)raiu  came  into   the  opening  in  the   dura  mater,   and   in 
twenty-foin-  hours,  even  with  gauze  drains,  the  brain  was  soldered  down 
to  the  margin  of  the  drain,  and   l)ut   littU'   drainage  was  subsequently 


May,  1913  j  Rhiiiology,  and  Otology.  21-9 

pnKHuva  from  that  uj>eninKr.  And  there  wouM  probahlv  be  left  a  hernia 
of  tlie  l)raiu  which  luioht  give  trouble  later.  Haviies'  operation  seemed 
less  hkely  to  be  followed  bv  herniation  of  the  brain.  He  recommended 
particularly  drainat^e  by  tlie  internal  auditory  meatus.  In  usim;  that, 
one  was  following  the  route  of  infection,  and  iii  the  case  of  obstruction  a. 
probe  could  be  passed  down  as  often  as  necessarv  without  risk  of  iiijuriuir 
brain-tissue.  Drainage  by  that  means  could  be  kept  up  for  seven  oi- 
eight  days,  and  at  little  expense  of  the  patient's  vitality  through  the 
extension  of  the  operation,  for  it  must  l.e  rememl)ered  that  these  patients 
were  exceedingly  ill.  That  was  the  great  objection  to  the  anatomically 
good  operation  which  had  been  depicted  on  the  screen,  for  everv  ten 
minutes  spent  on  the  operation  narrowed  the  chances  of  recoverv.  '  If  it 
was  simply  a  (question  of  draining  the  infected  labvrinth,  to  prevent  or 
minimise  the  further  invasion  of  the  meninges  from  "the  labyrinth,  simple 
openuig  of  the  labyrinth  below  the  facial  nerve  bv  what  was  called 
inferior  vestibulotomy  was,  in  his  opinion,  adequate.  He  regarded 
complete  labyi-inthectomy  as  unnecessarily  severe. 

^  Mr.  Sydney  Scott  would  like  to  adcl  the  Avord  "subdural"  to  Mr. 
West's  list  of  unsuitable  terms.  The  path  of  evolution  of  treatment  of 
meningitis  seemed  to  have  followed  that  of  infective  peritonitis.  This 
was,  of  course,  chiefly  a  cjuestion  of  early  diagnosis.  Often  in  earlier 
times  when  the  diagnosis  of  infective  peritonitis  was  made,  the  patient 
was  in  extremis  when  operated  upon.  A  free  incision  was  made,  the 
intestines  were  drawn  out  on  to  the  table,  washed  and  sponged,  and  the 
peritoneal  cavity  flushed  out  in  a  very  painstaking  and  thorough  manner, 
but  with  the  inevitable  result,  that  if  he  survivexl  the  procedure  at  the 
time  it  was  only  to  succumi)  soon  afterwards.  As  the  early  diagnosis  of 
infective  peritonitis  became  more  accurate,  so  the  operations  necessarv  for 
its  relief  became  less  severe.  He  believed  it  would  prove  to  be  the  same 
with  the  meninges,  which  could  cope  with  certain  degrees  of  infection, 
just  as  the  peritoneum  can.  Of  his  own  cases  of  leptomeningitis,  those 
in  which  he  had  performed  extensive  decompression  operations  with 
drainage  of  the  ponto-cerebellar  recess  and  basal  cistern£e  had  all  been 
fatal;  whereas  tlie  successful  cases  were  those  in  which  («)  translaby- 
rinthine drainage  had  been  performed  (in  cases  of  meningitis  secondary 
to  labyrinthine  infection)  ;  {b)  wdiile  in  cases  of  meningitis  not  due  to 
labyrinthine  infection,  simple  lumbar  puncture  combined  with  the  mastoid 
operation  had  succeeded.  He  felt  sure  that  the  simpler  measures  which 
Dr.  Milligan  had  described  would  be  the  rule  in  the  future. 

Dr.  Dan  McKenzie  emphasised  the  diagnostic  importance  of  pain— 
occipital  headache  associated  with  some  rigidity  of  the  neck.  In  early 
meningitis  one  could  elicit  early  rigidity  of  neck  muscles.  Occipital 
headache,  whether  combined  with  this  rigiditv  or  not,  shoidd  lead  to 
lumbar  puncture  and  examination  of  the  fluid.  The  oftener  lumbar 
puncture  was  performed  in  such  a  case  the  better  for  the  patient. 
There  were  cases  in  which  examination  of  the  fluid  was  negative  and  yet 
meningitis  w^as  present.  In  those  cases,  particularly,  the  early  signs  of 
rigidity  were  important.  But  the  problem  which  would  demand  attention 
in  the  future  was  that  of  general  purulent  meningitis  and  its  treatment 
— namely,  that  condition  in  which  the  disease  had  passed  the  incipient 
stage.  Dr.  Milligan  had  described  the  decompressive  and  other  large 
operations  for  desperate  cases.  With  regard  to  the  occipital  operation  he 
had  described,  there  had  been  six  cases  so  far  in  which  it  had  been  done, 
and  without  a  success;  the  original  author's  own  cases  were  all  fatal, 
though  in  one  there  was  a  lightening  of  the  symptoms  immediately  after 
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the  operation.  So  oue  could  not,  at  present,  expect  much  from  it.  Some 
theoretical  difficulties  arose  in  c<msidei-iue:  theque.stion  of  these  and  other 
large  decompressive  operations.  Most  speakers  laid  much  stress  on  the 
mechanical  effects  on  the  bi-ain  of  the  pathological  process,  but  one  must 
also  consider  the  toxic  effects  of  the  bacterial  products  on  the  nerve-cells, 
and  that  while  it  was  right  to  try  to  obviate  the  mechanical  disabilities, 
one  had  also  to  deal  with  the  vital  difficulties  just  mentioned.  Stoddart 
Barr,  of  Glasgow,  proposed  and  carried  out—  though  in  the  particular 
case  not  successfully — a  washing  through  of  the  cerebro-spinal  fluid  from 
the  brain  to  the  spine  by  means  of  some  chemical  solution.  Another 
possibility  was  that,  instead  of  having  one  large  decompressive  operation, 
or  one  large  area  drained,  one  should  institute  a  series  of  multiple 
drainage  points,  which  would  at  once  secui'e  more  efficient  drainage  and 
reduce  the  liability  to  hernia.  With  regard  to  the  parallelism  between 
meningitis  and  peritonitis,  in  the  worst  cases  of  peritonitis  multiple 
drainage  had  been  carried  out,  and  similarly  he  would  favour  multiple 
trephining  and  multiple  drainage  in  the  region  of  the  base  of  the  cranium 
in  severe  general  purulent  meningitis. 

The  President  asked  Dr.  Milligan  to  formulate  the  signs  calling  for 
operation ;  no  doubt  he  would  agree  that  the  tests  of  the  cerebro-spinal 
fluid  should  be  taken  along  with  the  clinical  symptoms,  that  one  sign 
should  not  be  taken  alone.  He  would  be  interested  in  knowing,  also, 
Avhether  Dr.  Milligan  found,  with  the  Germans,  that  cases  of  staphy- 
lococcal meningitis  were  exceptionally  favourable.  With  regard  to  Kernig's 
sign,  a  prominent  neurologist  had  recently  stated  that  their  difficulties 
would  have  been  less  if  that  "  sign  "  had  never  been  discovered. 

Dr.  Milligan  said,  in  reply,  that  what  he  specially  wished  to  formu- 
late was  that  serous  meningitis  was  only  part  and  parcel  of  a  general 
advancing  disease  ;  and  he  agreed  with  Mr.  West  that  it  Avould  be  much 
better  not  to  use  the  term.  But  it  was  a  great  responsibility  for  one  to 
try  to  delete  a  term  altogether,  even  if  one  did  not  believe  in  its  exacti- 
tude. It  would  be  better  to  regard  the  disease  as  simply  a  general 
infective  process,  at  a  certain  stage  of  which  there  was  a  watery  exuda- 
tion, which  ultimately  became  purulent.  The  so-called  serous  condition 
he  believed  to  be  purely  the  result  of  an  effort  of  Nature  to  protect  the 
individual.  The  more  acute  the  invasion,  the  more  fluid  was  tlu-own  out 
for  protection.  Mr.  Scott  had  referred  to  the  severity  of  some  of  the 
operations,  but  they  were  carried  out  only  in  the  most  desperate  type  of 
case.  The  object  should  be  to  deal  with  the  cases  before  they  became  so 
desperate.  When  they  were  desperate  a  mere  lumbar  punctui-e  was 
useless.  He  believed  the  chemical  clianges  were  distinctly  in  advance  of 
the  clinical  signs  and  symptoms,  and  that  examination  of  the  cerebro- 
spinal fluid  was  the  keystone  to  the  situation.  If  the  carbohydrates  had 
been  usei  up  —i.  e.  if  there  was  failure  to  reduce  the  copper  in  Fehling's 
solution — it  showed  that  pathological  changes  due  to  pyogenic  infection 
were  going  on  in  the  fluid.  Diminishing  alkalinity — not  necessarily  an 
acidity — was  the  sign  that  something  ]»athological  was  in  progress.  If 
sometliing  radical  was  not  done,  meningitis  ])urulenta  Avould  supervene. 
The  clinical  signs  and  symptoms  took  some  time  to  appear.  Rigidity  of 
the  back  of  the  neck  did  not  occur  very  early,  and  though  it  was  easily 
detected  in  ])Osterior  fossa  meningitis,  it  w^as  not  so  in  middle  fossa 
meningitis.  In  answer  to  Mr.  West,  his  present  results  were  better  than 
previous  ones.  Not  many  years  ago  there  were  100  per  cent,  of  deaths, 
and  he  believed  the  present  mortality  rate  would  be  considerably  reduced 
if  all  the  points  mentioned  wer.^  taken  into  account,  and  the  proper  type 
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of  opex'atioii  instituted.  His  own  objection  to  translaliyriiithine  drainage 
was  the  fear  of  infecting  the  meninges,  and  where  the  translahyrintliine 
oi)eration  wouhl  do  good  so  also  wovdd  a  small  decompression  operation. 
Mr.  Scott's  compai'ison  of  meningitis  with  peritonitis  was  a  happv  one, 
and  it  was  true  that  operatii>ns  for  peritonitis  were  becoming  less  severe. 
But  why  ?  Only  because  the  disease  was  now  recognised  and  o])erated 
upon  much  earlier,  and  the  same  thing  would  happen  in  purulent 
meningitis.  He  agreed  that  spontaneous  recovery  occurred  in  certain 
cases,  but  that  depended  on  the  degree  of  virulence  of  the  organism.  It 
was  not,  however,  his  experience  at  hospital,  where  cases  were  gene  rail  v 
brought  in  late.  He  had  not  seen  a  case  of  staphylococcal  or  streptococcal 
meningitis  recover  without  some  operation  being  done.  Pueuraococcal 
meningitis  seemed  to  recover  spontaneously  sometimes.  The  operation 
of  tapping  the  lumbar  theca  and  washing  through  was  a  very  old  sugges- 
tion, and  had  now  been  given  up,  as  had  also  the  injection  of  various 
Huids,  among  them  a  preparation  of  silver. 

Dr.  Dan  McKenzie  asked,  further,  whether,  in  a  case  of  suppurative 
disease  in  the  eir,  in  which  other  signs  of  meningitis  were  absent,  but  in 
which  the  cerebro-spinal  Huid  was  found  by  chemical  test  to  be  deficient 
in  carbohydrate.'  and  acid  in  reaction.  Dr.  Milligau  would  advise  imme- 
diate drainage  of  the  subarachnoid  spaces. 

Dr.  MiLLiGAN  replied  that  if  he  had  a  case  of  chronic  suppurative 
middle  or  internal  ear  disease,  with  the  temperature  going  up  and  arterial 
tension  increasing,  with  diminishing  alkalinity  of  the  cerebro-sjiinal 
fluid  and  absence  of  copper  reduction  on  boiling  with  Fehling's  solution, 
he  would  recommend  a  decompression  operation,  because  such  a  case  was 
obviously  tending  towards  purulency,  and  one  was  justified  in  operating 
at  once  to  prevent  it. 
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Mi;.   Hekbekt  Tilley,  President  of  the  Section,   in  the   Chair. 

Abridged  ]\eport. 

A   Belated  Sequel  to  Thyrotomy.— Herbert  Tilley,  F.R.C.S.— 

Dyspnoea  and  stridor  caused  by  inflammation  of  the  laiynx,  set  up  by 
suppuration  around  a  necrosed  portion  of  the  cricoid  cartilage.  Fifteen 
years  previously  the  patient  had  been  successfully  operated  upon  by  Sir 
Felix  Semon  for  epithelioma  involving  the  anterior  region  of  both  vocal 
cords.  The  patient,  aged  seventy-three,  consulted  me  two  months 
ago.  Stridor  was  well  marked,  especially  after  exertion  or  coughing. 
Laryngoscopy  revealed  a  very  narrow  glottic  aperture  sun-ounded  by 
intensely  congested  cicatricial  tissue.  Pressure  over  front  of  larynx  pro- 
duced pain.  Below  the  right  edge  of  the  glottis  a  pale  granulation  could 
be  seen.  On  November  20  I  opened  the  trachea  and  inserted  a  tube,  and 
split  the  larynx.  A  foitid  slough  was  seen  on  the  inner  aspect  of  the 
cricoid,  and  on  curetting  it  the  piece  of  necrosed  cartilage  (exhibited)  was 
removed.  Recovery  has  been  rapid  and  uneventfuh  The  exhibitor 
believes  that  such  a  sequel  is  unique. 
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Sir  Felix  Semon  said  there  was  nothing  special  about  the  original 
malady  of  the  patient,  who  was  then  aged  fit'tv-eight,  and  had  malignant 
disease  on  the  anterior  parts  of  both  vocal  cords.  He  performed  thyrotomy 
and  curetted  the  parts,  and  there  was  an  uneventful  recovery.  The 
sequel  to  the  thyrotomy,  in  his  experience,  certainly  was  unique.  The 
case  taught  that,  even  at  verv  late  periods,  swelling  within  tlie  larynx  after 
such  operations  did  not  necessarily  represent  a  recurrence  of  the  original 
disease.  With  regard  to  early  after-events,  a  fact  to  which  he  had 
repeatedly  drawn  attention  Avas  that,  if  in  the  scar  of  a  thyrotomy  wound 
a  new  little  tumour  niade  its  appearance,  one  should  not  at  once  rush  to 
the  conclusion  that  it  must  be  a  recurrence  of  the  original  disease.  On 
the  contrary,  it  was  only  a  granvdomatous  tumour,  and  if  tliat  tumour 
were  removed  by  forceps  from  within,  it  disappeared  entirely.  It 
might  i-eappear,  but  after  another  removal  there  was  hardly  ever  a  further 
recurrence  The  seat  of  such  granulomatous  tumour  was  either  in  the 
scar  itself  of  the  former  growth,  oi'  the  anterior  commissure  of  the  vocal 
cords,  due  to  the  sutui'e  of  the  thyroid  cartilage  after  the  operation. 

Dr.  DuNDAS  Grant  said  he  had  had  a  bimilar  experience  to  that 
which  Sir  Felix  Semon  described,  and  it  was  disconcerting  unless  one 
bore  in  mind  that  it  was  not  unusual  for  granulations  to  form  on  the  re- 
entrant angles  of  the  thyroid,  and  speedily  disappear  under  the  applica- 
tions of  chloride  of  zinc. 

Tlie  President  in  reply,  said  that  in  thyrotomy  for  malignant  disease,- 
he  preferred  a  small  stitch  outside  and  over  the  front  of  the  thyroid  cartil- 
age. In  his  earlier  experiences  he  had  had  anxiety  on  account  of  the  gran- 
ulations which  formed  round  the  stitch  Avhen  this  passed  through  the 
cartilage  of  the  thyroid,  and  had  been  disappointed  when  the  patient  came 
back  at  the  end  of  two  or  three  months  with  a  papillomatous  mass  in  the 
anterior  commissure,  which  he  feared  might  be  a  recurrence.  Therefore 
he  now  preferred  to  stitch  the  perichondrium  and  tlie  soft  tissues  at  the 
sides  of  the  thyroid  cartilage  and  draw  them  just  tight  enough  to  keep- 
the  thyroid  cartilages  fixed  for  a  few  days  until  they  were  secured  by 
the  natural  exudation. 

Very  large  Tonsil  ii  an  Elderly  Patient  reduce  1  almost  to 
Complete  Disappearance  by  Galvano-puncture. — Herbert  Tilley, 

F.R.C.S.— Male,  aged  sixty  eight,  consulted  me  for  "  an  accumulation  of 
matter  in  the  nose,"  which  he  felt  he  could  not  get  rid  of;  "increasing 
deafness  in  the  left  ear  for  past  few  weeks,"  and  alteration  in  the  voice. 
These  symptoms  had  developed  during  the  past  six  months.  The  left 
tonsil  was  so  swollen  that  it  almost  touclied  the  I'ight fauces,  and  extended 
downwards  beyond  direct  A'ision  below  the  level  of  the  epiglottis.  It  was 
not  inflamed  nor  ulcerated.  No  enlarged  cervical  glands.  I  punctured 
it  dei'pl \'  in  three  places  Avith  the  galvano-cautery.  Three  Aveeks  later  an 
extraordinary  reduction  in  size  Avas  noticed.  Similar  treatment  has  been 
applied  on  three  or  ft)ur  occasions  since  then,  and,  Avith  the  exception  of 
the  lower  pole  of  the  tonsil,  the  gland  has  almost  entirely  disappeared. 
The  marked  deafness  in  the  left  ear  has  also  almost  vanished,  so  that  it 
is  now  his  better  ear.  The  galvano-cautery  appeared  to  initiate  a  rapid 
absorptive  effect  on  the  tonsil,  rather  actually  to  destroy  its  tissue  and 
replace  it  by  a  smaller  fil.)rous  mass.  Mr.  Tilley  added  that  in  these  days, 
when  no  enlarged  tonsil  seemed  safe  fi'om  surgical  interference,  he 
thought  it  Avas  Avell  to  exhibit  a  type  of  case  in  Avhicli  it  Avas  possible  to 
obtain  almost  total  abolition  of  the  symptoms  by  measures  simpler  than 
radical  surgical  procedures.     He  had  not  cauterised  the  tonsil  through  its- 
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lowest  pole.  The  patient  was  now  quite  coint'ortai)le,  and  he  proposed 
to  vest  content.  A  fortniij;ht  after  making  the  first  three  punctures  that 
part  of  the  tonsil  -which  had  lieen  cauterised  had  almost  eutirelv  dis- 
appeared. 

Dr.  DE  Havilland  Hall  occasionally  used  the  galvauo -cautery  for 
enlarged  tonsils.  He  mentioned,  in  one  case  particularly,  that  of  a  fat, 
flabby  lady,  aged  foi'ty,  the  anaemic  type  of  patient  who  looked  bluish. 
She  had  huge  tonsils.  The  treatment  occupied  six  weeks,  and  resulted  in 
great  diminution  in  the  size  of  the  tonsils.  She  had  another  course  a 
year  after.  Five  year  later  there  was  no  vestige  of  tonsil  visible.  It  was 
for  patients  who  were  getting  on  in  years,  and  in  whom  there  -was  a 
liability  to  serious  hcemorrhage,  that  the  cautery  was  a  great  advantage. 

Dr.  Kelson  said  the  case  was  of  gri'at  interest,  as  it  illustrated  some- 
thing in  physiology  which  w^as  often  overlooked — namely,  the  power 
possessed  by  the  galvano-cauteiy  to  cause  absorption.  In  hypertrophic 
rhinitis,  when  the  galvano-c  lutery  was  applied,  a  great  deal  more  I'oom 
was  often  produced  than  could  be  expected  from  either  the  slough 
separating  or  from  cicatrical  contraction. 

Dr.  Watson-Williams  pointed  out  that  the  benefit  of  the  cautery  was 
jirobably  due  largely  to  its  action  on  invading  micro-organisms  :  (a) 
<lirectly,  when  it  was  probably  much  the  same  as  the  ancient  form  of 
ai)plying  burning  irons  to  wounds  as  an  antiseptic ;  and  (h)  from  the 
iutlirect  effect  of  the  inflammatory  reaction  set  up.  He  took  it  that  the 
condition  in  the  patient  shown  was  a  subacute  one,  in  a  not  very  fibrous 
tonsil.  Ill  patients  in  whom  the  usual  operation  was  contra-indicated, 
cauterising  was  very  efficient. 

Dr.  FitzGterald  Powell  said  that  no  doubt  most  of  the  members 
had  treated  of  the  tonsils  with  the  surface  galvano-cautery.  It  was  a 
tedious,  painful  process,  and  required  a  number  of  sittings.  In  this  case 
galvano-puncture  had  been  used  with  great  success,  and  it  was  a  very 
useful  method  of  treatment. 

Dr.  Pegler  said  the  operation  was  not  very  uncommon  some  years 
ago,  and  he  believed  that  the  reason  it  was  given  up  was  because  of  the 
pain  it  occasioned. 

Dr.  DuNDAS  Grant  asked  whether  the  tonsil  looked  fibrous,  or  soft, 
and  whether  there  was  any  other  treatment.  He  presumed  the  cautery 
was  pushed  deeply  into  the  tonsil,  aw-ay  from  the  mouths  of  the  lacunae, 
because  one  objection  to  the  cautery  was  its  tendency  to  seal  up  the 
mouths  of  these  tubes.  He  had  been  deterred  from  using  the  cautery 
because  neurasthenic  people  who  had  been  submitted  to  cauterisation  had 
afterwards  persistent  neuralgic  pain  at  the  site. 

Sir  Felix  Semon  said,  if  he  were  still  in  practice,  he  would  still  use 
the  galvano-cautery  for  suitable  cases  of  enlarged  tonsils,  particularly  in 
adults  w4th  hard  tonsils,  wdiich  it  was  necessary  to  reduce,  and  in  whom 
the  tonsillotome  was  not  to  be  recommended,  The  pain  of  the  operation 
itself  was  minimal,  after  previous  cocaiuisatiou,  and  if  afterwards  ortho- 
form  or  anaesthesin  w^as  insufflated,  the  after-pain  was  much  reduced,  even 
in  neurasthenic  patients. 

Dr.  Irwin  Moore  had  formerly  often  used  galvano-puncture,  and  was 
satisfied  with  the  result.  He  did  not  think  he  had  had  one  case  of  pain 
or  any  inflammatory  reaction.  The  patient  could  be  cocainised  in  the 
consulting  room,  and  come  once  a  w^eek  for  five  or  six  weeks.  He  had 
used  it  satisfactorily  for  children  from  eight  years  of  age  upwards. 

Dr.  Dan  McKenzie  said  that  notAvithstanding  the  furore  raging 
around  the  tonsillotome,  one  could  not  recommend  it  in  such  a  case  as  this. 
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for  there  was  a  class  of  case  in  Avhicli  the  galvano-cautery  was  the  proper 
treatment  for  the  reduction  of  tonsils. 

The  President,  in  reply,  said  that  the  galvano-puncture  caused  no 
pain,  and  the  patient  seemed  willing  for  him  to  make  as  many  punctures 
as  he  wished,  but  on  no  occasion  did  he  make  more  than  three.  The 
tissue  Avas  glandular,  soft,  and  not  inflamed.  He  would  not  use  the 
cautery  if  the  tonsil  were  fibrous,  because  it  might  cause  the  locking  up 
of  septic  accumulations.  After  the  third  sitting — after  great  diminution 
had  already  taken  place — he  gave  the  patient  some  arsenic  and  nux 
vomica.  He  used  a  fine  long  cautery  point,  and  passed  it  deeply  into  the 
middle  of  the  most  prominent  portions  of  the  tonsil. 

Epithelioma  of  Left  Yocal  Cord.— Herbert  Tilley,  F.R.C.S.— Male, 
aged  foi'ty-two,  applied  to  hospital  for  hoarseness  of  twelvemonths'  dura- 
tion. He  has  always  been  healthy  and  there  is  no  history  of  any  constitu- 
tional disease.  The  left  ventricular  band  and  cord  are  replaced  by  an 
uneven,  granular  swelling.  There  is  some  movement  of  the  cord  and  the 
arytseuoid  moves  freely.  Wassermann  test  negative.  No  physical  signs 
of  tubei-cle  in  the  lungs. 

January  9,  1913 :  This  patient  has  been  operated  upon ;  the  growth 
Avas  a  squamous-celled  epithelioma. 

Extensive  Syphilitic  Necrosis  of  Bones  in  Relation  to  the  Nasal 
Cavities.— C.W.  M.  Hope,  F.R.C.S.— Female,  aged  forty-seven,  attended 
hospital  for  the  first  time  in  September,  1911,  complained  of  nasal  dis- 
charge and  slight  ozsena.  Past  history :  Injury  to  nose  tAventy  years 
ago.  Diagnosis  of  gummatous  rhinitis  made,  and  patient  put  on  a  mixture 
of  potassium  iodide  5  gr.  (increasing  to  15  gr.)  and  inunctions  of  img. 
hydrarg.  By  November  7,  1911,  septum  had  necrosed  aAvay.  Patient 
continued  treatment  regularly  until  December,  1911.  Jime  14,  1912: 
Returned  Avith  shocking  ozsena,  very  marked  nasal  depression,  and 
nose  filled  Avitli  pus,  crusts,  and  sequestra.  Several  sequestra  were 
removed  by  means  of  Luc's  forceps.  June  21 :  More  sequestra  re- 
moved. Wassei'mann  reaction  positive :  nose  still  foul-smelling.  On 
cleaning  out  nose,  both  nasal  bones  Avere  found  absent,  both  maxil- 
lary antra  almost  completely  laid  open  into  the  nose,  and  a  tooth  found 
protruding  into  the  floor  and  removed  by  the  nasal  route  (right  lateral 
incisor).  July  6,  1912,  055  grm.  of  salvarsan  was  given  intra- venously, 
and  again  on  Jidy  12,  1912:  by  Dr.  Emery.  The  nose  at  once  began 
to  clean  up,  oza^ua  rapidly  disappeared,  and  the  nose  now  is  clean.  The 
sequestra  proved  to  be  the  two  nasal  bones,  nasal  processes  of  superior 
maxilla?,  and  anterior  hah'es  of  palatal  processes  of  same  bones. 

Dr.  DuNDAS  Grant  said  he  brouglit  before  the  Laryugological  Society 
a  similar  case  in  Avhich  no  improA'ement  took  place  until  injections  of 
calomel  were  giA'en  into  the  muscle,  the  patient  being  at  the  same  time 
highly  fed  Avith  cream  and  stout.  She  AA'ent  on  very  welI,lHita  year  later 
she  died  of  nephritis.  If  he  Avere  to  have  a  similar  case  now.  he  Avould 
use  salvarsan  followed  by  mercury. 

Mr.  Parker  said  he  had  a  man  vuider  treatment  for  tertiary  syphilis, 
whose  nose  at  first  Avas  packed  Avith  offensive  crusts.  After  the  first 
injection  of  salvarsan  these  crusts  had  disappeared,  and  there  had  been 
no  recurrence,  although  the  Wassermann  test  remained  positive  after 
four  injectioiis. 

Mr.  Westmacott  spoke  of  a  case  in  which  the  sequestra  were  removed 
on  successive  visits,  but  after  the  patient  had  been  on  20  gr.  of  potassium 
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iodide  three  times  a  day,  tliey  cleared  up  in  a  reinarkalile  wav.  No 
luercurv  or  other  form  of  treatment  was  given.  He  recently  had'  a  case 
ill  which  necrosis  of  the  ethmoid  region  had  broken  through  the  wall 
into  the  orbit  and  produced  some  proptosis.  The  AVassermann  test  was 
positive.  Here,  again,  he  had  removed  two  or  three  large  sequestra,  and 
20  gr.  of  potassium  iodide  had  given  great  benefit.  As  regards  the  eve. 
the  proptosis  had  disappeared.  He  regarded  it  as  essential  to  give'at 
least  20  to  30  gr.  thrice  daily — smaller  doses  did  not  seem  to  i,qve 
relief. 

Dr.  Pegler  noted  that  the  report  stated  the  nose  to  be  clean,  but  he 
tV>und  that  purulent  material  was  pouring  out  of  the  right  antrum,  and  the 
left  one  was  far  from  clean. 

A  Case  of  Branchial  Fistula.— G.  H.  L.  Whale,  F.R.C.S.  -Male, 
aged  twenty-nine.  There  is  a  small  sinus  over  the  right  ahi  of  the  thvroid 
cartilage.  A  small  probe  passes  upwards  ^  in.  only.  The  sinus  weeps 
during  and  after  meals.  The  discharge  is  too  viscid  for  saliva  ;  it  retains 
its  alkalinity  indefinitely,  and  does  not  convert  starch  into  sugar.  This 
is,  therefore,  presumably  a  blind  external  branchial  fistula,  although  the 
opening  is  not  quite  in  the  usual  place. 

Dr.  DuNDAS  Grant  regarded  it  as  an  aberrant  thyro-lingual  duct, 
although  the  opening  was  at  some  distance  from  the  normal  position; 
with  the  fingers  he  could  trace  it  to  the  liyoid  bone.  A  careful  operation 
might  get  it  well.  A  fine  probe  must  be  passed  up  xuitil  it  got  to  the 
hyoid  bone,  and  it  should  be  uncovered  as  far  as  possible  by  dissection, 
and  through  the  tube  a  fine  electric  needle  (electrolytic  or  galvano- 
caustic)  could  be  passed.  In  two  cases  in  which  he  did  this  there  was  no 
recurrence. 

Dr.  FitzGterald  Powell  was  of  opinion  that  this  was  a  sinus 
remaining  from  a  cyst  in  connection  with  a  branchial  cleft  which  had 
been  opened  in  early  youth.  At  tlie  bottom  of  the  sinus  would  be  found 
a  distended  portion,  from  which  secretion  arose.  He  had  dissected  these 
out,  and  found  no  great  difficulty  in  doing  so.  He  could  not  agree  that  it 
was  a  sinus  in  connection  with  the  thyro-lingvial  duct ;  it  was  well  away 
from  the  middle  line. 

Mr.  Wilkinson  did  not  see  Avhy  it  should  not  be  a  branchial  fistula 
derived  from  the  foiirth  branchial  cleft.  The  inner  opening  of  such  a 
cleft  would  be  situated  in  the  pyriform  fossa.  An  operation  for  dissecting 
it  out  might  prove  a  serious  undertaking  owing  to  the  close  relations  of 
the  sinus  with  the  carotid  and  other  structures  in  the  neck. 

The  President  considered  it  to  be  a  branchial  cleft.  In  a  family  of 
eight  whom  he  knew,  fonr  had  these  branchial  clefts  and  one  had 
auricular  appendages.  An  extensive  dissection  was  often  necessary  f(.»r 
the  cure  of  these  clefts,  for  sometimes  they  went  deeply  towards  the  side 
of  the  pharynx  and  the  base  of  the  tongue. 

Lingual  Thyroid  Operation.— W.  G.  Howarth,  F.R.C.S.— The 
patient  complained  of  difficultv  in  swallowing  with  occasional  attacks  of 
dyspncea.  The  tumour  involved  the  base  of  the  tongue.  The  thyroid  iu 
the  neck  was  scarcely  palpable,  but  at  the  time  of  operation,  when  a  pre- 
liminary laryngotomy  was  performed,  both  lateral  lobes  were  found  to  be 
present,  though  no  trace  of  the  isthmus  could  be  detected.  The  section 
shows  a  fibrous  capsule  outside  a  layer  of  thyroid  glandular  tissue  ;  the 
centre  of  the  tumour  is  made  up  of  "blood-clot. 
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Fibroma  from  the  Soft  Palate.— W.  G.  Howarth— F.R.C.S.— This 

occurred  in  a  patient  who  had  a  papilloma  of  the  uvula  removed  six  months 
ago.  The  section  shows  fibrous  tissue  in  every  stage  of  development. 
Six  months  ago  he  had  removed  a  papilloma  from  the  uvula  and  put  in  a 
catgut  stitch.  It  had  l)een  suggested  that  the  present  tumour  had  been 
<!aused  by  the  irritation  of  the  stitch,  and  he  would  be  glad  to  hear  the 
experience  of  others. 

The  President  remarked  that  at  one  of  the  meetings  of  the  old 
Larvngological  Society  a  member  remarked  that  tumours  of  the  soft 
palate  were  very  rare  ;  but  during  succeeding  meetings  of  the  Society- 
several  cases  were  shown.  Mr.  Stephen  Paget  showed  a  case  of  fibroma 
of  the  soft  palate,  and  other  members  also  exhibited  cases  of  non-malignant 
tumours  of  the  soft  palate. 

Healed  Lupus  of  the  Pharynx  and  Larynx.— W.  G.  Howarth, 

F.R.G.S. — This  case  was  shown  in  March,  1912. ^  The  condition  was  then 
extremely  active,  the  pharynx  and  larynx  being  ulcerated  and  swollen. 
Nothing  in  the  way  of  local  treatment  had  been  used.  Such  cases  have  a 
tendency  to  heal  spontaneously.  He  had  taken  care  that  the  patient 
was  in  the  best  hygienic  condition,  and  he  gave  her  cod-Kver  oil  and 
milk,  but  no  local  treatment  and  no  drugs. 

Dr.  FitzGerald  Powell  had  had  a  girl  whose  larynx,  pharynx  and 
nose  were  in  a  similar  condition,  and  had  cleared  up  completely  under 
arsenic. 

Dr.  Logan  Turner  asked  if  members  had  had  experience  in  connection 
with  the  treatment  of  lupus  by  Pfannensteil's  method — namely,  using 
nascent  iodine  and  ozone  or  hydrogen  peroxide.  He  had  treated  several 
cases  in  that  way,  and  was  so  far  pleased  with  the  results.  The  patient 
was  put  upon  sodium  iodide,  and  pledgets  of  sterilized  gauze  soaked  in 
hvdrogen  peroxide  Avere  placed  in  the  nasal  cavities.  Cases  which  had 
been  treated  by  curetting  and  scraping  without  success  responded  very 
well  to  this  method. 

Mr.  Hunter  Tod  said  that  Pfannensteil's  method  had  been  used  in 
the  London  Hospital  for  some  time,  but  the  results  had  not  been  very 
successful.  It  had  been  beneficial  in  some  of  the  mild  cases,  but  the  chief 
difficulty  was  to  make  the  patients  continue  with  the  treatment  as  it  was 
so  disagreeable.  With  regard  to  curetting  the  nose,  whatever  might  be 
tlie  opinion  of  others,  he  himself  was  certain  that  it  was  by  far  the  best 
treatment.  It  was  interesting  to  note  that  those  in  charge  of  the  Lupus 
Department  at  the  London  Hospital  refused  to  treat  cases  of  lupus  of  the 
face  unless  the  nose  had  been  examined,  because  until  the  lupus  within 
the  nose  had  been  removed  by  curetting,  although  a  temporary  cure  of  the 
lupus  of  the  face  might  be  obtained  by  the  Finson  light  treatment,  a 
recurrence  usually  took  place.  On  the  other  liand,  if  the  nose  was 
thorougldy  curetted,  not  only  was  a  more  rapid  and  better  result  obtained 
by  the  light  treatment,  but  it  was  usually  permanent.  Mr.  Tod's  method 
of  curetting  the  nose  Avas  by  means  of  the  ring  knife.  He  did  not  claim 
immediate  cure,  but  if  recurrence  took  place,  the  part  could  again  be 
curetted.  The  em])hatic  opinion  of  those  in  charge  of  the  Lupus  Depart- 
ment at  the  London  Hospital  was  that,  although  arsenic  might  be  bene- 
ficial, and  might  improve  the  condition  of  health,  its  use,  or  applications 
of  lactic  acid,  carbolic  acid,  the  cautery,  and  other  out-of-date  methods  of 
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i.vutment  were  of  no  value.     Tliey  piuiied  tl.eir  faith  absolutely  to   free 
.  urettiULT,  ami  this  had  been  dehuitelv  proved  bv  the  results 

Sir  StClair  Thomson  thought  sufficieut  stress  had  not 'been  lai.l  on 
the  fact  that  this  ease  had  get  quite  well  without  auv  local  or  -eueral 
treatnieut.  He  had  emphasised  this  point  at  more  than  one  "of  the 
nieetmgs.  A  drawing  of  one  such  case  was  given  in  his  book— -i  verv 
extensive  case  of  lupus  in  the  larynx  in  a  girl  who  had  nothing  done  to 
the  larynx,  and  whose  lesion  had  remained  cicatrised  for  eic^ht  years  ^  lu 
view  of  what  he  had  said,  one  should  be  modest  in  ascri bin-  successes 
with  upus  to  any  particular  treatment,  and  under  those  treatments  he 
included  arsenic.      Many    cases  of   lupus    which   got  well  broke  down 


aeam 


?•'■■  ^-  ^-  ^-^TERSON  said  that  in  two  cases  he  tried  the  method 
mentioned  by  Mr.  Logan  Turner,  and  had  good  results.  He  kept  the 
gauze  constantly  soaked  with  the  peroxide  of  hydrogen,  and  gave  sodium 
iodide  interna  ly.  He  treated  one  of  the  cases  months  ago,  and  six 
months  later  there  was  no  reciirrence. 

T«^'','  ^'^^'  McKenzie  said  that  Pfanneusteil's  process  was  tedious  ami 
dithcuit  to  apply;  it  made  the  patient  uncomfortable;  and  it  was 
necessary  for  the  application  of  the  peroxide  to  be  constant  so  as  to  cret 
the  tull  effect  of  the  nascent  iodine.  In  the  cases  in  which  he  had 
applied  it,  the  patients  had  been  very  persistent  and  conscientious  vet 
the  results  after  the  first  few  weeks  were  not  good,  the  condition 
seemed  to  shp  back,  so  that  the  net  result  of  the  treatment  was  practically 

Dr.  H.  J.  Davis  had  had  an  unfortunate  experience  with  hvdroo-en 
peroxide.  He  had  ordered  applications  of  peroxide  of  hvdrogen  in  a  case 
of  lupus  of  the  palate,  and  the  palate  gave  wav  and  caused  the  patient 
coa8ideral)le  suffering.  He  left  it  alone  for  a  time,  and  the  palate  healed 
Later  she  used  it  again  with  the  same  result— the  strength  of  the  peroxide 
was  10  vols.  ^ 

Mr.  HowARTH,  in  reply,  said  that  he  did  not  give  the  patient  auv 
arsenic. 

pp'^^J"^,^®^"^^^^    ^"^"^a^ion     Apparatus.— W.    G.    Howarth, 

l<.K.l..b.— Ihis  apparatus  is  useful  for  openitions  at  the  back  of  the 
throat  or  nose  where  bleeding  is  very  severe,  as  by  its  use  the  necessity 
tor  a  preliminary  laryngotomy  is  obviated.  He  had  used  the  instrument 
tor  eighteen  months  with  considerable  satisfaction.  In  luanv  cases  he  did 
not  now  do  preliminary  laryngotomy,  but  used  these  tubes.  '  He  did  so  in 
the  palate  case  he  showed  that  day,  and  in  such  cases  as  sarcomata  of  the 
tonsil  and  post-nasal  space 

The  President  asked  if  blood  did  not  sometimes  pass  beyond  the 
vocal  cords  into  the  trachea,  for  he  had  heard  it  stated  that  the  instrument 
did  not  completely  occlude  the  glottis. 

„., j^""  ,^^/:^^ '^EMON  had  seen  the  tubes  repeatedly  used  in  Professor 
Killiaii  s  chnic  in  cases  of  operations  on  the  upper  air-passages,  and  there 
had  been  no  escape  of  blood  into  the  lower  air-passages,  even  when  there 
was  much  lileeding  at  the  time  of  the  operation. 

tfnr'^'^^IJ'D^I.^"^  Abscess  ill  the  Post-nasal  Space.— G.  W.  Bad- 
,,erow,  F.R.C.S.C.Ed.— A  male,  aged  twentv-tive.  came  to  the  hosiiital 
toini)iainmg  ,.f  deafness.  On  examination  of  the  post-nasal  space  a  small 
••muaed  swelhug  Avas  noticed;  it  was  soft  and  Huctuatiuir  to  the  feel, 
he  patient  had  no  difficulty  in  breathing,  nor  is  the  voice  altered.     On 
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raising  tlie  palate  the  swelling  could  be  made  to  protrude.  .  Operation 
showed  the  swelling  to  be  a  cold  abscess  in  connection  with  the  vertebrae, 
with  erosion  of  the  bone. 

Meningocele   in  the   Naso-pharynx. — H.  A.  Kisch,   F.R.C.S.— 

The  infant,  aged  six  months,  was  brought  to  the  hospital  on  account  of 
difficulty  in  breathing  through  the  nose.  There  is  a  cystic  tumour  in 
the  uaso-pharvnx,  pushing  forward  the  soft  palate.  The  tumour  is 
situated  in  the  mid-line.  It  is  apparently  attached  to  the  anterior 
surface  of  the  spine.  There  is  no  evidence  of  nerve  involvement  or 
other  alniormality. 

Foreign  Body  extracted  from  the  (Esophagus,— C.  W.  M,  Hope, 

F.R.C.S. — The  fin  of  the  haddock  was  removed  from  the  patient  by  the 
direct  method.  Ten  days  after  its  lodgment  the. position  occupied  by  it 
was  4  in.  below  the  cricoid.  It  had  given  no  inconvenience  beyond 
slight  difficulty  in  sAvallowlng  solids. 

Foreign  Body  removed  from  the  Upper  Part  of  the  (Eso- 
phagus.— D.  R.  Patterson,  M.D. — The  foreign  body,  a  chicken-bone, 
IJ  in.  long,  was  taken  from  a  young  Chinaman,  who  presented  himself 
at  the  hospital  with  almost  complete  oesophageal  obsti'uction  and  pains  in 
the  upper  part  of  the  gullet  of  forty-eight  hours'  duration,  which  had 
come  on  after  eating  some  chicken.  With  the  oesophageal  tube  the 
upper  end  of  the  bone  was  exposed  just  below  the  cricoid  orifice.  It  was 
easily  removed.  Both  its  ends  are  sharp.  The  specimen  is  shown  to 
illustrate  the  danger  of  attempting  to  push  down  such  a  body  with  a 
bougie. 

Dr.  Brown-Kelly,  for  removal  of  sharp  foreign  bodies  impacted  in 
the  upper  part  of  the  oesophagus,  recommended  Hill's  dilatation  speculum. 
One  branch  could  be  placed  in  front  and  the  other  behind  the  foreign 
body,  which  usually  lay  with  its  long  diameter  transversely. 

The  President  described  a  case  in  Avhich  a  halfpenny  had  lodged 
just  below  the  cricoid  region  of  the  gullet  for  five  clays.  On  direct 
examination  tlie  coin  was  seen  lying  in  an  ulcerated  area  and  surrounded 
by  oedematous  granulations.  It  was  removed  with  little  difficulty,  but 
the  child  died  the  same  night.  At  the  ijost-mortem  the  oesophagus  was 
found  to  be  ulcerated  right  through  into  the  trachea  and  that  had 
occurred  in  five  days. 

Dr.  Dan  McKenzie  said  it  was  nowadays  common  to  hear  of  foreign 
bodies  removed  from  the  air-passages,  and  one  wondered  what  happened  \ 
to  those  cases  before  the  introduction  of  long  tubes.      Did  the  patients 
invariably  die  or  become  the  victims  of  serious  disease  ?    There  must  be  1 
some  foreign  bodies  which  caused  but  a  trivial  disturbance.  j 

The  President  remarked  that  many  of  these  unsuspected  cases  I 
suffered  from  bronchiectasis  and  were  regarded  as  such.  In  one  case  of  j 
bronchiectasis  which  had  been  referred  to  him,  the  foreign  body  had  been  I 
retained  for  three  and  a  half  years.  Possibly  some  hitherto  obscure  cases  j 
of  septic  pneumonia  were  due  to  impacted  fojeign  bodies. 

A  New  Telescopic  (Esophageal  Tube.— D.  R.  Paterson,  M.D.— 

The  exliibitor  has  coutantly  used  this  tube  for  the  last  three  years.  A 
disadvantage  of  the  oixlinary  bevel-ended  outer  tube  is  that  when  working 
in  the  upper  })art  of  the  oesophagus  its  point  travels  in  front  of  the  hue  of 
vision,  and,  further,  exposes  only  one  side  of  the  canal  to  view.  On  the 
other  hand,    a   straight-ended   tube,    as  it  passes  down,  opens  out  the 
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whole  riivunifereuce  of  the  ces(i|.h;\M;e;il  wull  simultaneously.  The  instru- 
ment shown  has  a  bevel-ended  inner  tube,  whieh,  actin<^  as  a  pilot,  iseasv 
of  introduction.  Once  past  the  cricoitl  openiuLf  it  is  withdrawn,  leaviuif 
the  stai^lit -ended  outer  tube  to  continue  the  examination.  The  latter, 
beiiii,'  wider,  yives,  moreover,  tjreater  room  for  manipulative  measures. 

Dr.  DuNDAS  Grant  said  the  tube  was  an  improvement.  It  acted  like 
a  mandrill,  but  permitted  of  inspection  during;  its  proi.,''ress. 

Hyperostosis  Cranii. —Edward  D.  Davis,  F.R.C.S.— The  patient 
complained  of  deafness  of  gradual  onset.  The  swelling  of  the  right  cheek- 
was  noticed  about  twenty  years  ago,  and  eighteen  years  ago  (1894)  an 
osteo)iia  was  removed  from  the  infra-orbital  margin  and  the  facial  wall  of 
the  antrum.  The  denture  now  worn  was  made  eleven  vears  ago,  and  the 
fact  that  the  plate  is  I  in.  from  the  teeth  gives  a  rough  estimate  of  the 
rate  of  growth  of  the  palatal  swelling.  No  family  history.  Present  con- 
dition :  a  woman,  aged  forty-three,  with  an  osseous  and  uniform  swelling 
of  the  palatal  process  and  facial  surface  of  the  right  maxilla  or  the  mas- 
toid process.  Botli  antra  are  opaque  to  ti-ansillumination.  The  right 
external  auditory  meatus  shows  exostoses.  No  other  exostoses  can  be 
found.     Wassermaun  reaction  negative. 

Mr.  Wilkinson  said  there  was  a  form  of  very  slow'-growing  osteo- 
sarcoma of  the  antrum  in  which  the  cell  elements  Avere  scanty.  He  had 
had  one  such  tumour  in  a  young  female  child,  in  which  he  removed  the 
upper  jaw  There  had  been  no  recurrence,  but  he  had  rather  i*egretted 
having  done  so  extensive  an  o])eration,  attended  as  it  w-as  by  serious  de- 
formity, Avhere  a  less  radical  procedure  might  have  sufficed. 

Dr.  Pegler  remarked  that  this  case  had  not  received  the  more  familiar 
title  of  leontiasis  ossium. 

Bullet  Injury  to  the  Larynx.— H.  J.  Davis,  M.B. — The  patient,  a 
man,  aged  twenty-tw^>,  was  shot  throuo-h  the  larynx.  The  bullet,  a  Mauser, 
passed  out  on  the  left  side  of  the  neck.  The  vocal  cords  were  evidently 
shot  away,  for  on  taking  a  deep  inspiration  the  aperture  of  the  glottis  is 
circular,  the  apex  of  the  anterior  attachment  of  the  true  cords  being  re- 
placed by  a  baud  of  fibrous  tissue,  which  stretches  on  deep  respiration  like 
a  piece  of  elastic.     The  patient  phonated  with  the  ventricular  bands. 

Paresis  of  the  Left  Recurrent  Laryngeal  Nerve. — H.  J.  Davis, 
M.B. — The  patient,  a  woman,  aged  thirty-five,  has  an  enlarged  thyroid 
gland  of  which  she  complains.  The  voice  is  unaffected,  although  the  left 
recurrent  laryngeal  is  partially  paralysed.     Left  abductor  paresis. 

Mr.  Norman  Patterson  saw  the  case  some  time  ago  l)ut  did  not 
notice  any  paresis  of  the  left  cord.  Now  there  might  be  slight  abductor 
paresis  of  both  cords,  not  specially  associated  Avith  the  left. 

Papilloma  of  the  Nose.— H.  J.  Davis,  M.B.^Mau,  aged  forty. 
The  entire  left  nasal  cavity  Avas  occluded  by  a  papillomatous  growth,  it 
was  sprouting  from  septum,  vestibule,  and  inferior  meatus.  The  exhibitor 
assumed  it  was  malignant,  oAving,  among  other  things,  to  its  vascularity 
j— but  this  is  not  so.  Several  sections  are  reported  to  be  "  non-malignant 
[papilloma  "  (by  Dr.  Elworthy).  The  growth  was  curetted— it  has  not  re- 
j-'urred,  but,  as"  can  be  seen,  is  not  completely  removed ;  on  the  left  side  of 
|the  cavity  a  few  elevations  still  remain  in  situ. 

Foreign  Body  in  Trachea  removed  by  Upper  Bronchoscopy. 
H.  J.  Davis,  M.B.— The  child,  aged  five,  while  eating  loiled  rabbit,  had 


260  The  Journal  of  Laryngology,  [May,  1913. 

a  cliokiug  fit  lasting  a  quarter  of  au  liour  ;  it  then  stopped.  The  hoy  had 
l)een  unable  to  swallow  anything  since.  The  child  kept  his  head  bent  to 
the  left  with  the  chin  flexed  on  the  chest.  An  X-ray  plate  was  taken,  with 
negative  results.  Nevertheless  there  Avas  a  bone  there  all  the  same,  and  it 
was  easily  seen  with  the  bronchoscope  owing  to  its  ivory  colour ;  it  was  fixed 
obliquely  in  the  trachea  al^out  2  in.  below  the  cords,  and  was  removed 
with  the  extractor  under  anaesthesia.  Tliis  case  was  anrethetised  by  Dr. 
Phillips  by  injecting  a  syringeful  of  ether  into  the  buttock,  the  child  being 
primarily  rendered  unconscious  by  ethyl  chloride.  This  method  is  a  great 
convenience.  Anaesthesia  was  complete,  and  I  can  recommend  the  method 
to  others. 

The  case  is  also  of  interest  as  it  exemplifies  the  fact  that  absence  of 
cough  and  other  respiratory  distress  by  no  means  excludes  the  presence  of 
a  foi'eign  body  in  the  air-passages.  The  symptoms  in  such  cases  are  very 
severe  at  first  and  then  quickly  disappear,  and  nothing  may  attract  atten- 
tion for  some  days  until  perhaps  a  unilateral  bronchitis  develops — whereas, 
when  foreign  bodies  lodge  and  are  retained  in  the  oesophagus,  patients  ai'e 
in  trouble  all  the  time.  The  foi'eign  body  is  f  in.  in  length,  very  sharp  at 
both  ends,  hence  its  impaction. 

The  President  said  instantaneous  X-ray  photography  would  reveal 
a  foreign  body  which  woyld  not  have  been  shown  by  the  ordinary  method. 
He  remembered  a  case  in  which  a  foreign  body  was  thus  overlooked  (a 
very  hard  and  thick  chicken-bone),  but  it  was  at  once  detected  by  the 
instantaneous  method. 

Dr.  FiNzi  said  both  lateral  and  anterior  views  should  be  taken.  The 
instantaneous  method  should  always  be  carried  out  in  the  case  of  children, 
otherwise  there  could  not  be  a  cessation  of  both  breathing  and  swallowing 
during  the  exposure. 

Dr.  Davis,  in  reply,  said  that  a  latei-al  view  was  also  taken.  The 
child  was  quickly  ansesthetised  by  ethyl  chloride,  and  the  injection  was 
made  into  the  muscle  of  the  buttock.  The  child  was  heavily  asleep  three 
quarters  of  an  hour  after  the  operation. 

Extensive  Epithelioma  of  the  Larynx  after  Operation.— P. 
Watson- Williams,  M.D, — Male,  aged  sixty-five,  when  first  seen  in 
Februai-y,  1912.  had  complained  of  hoarseness  for  twelve  months.  He 
was  very  dyspnceic  with  some  inspiratory  and  expiratory  stridor,  due  to 
the  obstruction  produced  by  a  whitish  cauliflower-like  neoplasm  occupying 
the  whole  of  the  left  arytaenoid  and  of  the  ary-epiglottic  fold  on  its  inner 
aspect,  the  ventricular  band  and  cord,  and  extending  well  below  the  glottis. 
It  extended  to  the  mid-line  anteriorly  and  postei'iorly.  Operation  (IMarch, 
4,  1912) ;  After  preliminary  tracheotomy,  thyro-chondrotomy  followed  by 
removal  of  the  growth  in  the  usual  manner,  but  the  left  arytsenoid  carti- 
lage and  the  ary-epiglottic  fold  were  cleared  away,  and  the  whole  of  the 
left  thyi-oid  ala,  the  crico-thyroid  membrane  and  the  upper  half  c>f  the 
cricoid  cartilage  on  his  left  side  were  stripped  to  the  mid-line  posteriorly, 
find  a  little  beyond  the  mid-line  anteriorly,  above  and  corresponding  to 
the  vocal  cords,  and  to  the  mid-line  below.  Tracheotomy  tube  removed 
nine  hours  after  tlie  operation  and  not  replaced.  The  wound  healed  by 
first  intention  by  March  6,  except  tracheotomy  wound,  but  difficulty  was 
experienced  for  long  with  swallowing  liquid  food,  owing  to  the  free  re- 
moval of  the  left  arytfenoid  and  ary-epiglottic  food.  The  growtli  was  a^ 
s(iuamous-celled  epithelioma.  On  July  6  a  small  reddish  }iatch  on  the! 
wliitish  point  was  noticed  on  the  centre  of  the  cicatrix,  and  by  August  2' 
the  white  spot  had  become  a  discrete  raised  outgrowth  like  half  a  mustard-! 
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seed.  It  was  roinoved  by  foirei)s,  iiiul  stibinitted  t<>  Professor  Walkrr 
Hall,  who  reported  that  tlie  sections  showed  s(£uainous-celle<l  epithelioma. 
When  last  seen  in  Ni>veniber  there  was  no  local  appearance  of 
recrudescence.  Owint,'  to  the  verv  extensive  removal  of  the  soft  structures 
on  the  left  side  of  the  larvnx  there  is  marked  cicatricial  contraction,  and 
any  further  operative  interference  would  involve  wearuig  a  tracheotomv 
tulie.     It  is  propose  1  to  dilate  the  laryno-eal  stenosis  l)y  tuba<;e. 

Photographs  of  Patient  after  Osleoplastic  Frontal  Sinus  Opera- 
tion.—P.  Watson- Williams,  M.D.— The  patient  had  suffered  from 
severe  supraorbital  lieadaches  and  pain  at  the  back  of  the  eyes,  which  pre- 
vented her  followiui;-  her  occupation.  She  had  double-frontal  sinus  and 
double-antral  suppuration,  and  operation  on  the  antra  and  intra-nasal  le- 
moval  of  suppurative  ethmoidal  cells  failed  to  effect  relief.  The  exhibitor's 
osteoplastic  operation  was  performed  a  little  more  than  a  year  ago.     Tlie 


Photograph  of  patient  after  Dr.  "Watson -Williams's  double  radical  frontal  siuiis 

operation. 

frontal  sinuses  were  large  and  deep  for  a  female,  and  though  completely 
cured  of  all  headaches,  there  was  a  slight  central  depression  in  the  fore- 
head. She  did  not  complain  of  the  cosmetic  defect,  but  as  the  left  antrum 
required  further  atteution,the  depression  was  removed  by  paraffin  injection. 
She  is  now  not  only  completely  cured,  but  there  is  practically  no  trace  of 
the  operation,  which  has  left  no  cosmetic  alteration,  and  no  defect. 

Sarcoma  of  the  Upper  Jaw  ;  Resection  cf  the  Left  Superior 
Maxilla  and  Treatment  of  Recurrent  Growth  by  Radium.— P. 
Watson-Williams,  M.D.,  and  N.  S.  Finzi,  M.B.  -The  patient,  aged 
sixty-nine,  had  a  swelling  on  the  left  side  of  the  hard  palate  for  seven 
years.  The  left  nasal  passage  had  become  somewhat  obstructed,  and 
slight  fulness  noticed  externallv  over  left  cheek  when  first  seen. 

On  January  23,  1912,  a  growth  was  removed  from  the  antrum,  tlie 
anterior,  inner,  and  outer  walls  being  removed,  but  not  the  roof,  'ihe 
growth  had  invaded  the  floor,  and  there  was  stripped  off"  the  soft 
tissues  of  the  palate.     It  was  reported  to  be  a  round-celled  sarcoma  of 
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slow  growth.  The  long  history  of  the  palatal  swelling  seemed  to  justify 
the  hope  that  it  was  of  slight  malignaucy.  When  seen  iu  September, 
however,  the  palate  showed  an  elevated  ulcerating  growth  of  the  same 
structure  as  the  original  neoplasm.  On  September  22  the  superior  maxilla 
was  removed,  but  the  growth  had  extended  into  his  pterygo-maxillary 
fossa.  It  was  removed  as  far  as  possible,  but  obviously  without  success, 
as  it  recurred  in  several  places,  and  marked  eul  irgement  of  the  deep 
glands  of  the  left  side  of  the  neck  developed.  The  patienfs  urine  was 
loaded  with  sugar,  the  glycosuria  having  arisen  during  the  past  few 
months. 

Dr.  N.  S.  Finzi  has  been  treating  the  patient  with  radium  with  some 
amelioration. 

Dr.  Watson- Williams  said  the  case  was  shown  not  as  an  instance  of 
the  efficacy  of  radium  in  sarcoma.  Nevertheless,  the  improvement 
following  his  radium  application  was  very  decided,  but  the  patient  was 
not  free  of  the  growth  by  any  means. 

Small  Round-celled  Sarcoma;  Partial  Eemoval  and  Subse- 
quent Treatment  by  Radium.— P.  Watson-Williams,  M.D.,  and 
W.  S.  Finzi,  M.B, — Pemale,  aged  forty.  Eularged  gland  noticed  below 
angle  of  right  lower  jaw  iu  February,  1912.  It  was  diagnosed  as  possibly 
tuberculous  and  was  tteated  with  tuberculin,  but  as  it  gradually  increased 
and  the  right  tonsil  was  somewhat  enlarged  the  gland  and  the  tonsil  were 
removed,  and  the  gland  was  found  to  be  sarcomatous.  Patient  was  averse 
to  any  extensive  operation,  therefore  it  was  decided  to  treat  her  with 
radium.  Application  of  200  mgrm.  radium  bromide  have  been  made  by 
Dr.  Finzi  for  thirteen  hours  in  three  days  ;  exposures  of  right  tonsil  region 
inside  and  to  the  thickened  tissues  behind  and  below  the  angle  of  the  jaw. 
There  is  now  no  evidence  of  the  former  growth. 

Sarcoma  of  the  Right  Superior  Maxilla;  Removal  of  Jaw  and 
Subsequent  Applications  of  Radium  for  Recurrence.— P.  Watson- 
Williams,  M.D.,  and  N.  S.  Finzi,  M.B.— Female,  aged  thirty.  First 
seen  July  9,  1912,  complainiug  of  dull  aching  in  right  cheek.  There  was 
smooth  rounded  fulness  over  the  right  maxillary  antrum,  a  smooth 
swelling  of  the  hard  palate  on  the  same  side,  and  the  right  inferior  and 
middle  turbinals  were  pushed  in,  partially  occluding  the  nasal  passage. 
The  exhibitor's  antral  exploring  syringe  was  used,  the  needle  passed 
through  the  middle  meatus,  and  a  small  portion  of  the  growth  sucked 
into  the  needle  enabled  Professor  Walker  Hall  to  report  that  the  antral 
growth  was  a  large  round-celled  sarcoma.  Operation,  July  10  :  Removal 
of  right  upper  jaw,  the  antrum  being  found  filled  Avith  growth  which  had 
involved  the  roof,  outer  wall  and  floor  and  extended  backwards  to  the 
pterygo-maxillary  fissure.  She  recovered  without  any  noteworthy  feature, 
By  carrying  the  infra-orbital  incision  higher  up  towards  the  inner  canthus 
than  usual  one  gets  little  external  deformity,  as  the  zygoniaticus  juajor  is 
divided  near  its  upper  insertion.  Sections  showed  the  growth  was  a  large 
round-celled  sarcoma  (osteoid  sarcoma).  July  25  :  Portions  of  recurred 
gi'owth  repoi'ted  to  be  osteoid  sarcoma  removed  from  floor  of  oi-bit  and 
from  alveolar  margin.  July  81  :  These  aivas  wei'e  operated  on  afresh, 
but  similar  recurrenct.'s  developed  in  the  orbital  floor  and  in  the  pterygo- 
maxillary  fissure.  She  has  since  then  been  treated  by  Dr.  N.  S.  Fiuzi'aud 
appears  to  have  remained  free  from  any  evidence  of  recurrence.  Radium 
bromide,  200  mgrm.  used  for  exposures,  with  ^  in.  platinum  filter  ;  (a) 
August  22  to  28,  four  exposures  ;  {b)  October  14  and  15,  exposures 
lasting  twenty-four  iioiirs  altogether. 
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Dr.  FiNzi  said  that  in  the  hist  case  the  nuliiun  was  applied  eontiuu- 
ously  for  niuetv-si.v  hours,  starting  August  23.  ll»12,  forty-ciglit  liours 
packed  in  the  cavity  and  tiie  rest  of  the  time  on  lint  e.vternallv  ;  the 
radium  employed  was  200  m.,  and  the  metallic  filtration  of  the  rays  used 
was  2  mm.  thickness  of  platinum.  She  had  a  second  e.vposure  on  October 
14,  lasting  altogether  twenty-four  hours.  The  first  case,  that  of  the  old 
man.  had  applied  to  it  the  same  quantity  of  radium  and  the  same  filtra- 
tion;  he  had  it  packed  inside  the  nose  for  forty  hours,  outside,  over  the 
glands  on  both  sides  of  the  neck;  the  application  lasted  altogether . two 
days.  A  second  similar  application  had  just  been  completed.  In  this 
case  the  radium  was  applied  solely  with  the  idea  of  affording  relief,  and 
it  had  done  so.  The  second  case  had  an  exposure  with  radium  against 
the  tonsil,  with  the  same  filtration  and  the  same  amount  of  radium,  for 
four  and  a  half  liours ;  then  she  had  fourteen  and  a  half  hours  with  the 
radium  outside,  on  lint  under  the  jaw,  and  another  fourteen  and  a  half 
hours  just  behind  the  jaw.  There  was  a  severe  reaction  afterwards,  but 
the  tumour  had  disappeared.  Where  the  growth  Avas  in  the  upper  jaw, 
the  round-celled  sarcomata  were  almost  invariably  benefited  by  radium 
The  rapidly  growing  epitheliomata  of  this  region  which  reciu'i-ed  rapidlv 
when  it  was  removed  surgically  also  did  very  well  Avith  radium.  Some 
epitheliomata  were  very  refractory ;  the  squamous-celled  growth  of  the 
mucous  membrane  as  a  rule  did  badly,  but  he  had  occasionally  had  good 
results  there  also. 

The  President  said  that  up  to  the  present  it  seemed  impossible  to 
do  anything  curative  with  squamous-celled  epitheliomata,  especially  of 
the  buccal  laryngeal  or  cesophageal  mucous  membranes. 

The  Tonsillectome— a  New  Type  of  Guillotine  or  Tonsillotome 
Bpecially  designed  for  the  Enucleation  of  Tonsils. — J.  F.  O'Malley, 
F.R.G.S. — This  instrument  is  intended  for  enucleation  only,  and  has 
been  gradually  evolved  to  meet  the  difiiculties  of  enucleation  as  they 
arose  in  the  method  which  I  use.  I  have  used  this  type  of  instrument 
for  over  a  year  in  close  on  1000  cases  with  very  satisfactory  results.  The 
haemorrhage  is  exceptionally  slight,  being  only  an  average  of  3  dr.  for 
bot  h  tonsils  in  a  large  series  of  cases.  The  advantages  claimed  for  the 
special  features  of  the  instrument  were  described. 

Dr.  Watson-Williams  was  sure  the  principle  of  the  instrument 
shown  was  the  right  one  to  go  upon  ;  more  than  a  year  ago  he  had 
designed  a  similar  instrument,  and  more  recently  Professor  Ballenger  had 
shown  him  his  original  tonsil  forceps,  w  hich  was  very  much  like  his  own 
design. 

Dr.  Irwin  Moore  contratulated  Mr.  O'Malley  on  his  improvement, 
bui  thought  the  Heath  guillotine  would  be  hard  to  beat. 

Tumour    of   the    Right    Superior    Maxilla.— J.    F.    O'Malley, 

F.R.C.S. — F.  W ,  aged  twenty-six,  noticed  swelling  two  months  ago. 

Onset  gradual;  has  steadily  increased.  No  pain  or  tenderness  at  any 
time.  No  nasal  discharge  or  obstruction.  Examination  :  Hard  swelling 
or  anterior  aspect  of  right  superior  maxilla.  It  extends  upwards  to  iuf  ra- 
orbitral  margin,  inwards  on  nasal  process  and  down  to  alveolus.  It 
does  not  involve  the  orbital,  palatal,  or  nasal  aspect  of  the  maxilla. 
There  were  two  questions  of  interest  in  this  case.  The  first  w^as  to 
determine  whether  the  antrum  was  involved  or  not;  and  the  second,  if  it 
was  affected,  what  was  the  nature  of  the  disease  ?  The  absence  of  pain  or 
tenderness,  no  nasal  discharge,  no  alteration  in  the  orbital,  palatal,  or 
nasal   walls    of    the    antrum,    no  egg-shell  crackling,  and   the   negative 
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results  of  ti-ansillumination  and  lavage  exclude  auy  affection  of  this 
cavity.  The  hardness  of  the  swelling,  the  absence  of  pain  or  tenderness, 
and  of  infiltration  of  the  superficial  tissues,  and  no  pulsation,  point  to  a 
benign  growth  sucli  as  an  osteoma.  The  historv  of  two  months'  growth 
is,  however,  rather  short  for  an  osteoma  of  this  size. 

Mr.  Wright  said  he  thought  the  skin  was  adherent  over  it,  and  it 
felt  very  much  like  a  periosteal  sarcoma  of  the  malar  bone. 

Mr.  O'Malley  i-eplied  that  he  examined  the  case  cai'efully  under 
cocaine  and  adrenalin.  There  was  some  iuflammatoi'v  reaction  to-day 
round  the  puncture  of  the  trocar  and  cannula,  and  that  was  the  cause  of 
some  oozing  of  a  serous  exudate  which  led  one  of  the  members  to  think 
that  the  nose  was  being  invaded  by  an  antral  growth.  There  was  no 
trace  of  bulging  on  the  previous  day. 

Tuberculous  Ulceration  of  the  Pharynx  with  Involvement  of 
the  Larynx. — Somerville  Hastings,  M.S. — Woman,  aged  twenty-four. 
Two  months  ago  she  began  to  complain  of  aching  pain  in  the  tliroat, 
especially  on  the  left  side.  A  little  later  the  voice  liecame  slightly  hoarse 
and  a  cough  developed.  The  pain  in  the  throat  is  now  more  severe,  and 
at  times  keeps  her  awake  at  night.  There  is  some  pain  in  swallowing. 
The  surface  of  the  left  tonsil  is  covered  by  a  rough,  nodular  growtli, 
ulcerated  in  places,  which  has  spread  to  both  pillars  of  the  fauces  and  to 
the  soft  palate,  and  extends  doA^Tiwards  as  far  as  the  epiglottis.  The 
growth  is  firm  to  the  touch,  Ijut  there  is  no  deep  induration.  The  epi- 
glottis is  swollen  and  pale,  and  so  are  both  arytaeuoids.  The  cords  are 
normal.  The  uvula  is  red  and  oeclematous,  and  a  lymphatic  gland  about 
the  size  of  a  filbert-nut  can  be  felt  behind  tlie  angle  of  the  jaw.  Dr.  E.  A. 
Young  thinks  l>oth  lungs  are  affected  by  tuberculosis.  Wassermanii 
reaction  is  negative,  and  a  small  portion  of  the  growth  removed  for  histo- 
logical examination  shows  typical  giant-cell  systems. 

Tumour  of  Region  of  the  Left  Palate.— Hunter  F.  Tod,  F.R.C.S. 

— Male;  aged  forty,  tumour  first  noticed  two  weeks  ago  ;  painless.  Was 
twice  incised  by  the  doctor,  who  thought  it  was  a  quinsy.  The  post- 
nasal  space  is  found  to  be  partially  blocked  owing  to  the  swelling  of  the 
soft  palate  posteriorly. 

Swelling  and  Ulceration  of  Subglottic  Region  of  the  Left  Side 
of  the  Larynx. — Hunter  F.  Tod,  F.R.C.S. — Female,  aged  twenty 
eight.  The  patient  had  a  large  mass  on  the  left  side  in  the  subglottic 
region,  and  fixation  of  that  side  of  the  larynx.  She  had  been  treated  for 
tuberculous  trouble  of  the  left  knee-joint  for  three  years.  Some  hoarse- 
ness and  cough  for  about  one  year.  No  tuberculous  disease  of  lungs. 
Mr.  Tod  regarded  it  as  tuberculous,  and  invited  suggestions  as  to 
treatment. 

Sir  Felix  Semon  said  he  would  beafraidjto  do  anything  in  this  case  on 
account  of  the  complete  fixation  of  the  crico-arytsenoid  articulation.     He  i 
did  not  see  anv  immodi.ate  necessitv  to  interfere. 

^  I 
Post-nasal  Tumour. — Norman  Patterson,  F.R.C.S.  — Female, ' 
aged  forty-eight.  Post-nasal  growth  removed  ten  years  ago.  Recur- 
rence :  On  November  11,  1912,  I  removed,  by  means  of  a  snare,  a 
tumour  the  size  of  a  walnut,  from  the  region  of  the  left  Eustachian  tube.  '■ 
It  was  a  firm  filn-ous  mass  and  presented  no  ulceration.  Four  years  ago' 
gathering  in  left  ear.     Watch  now  heard  on  contact.     Growth  appears! 
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clinically  to  be  beuign,  Init  pathologists  report  on  last  specimen  that  it  is 
a  sqnamons  and  polyclonal- celled  carcinoma.  Patient  now  showH  some 
fulness  over  the  left  Eustachian  orihce,  hut  there  is  no  ulceration. 
Opinions  as  to  the  nature  of  the  tumour  and  the  treatment  to  be  adopted 
are  invited. 

The  President  said  he  had  seen  seven  cases  of  endothelioma  of  the 
lateral  wall  of  the  naso-pharynx.  The  cases  had  all  been  fatal.  They 
usually  produced  deafness,  with  serous  effusion  in  the  tympaniun,  axises- 
thesia  of  the  third  division  of  the  fifth  nerve,  and  mechanical  fixation  of 
the  levator  palati.  At  first  he  thought  this  case  w'as  endothelioniii,  but 
the  history  seemed  too  long  for  this  view  to  be  maintained.  Each  of  his 
cases  recurred  in  six  or  seven  weeks  to  two  mouths  after  operation. 

Mr.  Pattekson  replied  that  he  had  had  au  endothelioma  in  a  patient 
aged  over  fifty.  He  removed  it  as  far  as  he  could  through  the  soft 
palate,  but  it  recurred  iu  two  or  three  weeks.  There  w^as  great  pain  in 
the  occipital  region  and  a  discharge  from  the  ear. 

Swelling  of  the  Larynx. — W.  H.  Kelson,  M.D. — Female,  aged 
forty,  suffering  from  swelling  of  the  left  arytenoid,  left  ventricular  liand, 
and  adjacent  part  of  pharyngeal  wall.  Discomfort  had  come  on  directly 
after  a  meal  about  a  week  previously.  The  left  coi'd  did  not  seem  to  be 
affected.  No  history  or  indication  of  tubercle  or  syphilis  could  be 
obtained.  The  affected  parts  looked  very  cedematous.  Subsequent 
history :  A  week  after  the  exhibition  of  the  case  a  free  discharge  of  pus 
took  place  and  the  whole  swelling  subsided. 

Dr.  Wright  said  the  case  looked  to  him  like  one  of  acute  perichondritis 
with  abscess,  or  possiblv  sub-perichondrial  haemorrhage  resulting  from 
the  strain  of  vomiting.  The  patient  had  a  similar  attack  a  year  ago,  and 
she  had  now  got  considerable  swelling  on  the  left  side,  apparently  fluid, 
involving  the  arytaenoid  and  the  false  cord  region,  practically  blocking 
up  the  whole  of  that  side  of  the  larynx. 


PROCEEDINGS    OF     THE     SCOTTISH    OTOLOGICAL 
AND     LARYNGOLOGICAL    SOCIETY. 


Meeting  in  the  Royal  Infirmary,  Edinburgh,  November  30,  1912. 


Dr.  J.  S.   Frasek  in  the  Chair. 


Bejjorted   hy  Dr.  W.   S.   Syjie. 


{Continued  from  ]>.  164.) 

Naso-pharyngeal  Fibro-sarcoma ;    Operation  ;   Recovery.     W. 

Milligan,  M.D.— Patient,  F.  L ,  male,  aged  fourteen,  was  admitted  to 

the  Royal  Infirmary,  Manchester,  in  September,  1909,  complaining  of 
nasal  obstruction,  marked  deafness  upon  the  right  side,  and  progressive 
loss  of  weight  of  twelve  months'  duration.  The  naso-pharynx  was 
blocked  by  a  large  and  hard  growth,  springing  apparently  from  the 
junction  of  the  vault  with  the  posterior  pharyngeal  wall  upon  the  right 
side.     The  right  nasal  passage  was  completely  occluded  by  a  prolongation 


266  The  Journal  of  Laryngology,  [May,  1913. 

of  the  growth.  The  right  menibi-aua  tympaui  was  much  retracted  and 
the  tympauinn  contained  fluid. 

Operation. — A  Kuhn's  per-oral  intubation  tube  was  first  passed  and 
the  anaesthetic  adniinistereil  through  it.  The  right  half  of  tlie  upper  jaw 
Avas  removed  and  an  excellent  view  of  the  growth  obtained.  The  growth 
was  removed  h\  means  of  an  ecraseur,  which  was  very  gi'adually 
tightened.  Its  point  or  surface  of  origin  was  scraped  with  a  sharp  ring 
knife,  and  then  cauterised  with  an  electro-cautery  needle.  Haemorrhage 
was  not  at  any  time  serious. 

Up  to  date  the  jjatient  has  been  free  from  recurrence  and  his  general 
heahh  is  excellent.  He  now  wears  an  oljturator,  and  is  able  to  talk  well. 
Specimen  shown. 

(Esophageal  Pouch  ;  Removal ;  Recovery. —W.   Milligan,  M.D. 

— A  male,  aged  fifty-six,  seen  February,  1912,  had  suffered  for  two 
years  from  difficulty  in  swallowing  and  from  frecjuent  regurgitation  of 
food,  often  fz'om  an  hour  to  two  hours  after  having  swallowed  it.  There 
had  been  considerable  loss  of  weight  and  strength.  Examination  with  a 
bougie  showed  that  there  was  a  diverticulum  about  the  level  of  the  cricoid 
cartilage  projecting  slightly  to  the  right  side.  Examined  Avith  X  rays, 
bismuth  porridge  was  seen  to  pass  readily  into  the  pouch,  a  small  portion 
trickling  slowly  into  the  stomach  (photograph  shown). 

Operation. — Under  general  ansethesia  an  incision  was  made  along  the 
anterior  border  of  the  right  sterno-mastoid  muscle  and  the  lateral  wall  of 
the  oesophagus  exposed.  The  bougie,  previously  passed,  was  used  to 
make  the  pouch  project  and  to  define  its  size  and  attachments.  The 
pouch  was  then  carefully  cut  away  from  the  cesophagus,  and  the  opening 
in  the  oesophageal  wall  closed  with  a  double  row  of  sutures.  Rectal 
feeding  was  adopted  for  four  days,  after  which  time  the  patient  wa,s  given 
sterilised  milk  by  the  mouth.  Rapid  improvement  followed,  and  by  the 
end  of  three  weeks  the  patient  was  taking  ordinary  food  without  any 
difficulty.     There  has  been  no  relapse  and  the  patient  has  gained  weight. 

Photographs  shown  illustrating  the  pouch  distended  with  bismuth 
porridge.     Pouch  shown. 

Dr.  Milligan  agreed  with  Dr.  Eraser  that  these  pouches  were  not 
really  oesophageal  but  hypo-pharyngeal ;  they  occurred  just  as  the  hypo- 
pharynx  passed  into  the  cesophagus.  There  is  a  perfectly  good  anatomical 
reason  Avhy  they  should  form  tliere  between  the  oblique  and  the  fundiform 
fibres  of  the  inferior  constrictor.  It  was  an  entirely  different  thing  from 
the  traction  pouch.  The  pressure  pouch  was  invariably  on  the  posterior 
wall  of  the  food  passage. 

Traumatic  (Rabbit-bone)  Perforation  of  (Esophagus  into 
Aorta  ;  Necrosis  of  Mediastinal  Tissues ;  Haemorrhage  into 
(Esophagus.  Stomach  and  Bowels.— W.  Milligan,  M.D.— Male,  aged 
niiiHciMi,  was  admitted  with  a  history  of  hicmatemesis,  attributed  to 
having  swallowed  a  small  piece  of  rabbit-bone  ten  days  previously.  On 
admission  the  patient  Avas  found  to  be  pale  and  anaemic,  Avith  a  small  and 
rapid  pulse.  Witli  the  fluoi-escent  screen  no  evidence  of  any  bone  could 
be  seen  in  the  cesopliagus.  Under  chloroform  the  oesophagus  Avas  care- 
fully examined  Avitli  tlie  teso]>hagoscope  (dorsal  position).  About  the 
level  of  tlie  carina  a  small  red  granulation  Avas  seen  projecting  from  what 
appeared  like  an  ulcerated  surface,  but  there  was  no  evidence  of  any  bone, 
or,  at  the  time  of  examination,  of  any  haemorrhage.  No  attempt  Avas 
made  to  disturb  the  granulations.     Death  took  place  t-Avo  days  later,  after 
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a  verv  sevore  attack  of  lia?aiatemesis.  Fost-inortt'iu  report. — At  tlu'  level 
.of  the  tra  -heal  liifmvation  ami  on  that  part  of  the  wall  of  the  a'sopha^'us 
coutitcuous  to  the  aorta  is  an  iirejjiilar  ulcer  about  three  eighths  of  an 
inch  in  diameter,  with  irre^rular  uuirjjfins,  not  thickened,  and  with  a 
necrotic,  blackened,  slii^htly  depressed  base.  The  base  of  the  ulcer  lies 
ai,'ainst  a  blackish  mass  of  necrotic  tissue  in  the  mediastinal  cellular 
tissue  which  connects  the  ctsophagus  with  the  aivh  of  the  aorta;  tiiis 
mass  of  tissue  covers  the  area  of  the  little  tiu^er-nail.  There  is  a  pei'fo- 
ration  in  a  zone  of  lilack  necrotic  tissue  affectini^-  the  whole  coats  of  the 
aorta  over  a  small  area,  about  one  eighth  of  an  inch  in  diameter,  Iviug  ou 
the  wall  of  the  aorta  below  the  origin  of  subclavian  artery.  On  the 
o?sophageal  wall  there  is  another  necrotic  patch  on  the  opposite  wall  to 
that  above  affected,  and  about  three  quarters  of  an  inch  lower  down  the 
gullet.  This  necrosis  is  confined  to  the  mucous  membrane,  and  is  not 
definitely  ulcerated  and  only  covers  an  area  of  about  one-eighth  of  an  inch 
in  diameter.     Specimen  and  photograph  shown. 

Chronic  Sinusitis  of  Ethmoid  and  Sphenoid,  giving  rise  to  Oculo- 
orbital,  with  absence  of  Intra-nasal,  Symptoms.— J.  Malcolm  Far- 

quharson,  M.B. — Mrs.  B  .aged  thirty-four.ret'erred  on  November 'io, 

lyll,  from  the  Ophthalmic  Department  for  examination.  Complained 
of  frontal  headache,  accomjniuied  by  swelling  over  the  lower  part  of  fore- 
head, eyelids,  and  extending  downwards  to  the  upper  part  of  cheek;, a 
fortnight's  duration.  Previous  health  and  family  history  good.  Exami- 
nation showed  considerable  swelling  and  cedeina  of  the  lower  frontal  region  ; 
proptosis  of  eyeball ;  marked  ptosis ;  diminution  of  muscular  movement 
of  the  eyeball,  sixth  nerve  lieing  least  affected ;  pupil  dilated ;  fundus 
and  disc  normal.     Vision  :  right  eye  at  two  feet :  left  eye  -so- 

Anterior  Nares. — Beyond  a  slight  hypertrophy  of  right  middle  tur- 
binate, which  Avas  touching  septum,  normal :  posterior  rhinoscopy  ;  absence 
of  crusts,  pus,  atrophy,  hypertrophy,  or  cedema  of  turbiuals ;  Friinkel's 
posture  test  negative.  Transillumination  :  Frontal  and  maxillary  sinuses 
ilhuninate  well.  Patient  advised  to  come  into  hospital  for  immediate  opera- 
tion, but  was  unable  to  do  so  till  the  26th,  when  she  returned  with  a 
marked  cellulitis  over  the  swollen  areas.  Next  morning  on  removal  of 
bandage  she  complained  of  blindness,  only  being  able  to  distinguish  light 
from  darkness.  Edges  of  right  disc  blurred  ;  vessels  full ;  left  fundus 
normal;  right  pupil  does  not  leact  to  light.  Operation.  Periosteum 
•letached  from  the  inner  nasal  wall  and  floor  of  frontal  sinus  to  close 
proximity  to  optic  nerve.  No  pus  or  any  bone  lesion  observed.  On  dis- 
secting sac  from  lachrymal  bone  a  drop  of  pus  was  found  between  these 
structures.  The  ascending  process  of  superior  maxilla  was  resected ; 
anterior  ethmoidal  cells  opened  and  found  healthy.  Some  granulations 
were  found  in  the  posterior  ethmoidal  cells,  especially  in  one  large  cell 
just  in  front  of  sphenoid;  one  or  two  points  of  pus  also  observed. 
Sphenoid:  large  cavity ;  full  of  oedematous  granulations;  no  pus,  frontal 
sinus  opened  ;  healthy  ;  very  large,  extending  outwards  to  external  anterior 
process,  and  high  up  vertically.  Some  infected  wandering  fronto-ethmoidal 
cells  met  with  and  removed.  Eight  middle  turbinate  amputated,  and  the 
fronto-nasal  passage  enlarged.  Patient  did  well,  wound  healing  without 
suppuration  and  the  cvdema  rapidly  disappearing.  By  December  (3 
could  distinguish  shadow  of  two  fingers.  Movement  of  globe  increased  ; 
upper  eyelid  can  be  partially  elevated.  Dr.  Paterson  reports  that  there 
is  a  marked  pallor  of  disc,  with  conunencing  atrophy.  Fingers  at  a  foot 
.and  a  half  :  light   reflex  present,  though  sluggish.     December  20— left 
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iufirmarv  :  vision  not  improved  further  ;  globe  movements  now  normal,  no- 
deformities.  May  28 — Keturned  with  a  slight  swelling  over  the  inner 
surface  of  ala  of  nose  just  internal  to  lachrvmal  •  small  fistula,  probe 
passing  up  to  frontal  sinus.  Frontal  sinus  reopened  and  a  Killian  per- 
formed. Case  took  normal  course ;  dismissed  well  on  June  28 ;  no 
perceptible  deformity.  Since  then  patient  has  kept  well.  No  further 
improvement  in  vision. 

Large  Cyst  of  Arytaenoid  and  Ary-epiglottic  Fold.— J.  Malcolm 
Farquharson,  M.B, — Male,  aged  forty-six,  sought  advice  on  May  23 
last  for  difficulty  in  breathing.  No  previous  illness  until  five  years  ago^ 
when  he  gradually  became  husky  without  apparent  cause.  This  varied 
much  in  intensity.  Six  months  before  admission  suddenly  lost  his  voice, 
and  could  only  speak  in  a  whisper.  Absence  of  pain,  cough,  or  secretion. 
On  admission,  was  suffering  from  marked  dyspnoea.  The  whole  of  the 
right  arytaenoid  and  ary-epiglottic  fold  w'as  very  swollen,  of  a  dark  red 
colour,  giving  the  aj)pearance  of  a  solid  pear-shaped  mass.  At  one  spot — 
the  most  anterior  part  of  the  ary-epiglottic  fold — dilated  vessels  coursing 
over  the  surface  could  dimly  be  made  out.  Swelling  so  large  as  to  inter- 
fere with  air- way.  Edge  of  right  cord  only  seen  on  account  of  swelling  of 
ventricular  band  ;  a  portion  of  the  latter  only  visible.  Rest  of  structures  in 
larynx  normal.  Movement  of  cords  and  of  crico-ai-yteenoid  joints  normal. 
Eft'orts  made  with  punch  forceps  to  remove  a  portion,  but  owing  to  very 
tense  condition  of  walls,  unable  to  get  a  bite.  Incision  made  into  most 
prominent  part  of  sw^elliug ;  large  quantity  of  watery  fluid  of  a  faint 
yellowish  colour  escaped  under  pressure  ;  fluid  unfortunately  lost.  Exa- 
mination now  showed  normal  configui'ation  of  larynx.  Portion  then  cut 
out  of  cyst-wall.  Kept  in  bed  ;  ice  for  twenty-four  hours,  followed  by 
steam  benzoin  inhalations.  Did  well  for  four  days  when  suddenly  seized 
with  increasing  dyspnoea  and  sensation  of  choking.  Examination  showed 
entire  larynx  intensely  inflamed.  Enormous  swelling  of  the  entire 
arytaenoid  and  ary-epiglottic  fold  up  to  and  involving  the  lower  half  of 
epiglottis.  Eight  cord  and  crico-arytsenoid  joint  fixed.  Incisions  made 
over  swelling ;  very  free  haemorrhage :  great  relief  obtained.  Swelling 
gradually  disappeared  under  rest  and  steam  inhalations.  Dismissed  teu 
days  later,  when  swelling  had  almost  disappeared.  Some  movement  of 
right  crico-arytaeuoid  joint,  which  is  slightly  swollen.  Present  condition 
of  larynx  normal. 

Intra-nasal     Radical    Maxillary    Antrum     Operation.— J.    Dr 
Lithgow,   M.B. — The  purpose  of  the  operation  is  to  provide  free  aud 
permanent  access  to  the  maxillary  antrum  for  intra-nasal  inspection  and 
drainage.     The  operation  is  performed  under  local  anaesthesia  and  con- 
sists of  two  stages,  separated  by  an  interval  of  a  month  or  so  ;  the  second 
stage  is  proceeded  with  only  in  the  event  of  a  cure  not  resulting  duriug 
the  intervening  period.     First  stage  :  The  region  of  the  inferior  turbinate 
and  meatus  is  carefully  dried  and  packed  with  10  per  cent,  cocaine  and 
adrenalin  solution.     After  ten  minutes  the  packing  is  removed  from  the 
inferior  meatus  and  Blegvad's  strong  solution  of  cocaine  substituted  : 
Cocaine      ..........     lO 

Salicylic  acid      .........     I'O  1 

Adrenalin .........    gtt.     10 

Absolute  alc(.h(.l '      .     2  0 

In  five  minutes  the  plugs  may  be  removed,  and  the  antrum  is  punc- 
tured with  Myles*  antral  trocar  about  an  inch  from  its  anterior  extreniitv 
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and  as  near  the  Hoor  as  possible  ;  the  liaudle  ot"  the  iiistrunioiit  is  tlieii 
rotated  around  its  long  axis  through  a  halt'  cirele  and  slowlv  with<lrawn 
until  the  baok-eutting  edge  of  the  trocar  is  felt  to  be  inipaeted  near  the 
antero-inferior  angle  of  the  antrum  ;  the  instrument  is  then  inclined  more 
towards  the  septum  of  the  nose  and  withdrawn  with  a  screwing  move- 
ment. A  slot  of  about  an  inch  in  length  bv  one  eighth  of  an  inch  in 
breadth  is  thus  cut  in  the  inferior  meatal  wall  of  the  antrum.  The 
corresponding  strips  of  bone  and  mucosa  will  be  found  adhering  to  the 
ring  of  the  trocar  and  mav  be  examined  microscopically.  The  contents 
of  the  antrum  may  then  be  aspirated  through  a  silver  Eustachian  catheter 
and  lavage  performe(l.  When  the  outflow  is  at  last  clear  the  patient 
should  occlude  the  nostrils  and  blow  out  the  remaining  fluid  in  the 
antrum  via  the  catheter.  The  inferior  meatus  is  now  plugged  with 
bismuth  gauze,  which  may  be  removed  during  the  course  of  the  dav. 
Lavage  of  the  antrum  should  be  carried  out  at  regular  intervals  by  means 
of  the  catheter,  which  can  hardly  fail  to  hit  off  some  portion  of  tlie  slot 
in  the  antral  wall  on  the  subsequent  lavages.  If.  at  the  end  of  five  or 
six  weeks,  the  discharge  still  continues,  one  then  passes  on  to  the 
second  stage:  The  antrum  is  douched  and  dried  as  befoi'e ;  the  patient 
then  inclines  the  head  towards  the  affected  side,  and  thirty  drops  of  the 
lU  per  cent,  cocaine -adrenalin  solution  is  injected  into  the  antrum  through 
the  catheter,  and  on  withdrawing  this  the  anterior  half  of  the  middle  and 
inferior  meatuses  are  packed  with  gauze  similarly  impregnated.  The 
head  is  then  inclined  w-ell  towards  the  healthy  side  and  slightly  forwards. 
After  ten  minutes  the  plugging  is  removed  from  the  middle  meatus  and 
the  anterior  half  of  the  inferior  turbinate  is  smeared  all  over  with 
Blegvad's  solution,  working  well  up  to  the  antral  wall  of  the  middle 
meatus  and  towards  its  anterior  extremity.  In  a  few  minutes  the  mucosa 
assumes  a  snow-white  appearance.  The  plug  is  now  removed  from  the 
inferior  meatus  and  the  anaesthesia  is  complete. 

The  lower  movaV)le  blade  of  Struyekeus  turbinotome  is  inserted  into 
the  antrum  through  the  anterior  extremity  of  the  slot  in  the  inferior 
meatus  :  the  upper  and  fixed  blade  passes  over  the  antei"ior  extremity  of 
the  inferior  turbinate  at  an  angle  of  45'^ ;  the  blades  are  then  closed  and 
a  slot  cut  through  the  turbinate  and  antral  wall.  Before  removing  the 
forceps  they  are  bent  somewhat  forcibly  towards  the  septum,  when  the 
anterior  extremity  of  the  turbinate  and  the  adjacent  portions  of  the  antral 
wall  attached  to  it  will  appear  in  view.  A  strong  snare  is  then  passed 
around  the  projecting  portion — the  loop  towards  the  septum,  the  barrel 
towards  the  antral  side.  On  drawing  u])  the  loop  one  cuts  through  and 
removes  a  large  triangular  portion  of  antral  wall  with  the  anterior  third 
of  the  inferior  turbinate  attached  to  it.  The  antrum  should  now  lie 
packed  with  a  continuous  strip  of  gauze  wrung  out  of  peroxide  of 
hydrogen.  The  cut  edges  are  powdered  with  orthoform  or  anaesthesin 
and  then  smeared  Avith  vaseline.  The  anti-al  ]jlug  will  be  removed  after 
the  reactionary  haemorrhage  has  passed  off. 

The  after-treatment  consists  in  spraying  the  antrum  with  peroxide  of 
hydrogen,  douching  with  saline  solution,  and  then  insufflating  a  ^  per 
cent,  solution  of  menthol  in  parolene.  This  may  be  intrusted  to  the 
patient.  A  large  portion  of  the  antrum  may  be  seen  on  inspection  by 
anterior  rhinoscopy  with  the  aid  of  the  lateral  rhiuoscopic  mirror;  and 
should  a  Holmes's  pharyngoscope  be  available,  then  the  whole  extent  of 
the  cavity  may  be  seen.  This  in  part  answers  one  of  the  principal  objec- 
tions to  the  intra-nasal  route,  that  the  antrum  can  neither  be  inspect eil 
uor  curetted. 
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Dr.  Syme  said  that  though  Dr.  Litlii^-ow's  operation  was  iuo-enious  he 
did  not  see  the  need  of  it.  The  Caldwell-Lxic  operation  could  be  carried 
out  under  local  anaesthesia,  an<l  the  results  were  so  satisfactory  in  the 
^reat  majority,  he  was  almost  tempted  to  sav  in  all  of  cases,  that  he  did 
not  understand  the  indication  for  an  extended  intra-uasal  procedure. 

Dr.  LiTHfiOW  replied  that  he  looked  upon  his  method  as  more  simple 
than  the  Caldwell-Luc.  hence  its  indication  l)0th  from  the  siirgeon's  and 
the  patient's  points  of  view. 

Retro-Pharyngeal  Abscess  in  an  Adult  aged  fifty ;  Incision  ; 
Cure.     Patient  shown.     J.  D.  Lithgow,  M.B. 

Singer's  Node  removed  by  Indirect  Method.— W.  G.  Porter,, 
M.B. — The  case  illustrates  the  possible  pathology  of  some  of  the  cases. 

]VX.  C ,  aged  twenty,  a  rubber  worker,  gave  a  history  of  hoarseness  of 

a  year's  duration.  On  examination  a  small  white  projection  was  seen  on 
the  edge  of  the  right  vocal  cord  and  near  its  centre  ;  it  had  the  typical 
appearance  of  a  singers  node.  It  was  removed  by  Moritz-Schmidt's 
forceps  by  the  indirect  method.  The  section  shows  a  pear-shaped  pro- 
jection composed  internally  of  a  young  vascular  connective  tissue  showing 
Very  little  sign  of  reaction.  The  central  part  of  the  growth  is  occupied 
bv  "some  blood-clot,  Avhich  in  one  part  is  undergoing  slight  organisation. 
The  surface  is  covered  by  normal  epithelium,  in  character  similar  to  that 
which  covers  the  vocal  cord.  Dr.  Shennan  concludes  that  the  growth  is 
of  the  nature  of  simple  papilloma. 

Singers  Node  in  Ozaena  Subject;  Node  cauterised:  Czaena 
improved  by  Vaccine. — W.  G.  Porter,  M.B.— N.  B^ ,  aged  twenty- 
five,  has  a  good  alto  voice,  although  suffering  from  ozsena,  for  which  she 
has  been  treated  by  daily  lavage  for  two  years.  This  kept  the  symptoms 
in  abeyance.  Hoarseness  developed  in  July,  1911,  and  at  that  time  a  very 
slight  projection  was  seen  on  left  coi'd.  Voice  rest  was  ordered,  but  the 
condition  got  worse  and, singing  was  impossible.  In  November,  1911,  a 
typical  singer's  node  had  developed  ;  it  Avas  destroyed  by  the  cautery  by 
tiie  indirect  method.  The  burn  was  slow  in  healing,  but  the  functional 
result  has  been  perfect.  The  patient  has  had  symptoms  of  ozaena  for 
five  years.  Dr.  Struthers  Stewart  investigated  the  bacteriology  of  the 
discharge  (February,  1912),  and  isolated  an  organism  resembling  Abel's- 
bacillus  in  almost  pure  cidture.  From  this  he  prepared  a  vaccine.  The 
first  inoculation  of  10  millions  was  given  February  29,  1912  ;  the  inocu- 
lation was  repeated  weekly  thereafter  for  four  weeks,  the  dose  being 
increased  to  50  millions.  The  crusting  had  by  this  time  definitely 
diminished.  Five  more  injections  were  given  between  March  29,  1912, 
and  June  6,  1912,  aud  since  the  latter  date  syringing  has  been  entirely 
stopped.  The  dose  has  uoav  been  increased  to  300  millions,  and,  in  all, 
eighteen  inoculations  have  been  given.  The  nose  Ayhen  examined  on 
November  14,  1912,  Avas  free  from  crusts,  and  there  Avas  no  trace  of 
odour.  Tlie  patient  is  free  from  headaches,  and  there  is  no  feeling  of 
dryness  in  the  throat. 

Ozaena  treated  by  Vaccine.  -W.  G.  Porter,  M.B.— L.  L ,  aged 

fifteen,  suiTered  from  symptoms  of  oziena  for  a  year,  blocking  of  nose, 
discliarge  from  back  of  nose,  headache  and  foetor.  Discharge  examined 
bv  Dr.  Struthers  SteAvart,  an  organism  resembling  Abel's  bacillus  isolated, 
and    vaccine   prepared;    first   inoculation   10  millions,   March    7,    1912. 
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After  six  inoculations  the  lavuLie  of  the  nose  was  stopped  uu  Mav  30r 
1W12  ;  the  cnistint?  had  then  diminished,  and  the  subjective  svmptoms 
were  cjreatly  relieved.  Since  that  date  had  had  six  inoculations*,  the  last 
August  1.  191:2.  of  40  millions;  the  nose  has  remained  free  from  crusts 
and  there  is  no  odoiu'. 

Dr.  PoiiTKR  said  that  he  had  another  case  under  treatment  bv  tliis 
method,  but  that  there  had  not  vet  been  time  to  jiidi^e  of  the  effect.  The 
two  cases  shown  did  not  now  require  douching-.  He  did  not  claim  that 
these  cases  proved  anvthing,  but  they  were  suggestive,  and  he  thought  the 
method  of  treatment  by  vaccine  worthy  of  further  trial. 

?  Fibroma  of  Pharynx.— J.  M.  Darling,  MB. — Male,  age<l  fortv- 
ftve.  complains  of  something  moving  about  loosely  in  his  throat  when  he 
swallows.  There  is  a  pendulous  pyriform  mass  between  the  left  faucial 
pillars  ;  situated  often  below  the  level  of  the  depressed  tongue,  and  not 
visible  on  first  examination  ;  free  at  upper  pole ;  attached  to  and  slun«- 
from  the  anterior  pillar  ;  hanging  towards  the  middle  line  ;  smooth  ;  no 
ulceration  ;  glides  freely  up  and  down  with  the  movements  of  deglutition  ; 
no  glandvdar  enlargement.  A  piece  Avas  snipped  off  from  upper  and 
inner  aspect  for  microscopic  examination.  Structure — fibroma  (?  malio-- 
nant).     Section  also  shown. 

Dr.  Brown  Kelly  said  cases  such  as  Dr.  Darling's  were  rare.  He 
had  had  one  in  which  the  growth  was  attached  to  the  lateral  wall  of  the 
pharynx,  and  there  was  no  recurrence  up  to  the  time  of  the  man's  death 
seven  years  later.  He  knew-  of  three  other  cases  in  which  a  similar 
growth  sprang  from  the  soft  palate,  epiglottis,  and  lateral  wall  of  the 
pharvux  respectively.     All  of  these  were  malignant. 

Keratosis  of  Larynx  and  Trachea.— A.  Brown  Kelly,  M.D.— Man, 
aged  twenty-one.  Hoarseness  set  in  gradually  about  eighteen  months 
ago  :  at  present  not  so  marked  as  previously.  No  other  symptom.  Local 
appearances  have  remained  almost  unchanged  since  coming  under  obser- 
vation three  months  ago.  On  the  anterior  two  thirds  of  the  slightly  red 
left  vocal  cord  is  an  in*egidar  white  formation,  like  curd.  In  the  trachea^ 
on  its  anterior  wall,  are  three  or  four  tiny  white  prominent  points.  No 
keratosis  in  pharynx.  The  excrescence  on  the  vocal  cord  was  removed, 
but  recurrence  took  place  in  a  feAv  days.  Dr.  Abel  prepared  films  and 
sections  from  the  excrescence,  and  found  that  the  former  showed  a  few 
leptothrix  filaments  and  small  cocci  or  bacilli,  while  the  latter  were  mainly 
composed  of  strata  of  flattened  epithelial  cells,  surmounted  bv  Ijroken 
strata  similar  to  those  of  the  cornified  layer  of  the  skm. 

Dr.  Logan  Turner  show^ed  a  coloured  sketch  of  a  case  wdiich  had 
been  under  his  care  where  there  were  the  same  microscopic  findings. 
Neither  in  Dr.  Kelly's  case  nor  in  his  was  there  any  pharyngeal  keratosis. 
His  case  was  published  in  the  Edinburgh  Medical  Journal,  April,  190(!. 

Osteo-Fibroma    of    Superior   Maxilla.  -James   Adam,   M.D.— 

Female,  aged  twenty-five.  Case  was  shown  at  the  last  meeting  i  as  one  of 
osteomata  of  both  antra  with  symptoms  of  painless  increase  for  seven 
years,  causing  bulging  of  alveolar  ridge  and  of  hard  palate  downward, 
of  nasal  walls  inwards,  of  antral  walls  forwards,  and,  on  the  left  side,  of 
nasal  floor  upward,  and  of  orbital  floor  upward  resulting  in  slight 
exophthalmos.  Opinions  expressed  Avere  that  it  was  a  case  of  tumoui",  of 
leoutiasis,  of  cyst.     Operation  under  infiltration  anaesthesia ;  incision  in 

'  JouRN.  OF  Labtngol.,  Rhinol.,  AND  Otol.,  vol.  xxvii,  p.  389. 
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gino'ivo-labial  fold.  The  right  anterior  antral  wall  was  as  thin  as  paper, 
and  dimpled  on  pressure ;  on  the  left  the  lower  part  of  this  wall  had 
been  ({uite  absorbed,  and  the  tumour  lay  luider  the  mucous  membrane. 
A  solid  tumour  about  the  size  of  a  Tangerine  oi-ange,  filling  the  whole 
antrum  with  a  few  adhesions,  was  removed  on  each  side  ;  on  the  right 
there  was  a  bony  pedicle  external  to  the  pyriform  orifice  necessitating 
cutting  with  strong  forceps  -.  floor  of  orbit  was  opened  on  this  side.  No 
fistula  remains. 

Pathologist  reports  tumours  to  be  fibromata  with  osseous  changes. 
Sections  shown. 

Drs.  W.  Gr.  Porter  and  A.  Logan  Turner  showed  skiagrams  illus- 
trating the  mastoid  region  of  the  skull. 

Dr.  H.  H.  Bolton  showed  a  series  of  cultures  of  the  Bacillus  proteus 
vulgaris. 

Drs.  A.  Logan  Turner  and  W.  T.  Ctardiner  showed  pathological 
specimens  illustrating  tubercular  ulceration  of  the  trachea,  syphilitic 
necrosis  of  the  larynx,  stenosis  of  the  larynx  after  diphtheria  and 
tracheotomy,  meningitis  secondary  to  sphenoidal  sinus  suppuration, 
frontal  lobe  abscess  and  meningitis  secondary  to  accessory  sinus  sup- 
puration and  orbital  abscess. 

Dr.  J.  D.  LiTHGOW  showed  : 

(rt)  An  improved  form  of  guillotine  for  extra-capsular  enucleation  of 
the  tonsils  by  the  AVhillis-Pybus  method. 

(&)  A  pair  of  mirrors,  right  and  left,  for  lateral  intranasal  rhinoscopy 
(in  connection  with  intra-nasal  maxillary  antrum  operations). 

(c)   Some  tonsils  enucleated  with  the  above  guillotine. 


Jib.striict.s. 

LARYNX    AND    TRACHEA. 

Kellock,  Thomas  H. — Pneumonotomy  for  Foreign  Body.  "  Proc.  of 
Roy.  Soc.  Med.,"'  vol.  vi,  No.  3,  January,  1918,  Clinical  Sect., 
p.  64. 

A  boy,  aged  four  and  a  half,  swallowed  a  shawl-pin  one  and  a 
half  inches  long,  and  was  admitted  four  days  later,  on  June  3,  to 
hospital.  A  skiagram  showed  the  pin  at  the  level  of  the  third  i-ib,  point 
upwards,  apparently  in  the  right  bronchus.  Attempts  were  made  on 
fcnir  occasions,  at  first  through  the  larynx,  and  latterly  through  a  low 
tracheotomy  wound,  to  remove  the  pin  with  the  bronchoscope,  but, 
although  the  pin  was  grasped  more  than  once,  the  attempts  failed.  On 
June  22  a  skiagram  showed  the  pin  lying  ne.ar  the  diaphragm.  On 
June  24  another  attempt  was  made  with  the  help  of  a  gum-elastic 
catheter,-  with  the  bent-over  end  of  the  stylet  projecting,  controlled  by 
the  fluorescent  screen.     No  success. 

On  July  3,  operation.  The  child  had  a  slight  cough,  offensive 
breath,  no  expectoration,  was  slightly  anaemic,  otherwise  fairlv  well.  The 
patient  was  placed  on  the  left  side.  The  marks  made  during  localisation 
formed  a  guide  where  to  open  the  chest-wall.  The  chest  was  opened  bv 
two  flaps  i-eHected  backwards.  The  first  consisted  of  skin  and  muscles, 
the  second  of  parts  of  four  ribs,  intercostal  muscles  and  pleura,  making 
a  window  three  inches  square.  The  finger  located  a  hard  spot  about  the 
centre  of  the  diaphragmatic  surface.     The  lung  was  pushed  up  and  an 
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incision  uxiidv  liorc  (liiTC  (jiiartiM-s  (if  an  inch  doop.  With  the  liclp  of  tlie 
liuifers  of  tlie  left  liaiul  in  tlie  siik-ns  bctweou  tlio  middle  and  lower  lobes, 
a  lini^er  in  tlie  incision  felt  the  pin,  which  was  easily  extracted  by  sinus 
forceps.  A  little  foul  pus  followed  it  out  of  the  wound  in  the  lung. 
'I'liere  was  verv  little  ha-niorrhai^-e.  A  small  draina^'e-tube  was  inserted 
down  to  the  incision  in  the  lung.  Morphia  gr.  ^  was  administered.  Tlu^ 
pin  was  one  and  a,  half  inches  long,  with  a  glass  head  one  eighth  of  an 
inch  in  diameter.  The  child  was  vei'y  restless  fen-  a  few  days  (temp. 
lor-102",  })ulse  150-1(;(>,  respirations  4-i-50),  and  l»egan  to"  improve 
on  the  seventh.  Now  the  chest  moves  well,  tluM-e  is  no  scoliosis,  and  air 
enters  the  greater  part  of  the  lung.  Kai/inond  Vcrel. 


NOSE. 

Whale.  Harold  — Spasmodic   Rhinorrhcea   cured  by  Irrigation  of  the 
Maxillary  Antra,  which  were   infected  by  B.  Coli.     "  liancet," 
Octol.er  ]•_',  lltl-2,  p.  101-2. 
A  healthy  athlete  of  twenty  five      "Hay   fever"   four  years.     Both 

antra  dark  to  transillumination.     Both  were  tapped,   and    pus    found, 

yielding  a  pure  culture  of  B.   coli.     An  autogenous  vaccine  was  made. 

Cure  was  remarlcal)ly  rapid.  MarJeod  Ycnn^lry. 

Sluder.  G.— Vacuum  Nasal  Headaches  with  Ocular  Symptoms  only. 
••  Annals  of  Otol.,  Khinol.,  and  Laryngol.,"  xxi,  p.  l()i>. 
Refers  to  a  class  of  nasal  headache  due  to  closing  of  the  frontal 
sinuses  or  of  the  anterior  ethmoidal  labyrinth.  The  eye  disturbance  is  of 
the  nature  of  asthenopia.  Headache  is  usually  frontal,  growing  worse  on 
using  the  eyes.  Nasal  symptoms  are  usually  absent,  but  the  nasal  origin 
is  reveale;!  by  tenderness  of  the  upper  inner  angle  of  the  orbit  at  the 
point  of  attachment  of  the  pulley  of  the  superior  oblique  and  internal  and 
posterior  to  it.  Sklder  details  six  ways  in  wdiich  the  frontal  sinus  may 
become  closed:  (1)  Enlargement  of  the  tubercle  of  the  septum;  (2) 
lap])ing  down  of  the  middle  turbinate ;  (3)  hypertrophy  of  the  middle 
turitinate;  (4)  oedema  of  soft  tissues  of  vault  of  middle  meatus;  (6)  in 
normal  noses  by  bony  narrowing,  the  uncinate  process  and  bulla  Ijeing 
in  contact;  (6)  empyemas  or  coryzas  wdiich  have  got  well  but  left  some 
swelling.  As  regards  treatment,  applications  of  such  astringents  as 
2  per  cent,  silver  nitrate  are  often  sutticient,  but  operation,  according  to 
the  condition  found,  is  sometimes  rerpiired.  Macleod  Yearslcij. 

Wishart,  D.  J.  Gibb. — The  Eelation  of  Accessory  Sinus  Disease  to 
General  Medicine.     "  The  Canadian  Practitioner,"  March,  1912. 

This  jiapei-,  whicii  indicates  much  care  in  preparation,  and  contains  a 
rt'Kumc  of  the  author's  personal  experience  in  observation  of  diseases  of 
the  sinuses,  covers  a  wide  field.  Mention  is  made  of  the  facts  that  Ziem, 
only  a  quarter  of  a  century  ago,  opened  up  the  subject  of  the  sinuses  for 
observation;  that  Morell  Mackenzie,  in  his  work  of  1882,  does  not 
mention  the  subject  at  all ;  that  Hyrtl  the  same  year  stated  that  the 
sphenoidal  sinus  was  outside  the  field  of  observation  ;  and  that  in  1885 
Schoffer  was  the  first  surgeon  to  operate  on  the  sphenoidal  sinus  upon 
the  living  subject. 

In  dealing  with  the  minute  anatomy  of  the  sinuses  the  writer  dwells 
particularly  upon  the  importance  of  the  venous  and  lymphatic  drainage 
as  indicating  the  possible   direction   of  absorption  processes.     He  also 
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i*efers  to  the  peculiarities  of  formation  of  tlie  sinuses.  In  10  per  cent,  of 
maxillary  sinuses  there  is  au  accessory  ostium  below  the  luicinate  process 
and  behind  the  common  ostium.  Also  large  anterior  ethmoidal  cells 
may  occupy  the  place  of  the  frontal  sinus,  and  when  present  they  may 
interfere  with  the  f ronto-nasal  duct. 

The  iuterestinp;  relationship  of  the  sphenoidal  sinus  to  the  olfactory, 
optic  and  spheuo-palatine  nerves  and  the  reflex  infra-orbital  neuralgia 
which  is  often  associated  with  sphenoidal  sinusitis  do  not  escape  the 
author's  attention. 

The  paper  is  iiitendecl  to  deal  with  suppurative  diseases  of  the  siuuses 
only,  and  closes  with  a  resnmi'  of  forty-three  cases  which  have  passed 
under  the  writer's  observation  in  private  practice.  Of  these,  eight  are 
noted  as  frontal,  nine  as  maxillary,  tw^elve  as  ethmoidal,  one  as  sphenoidal, 
and  the  remaining  thirteen  as  a  combination  of  diseased  conditions  in 
two  or  more  of  the  sinuses. 

The  last  case,  No.  43,  the  writer  makes  a  special  note  upon.  The 
patient,  male,  aged  twenty- nine,  had  suffered  for  years  from  terrible 
headaches  in  both  frontal  regions.  During  this  period  his  physician  had 
frequently  given  him  injections  of  morphine  when  the  pain  became 
unbearable.  The  attacks  were  intermittent,  formerly  every  four  or  six 
weeks,  latterly  two  or  three  times  a  week,  lasting  for  many  hours  iTntil 
relieved  by  natural  or  acciuired  sleep. 

The  nasal  discharge  was  thick  and  yellow,  but  free  from  odour. 
There  was  very  slight  opt  ical  defect.  When  first  examined  by  the  writer 
there  was  no  discharge,  and  the  nose  was  remarkably  free  from  obstruc- 
tion. The  right  middle  turbinal  was  rather  close  to  the  septum  and 
slightly  coated.  Transilhuninatiou  showed  right  antrum  and  frontal 
sinus  darker  than  the  left.  On  washing,  a  teaspoonful  of  odourless  pus 
was  washed  from  right  antrum,  but  none  from  the  left  or  from  the 
frontal  sinus.  Sevei-al  davs  later  patient  had  a  burst  of  blood  and  pus 
from  his  nose.  On  washing  antrum  again  no  pus  was  obtained.  While 
discharge  was  free  the  headache  was  relieved,  but  pain  returned  on 
cessation  of  the  flow. 

It  was  then  decided  to  remove  the  entire  middle  turbinal  and  some 
of  the  posterior  ethmoid  cells.  A  week  later  the  patient  felt  much  better. 
A  further  curetting  was  done,  but  no  pus  found.  This  time  the  cure  of 
the  headache  Avas  complete.  Price-Brown. 


EAR. 

Frey,  Hug-o.-^The  Auditory  Apparatus  in  relation  to  Syphilis  and  Anti- 
syphilitic  Therapy.  "  Die  Heilkunde,"  Jahrg.  lUlI,  No.  11. 
Priiuiiry  sores  in  relation  to  the  ear  are  not  so  rare  as  might  be 
imagined.  Tliat  most  commonly  met  with  is  in  the  neigh liourliood  of 
the  [)haryngeal  orifice  of  the  Eustachian  tube,  the  virus  having  been 
transmitted  by  an  infected  catheter.  Though  macules  and  papules  may  j 
occa,sif)nalIy  l)e  observed  in  the  external  auditory  meatus  or  on  the 
mcnibrana  tympani,  secondary  syphilitic  manifestations  in  the  ear  are 
usually  of  a.  ('atarrhal  nature  and  secondary  to  a  specific  lesion  in  the 
nose  or  nas<)-])harynx.  Tlie  same  apjdies  to  tertiary  lesions  in  these 
regitms.  Early  treatment  will  prevent  such  sequelae.  Syphilitic  affec-| 
tions  of  the  iiuier  ear  may  be  either  lalnrinthine  or  retro-laliyrinthiue,j 
and  may  manifest  tluunselves  at  an  early  or  late  period  of  the  disease.! 
The  accom])anying  symptoms  and  a  functional  examination  of  theinterualj 
ear  will  imlicate  wht'thcr  the  vestibular  or  cochlear  branch  of  the  nervq 
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IS  mainlv  involved.  The  acoustic  nerve  is  .sonu'tiiiics  iiii|.licii(.Ml  in  sv[.Iii- 
litic  basal  mcnin^^itis.  Deafness  is  one  of  the  cardinal  synipton'is  (.f 
liei-eLlitarv  sy[)Iiilis,  and  may  be  accoin]>:inied  by  labyrinlir  syniptMuis. 
either  sudden  or  gradual  in  onset.  Syphilis  is  a  i)n)litic  soiu-ce  of  deaf- 
iiuitisni.  Forty  percent,  of  cases  of  inner  ear  disease  (\\aniined  by  various 
authors  have  iciven  a  positive  Wasseriiuuiu  reaction.  The  results'obtainel 
by  treating  recent  syphilitic  ear  ilisea-se  with  salvarsau  have  been  decidedlv 
eucourag-ing.  It  has  been  contended  l)y  some  authorities  that  internal 
ear  disea,se.  which  appeared  shortly  after "l he  injection  of  salvarsan.  was 
due  to  direct  to.vic  action  of  this  drug  upon  the  acoustic  nerve.  This  is 
however,  not  the  case.  Slight  h'sions  of  the  nerve  probably  existeil  in 
these  cases  bef(n-e  the  drug  was  exiiibited.  The  sub.se(|uent  exacerbation 
may  be  compared  to  Herxheimer's  skin  reaction,  but  owing  to  tlie 
auitomical  position  of  the  nerve  the  infiamniatiou  takes  longer  to  subside 
and  a  somewhat  different  clinical  picture  is  accordingly  ])roduced.  When 
the  uerve  becomes  affected  from  one  to  three  mouths  after  the  injection, 
there  are  three  arguments  used  to  show  that  the  drug  is  to  blame:  (1) 
Other  arsenical  preparations  exert  a  toxic  influence  on  the  vestil)ular 
nerve.  ('2)  In  the  older  methods  of  treatment  affections  of  the  internal, 
ear  in  cases  of  recent  syphilis  were  "almost  unknown."  (3)  That  the 
Wassermanu  reaction  was  often  negative  in  these  cases.  Though  vesti- 
bular syn]j)toms  were  produced  in  animals  by  arsacetin,  such  symptoms 
were  wanting  in  the  same  animals  wdieu  given  arsenobenzol.  The  amount 
of  arsenic  in  arsacetin  which  produced  toxic  symptoms  was  larger  out  of 
all  propt)rtion  to  the  amount  given  therapeutically  in  salvarsan.  We  are 
now  aware  that  syphilitic  manifestations  may  occur  even  though  the 
Wassermaun  reaction  is  not  always  positive.  There  are  numerous  cases 
on  record  in  the  literature  to  prove  that  affections  of  the  inner  ear  in 
recent  syphilis  were  not  "  almost  unknown  "  in  the  pre-salvarsan  period. 
These  cases  did  not  excite  sufficient  interest— especially  regarding  their 
time  relation  to  infection— to  justify  their  publication.^  The  functional 
examniation  of  the  inner  ear  has  only  recently  attained  clinical  accuracy 
and  importance.  Ehrlich  maintains 'that  the' syphilitic  virus  may  remain 
pent  up  in  an  active  condition  in  the  nerve  owing  to  an  endarteritis  of  the 
uerve-vessels  Avhich  prevents  the  salvarsan  fromsterilising  these  foci ;  the 
latter  may  be  responsible  for  subsequent  nerve  symptoms,  though  unable, 
owuig  to  their  isolation,  to  influence  the  Wassermanu  reaction.  It  has 
yet  to  be  proved  that  this  drug  can  injure  the  acoustic  nerve,  and  it 
would  therefore  be  wrong  to  withhold  salvarsan  on  these  grounds. 

/.  B.  Hurgaii. 

Olsho,  S.  L.— Untoward  Effects  of  Salvarsan  referable  to  the  Eye  and 
Ear.     ••  Therapeutic  Gazette,"  No.  6,  June,  ll'12. 

A  summary  of  the  evidence  on  the  by-effects  on  the  sense-organs  of 
sight  and  hearing,  attributable  to  the  toxic  action  of  salvarsan. 

Auditory  and  labyrinth  disturbances  have  been  reported  bv  manv 
observers.  Yon  Zuin'lnisch  collected  9  cases  among  a  total  of  7o6o  cases 
treated.  Beck  found  3  cases  among  100  svphilitit-s  in  Urbautschitsch's 
clinic. 

In  the  latter  series  the  symptoms  appeared  in  from  five  to  nine  weeks 
after  treatment,  and  in  one  other  case  M;'nicriform  cJianges  appeared  four 
months  after  injection.  In  none  of  these  cases  did  the  symptoms  yield  to 
treatment.  Beck  remarks  that  ear  affections  in  untreated  sypli'ilis  are 
comparatively  rare,  while  they  have  become  unusually  connnoii  since  the 
lutroductiou  of  salvarsan.     Mayer,  basing  his   observations  en  cases  of 
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syphilis  observed  before  the  iutrocluction  of  salvarsau,  states  that  the 
auditory  nerve  is  liable  to  become  affected  as  early  as  six  weeks  after 
infection,  and  that  auditory  trouble  is  most  common  in  the  first  six 
weeks. 

Elirinann,  Frey  and  Wechselmann  are  quoted  as  of  opinion  that 
these  changes  are  directly  due  to  the  specific  infection.  Elu-licli  claims 
that  the  disturbances  occurred  only  in  patients  treated  subcutaneously, 
namelv  by  a  single  dose,  not  followed  by  forced  administration  of  sal- 
varsan ;  that  the  patients  were  always  within  two  to  eight  months  of 
infection,  and  in  most  of  the  cases  the  Wassermann  reaction  was  negative. 
He  states  that  the  same  symptoms  are  observed  in  recent  syphilitics 
treated  with  mercury  ;  that  the  physicians  who  used  the  largest  doses  of 
salvarsan  did  not  observe  these  disturbances  ;  and  that  some  of  the  cases 
were  benefited  by  antisyphilitic  remedies  or  even  by  additional  salvarsan. 

Ehrlich  concludes  that  optic  and  acoustic  disturbances  are  natural 
phenomena  in  recent  syphilis,  and  ai*e  not  manifestations  of  the  toxicity 
of  salvarsan.  Knowles  Heni-hair. 


PHAHYNX. 

Scales.  J.  L.-  (?  Epithelioma  cured  by  Salvarsan.)  Pharyngeal  Ulcer: 
Report  of  a  Case  with  Unusual  Features.  "  New  Orleans  Med. 
and  Sui-g.  Journ.,'  November,  11*12. 
The  patient  gave  a  history  of  sore  throat  for  six  montlis.  When  seen 
there  was  an  xiicer  involving  most  of  the  postei'iur  pharyngeal  wall  and 
the  posterior  pillars  of  the  fauces.  The  character  of  the  edge  of  the  ulcer 
is  not  described,  but  the  surface  was  covered  with  necrotic  tissue  and 
extremely  foul.  The  patient  denied  sypliilis,  but  apparently  he  had  been 
receiving  anti-syphilitic  treatment.  A  small  ])iece  of  tissue  from  the  ulcer 
was  sent  to  be  examined  histologically.  The  Wassermann  reaction  was 
also  tested,  and  found  to  be  positive.  "606"  was  then  administered 
intra-venously,  with  marvellous  result ;  the  ulcer  healed  rapidly,  and  the 
l)atient  gained  20  lb.  in  weight  in  a  few  weeks.  A  few  days  after  the 
injection,  the  ])athologist  who  had  examined  the  tissiie  from  the  ulcer 
reported  that  it  was  an  epithelioma.  The  subsequent  history  of  the  case, 
which  Would  be  most  interesting,  is  not  given.  Knowles  Rerishaiv. 


REVIEWS. 

Vicious  Circles  in  Disease.  By  Jamieson  B.  Hurry,  M.A.,  M.D. 
Cantab.  With  illustrations.  Second  and  enlarged  edition. 
London :  J.  &  A.  Cliurchill,  1918. 

An  erudite  and  finished  account  of  the  many  vicious  circles  in  disease. 
Perhaps  the  account  is  a  little  too  complete  in  one  direction  and  not  quite 
complete  enough  in  another,  for  the  impression  it  left  upon  at  least  one 
reader's  mind  was  that  pathological  |)rocesses  in  general  are  solely  made 
ii{)  of  a  com])licated  series  of  morbid  gyrations.     This,  of  course,  may 
l)e  the  inqn-ession  Dr.  Hurry  intends  to  convey.     In  that  case,  however,  j 
tlie  doubting  Thomas  would  want  to  know  whether  morbid  processes  in 
the  living  l)ody  do  nitt  sometimes  move  straight  to  their  goal ;  and  if  so,  ' 
wliy  the  ant,lu)r  does  not  allude  to  this  other  variet\,  merely  by  way  of  \ 
balance  or  ])roportion.  if  for  no  other  reason. 

J5t;  this  as  it  may.tlic  l)ook-  undoubti'dly  fills  a  gap — tliis  is  the  second  j 
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edition — and  it  is  iiittTOstiiii^-,  aiimni;'  otiicr  tilings,  Itocausc  it  ('ni|ili;isi.scs 
the  c'han)40  whirli,  within  liviii;^  ini'morv,  has  stolen  over  i)atlu)h)i;_v  ;  thai 
cliant^o,  namely,  which  lias  broii^^lit  patholo<,fy  h\nn  the  dead-hinise  to  the 
bedside,  and  has  transfonned  it  from  a  mere  description  of  lii'eless  matter 
into  a  science  which  deals  with  morbid  activity  in  liviuLC  tissues. 

The  only  adilition  to  the  book  that  miiijht  be  suggested  is  an  account 
of  the  manner  in  which  the  old  term  in  Loo-io  (the  lucioiis  circle)  found  its 
way  into  Medicine.  Frankly,  we  think  the  phrase  inapt  thouyh  pictures((ue, 
and  for  that  reason  ill-adapted  to  matters  scientitic.  Perha[)s.  however, 
in  his  next  edition  Dr.  Hurry  will  be  able  to  remove  our  prejudices. 

The  book  is  very  gorgeously  attired  —gilt  edges,  Gothic  page-headings, 
copious  capital  letters  and  a  bewildering  variety  of  type. 

Dan  McKenzie. 

Menintittix,  Sinus  Thrombosis  and  Abscess  of  the  Brain.  Bv  John 
■  Wylme,  M.D.     Pp.  i.x  +  258.     London  :  H.  K.  Lewis,  191 1. 

Despite  the  large  amount  of  literature  whicli  lias  a'jcumulated  round 
the  intra-cranial  ct»mplications  of  middle-ear  disease,  there  is  always  room 
for  a  short  and  concise  text-book,  and,  as  such.  Dr.  John  Wyllie's  little 
work  is  welcome.  The  l>ook  is  written  with  a  desire  to  place  in  a  small 
volume  a  consideration  of  diseases  which  in  their  early  stages  often 
exhibit  a  striking  similarity  of  symptoms,  and  to  differentiate  between 
them  as  far  as  may  be  possible.  In  carrying  out  this  purpose  the  author 
has  found  it  necessary  to  exceed  the  limit  which  he  marked  out  in  order 
to  include  some  description  of  the  normal  cerel)ro-spinal  fluid  and.  the 
changes  it  may  undergo  in  disease  of  the  central  nervous  system.  He 
has  also  added  some  short  description  of  nasal  accessory  sinus  disease  on 
account  of  the  cranial  complications  to  which  it  may  give  rise. 

The  volume  is  divided,  into  five  sections,  dealing  with  causal  diseases, 
meningitis, cerebral  sinus  thrombosis,  intra  cranial  abscess,  and  differential 
diagnosis,  and  to  these  are  added  two  appendices  upon  luinl)ar  punctui-e 
and  its  uses,  and  the  nasal  accessory  sinuses.  The  work  ends  with  a  list 
of  refei-ences. 

The  work  is  eminently  practical,  and  the  author  goes  straight  to  the 
point  without  unnecessary  verliiage.  In  dealing  with  symptoms  he  gives, 
where  possible,  the  percentages  of  their  occurrence.  Kernig's  sign  he 
regards  as  valuable  but  by  no  means  unequivocal. 

Meningitis  is  discussed  under  the  headings  tuberculous,  acute, 
traumatic,  syphilitic,  toxsemic,  posterior  basic  and  sporadic,  and  epidemic 
cerebro-spinal,  all  of  which  are  clearly  depicted.  Under  the  term 
"  Mcningisme "  or  "Pseudo-meningitis"  are  discussed  meningeal 
symptoms,  "not  founded  uj)on  pathological  changes  in  the  meninges,"  but 
probably  toxic.     Treatment  appears  to  l)e  quite  up  to  date. 

In  dealing  with  cerebral  sinus  thrombosis  a  quite  elaborate  table  is 
given  as  to  its  causation.  Thrombosis  of  the  lateral  and  sigmoid 
sinuses  is  rightly  described  as  more  frequent  than  that  of  any  other,  but 
only  a  meagre  description,  occupying  two  and  a  half  pages,  is  given. 

The  chapter  on  intra-cranial  abscess  is  good,  but  we  should  l)e  glad 
to  see  the  term  "extradural"  substituted  for  "  subdural,"  and  the  latter 
name  consigned  to  a  well-deserved  oblivion.  An  analysis  of  causes  of 
cerebral  and  cerebellar  abscess  gives  ear  disease  as  35  out  of  51>  and 
37  out  of  39  respectively. 

An  excellent  chapter  is  that  in  which  differential  diagnosis  is  dis- 
cussed, Avhich  adds  greatly  to  the  value  of  the  book.  It  is  most  clearly 
expressed  and  conciselv  stateil.  Macleod    Yearsleij. 
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CORRESPONDENCE. 


THE    GUILLOTINE    ENUCLEATION    OF    THE    TONSIL. 

To  the  Editor  of  The  Journal   of    Laryngology,    Rhinology,   and 

Otology. 

Sir, — We  fi-equeiitly  see  the  method  of  removing  the  tonsils  bv 
pi'essing  the  tonsil  Avilh  the  finger  from  above  downwards  into  the  ring 
of  the  guillotine  described  as  the  "  Sluder  method,"  but  I  venture  to 
think  it  is  quite  an  open  question  whether  the  credit  of  priority  is  rightly 
ascribed  to  Sluder  instead  of  Whillis  and  Pybus,  of  Newcastle.  I  have 
endeavoured  to  trace  the  original  communications,  and,  as  far  as  I  can 
gather,  the  method  was  shown  and  described  at  the  Northumberland  and 
Durham  Medical  Society,  January  20,  1910,  and  again  at  the  Clinical 
Society,  Newcastle,  on  April  7,  1910,  and  it  was  nob  until  the  meeting  of 
the  American  Medical  Association,  June  9  of  that  year,  that  Sluder  first 
described  his  method.  Wiiillis  and  Pybvis  published  a  paper  which  they 
had  read  before  the  Northumljcrland  and  Durham  Medical  Society  on 
Mai'ch  18,  1910,  in  the  Lancet  of  September  17,  it  having  been  sent  up 
on  May  28.  Sluder  published  his  first  report  in  the  Journal  of  the 
American  Medical  Association,  July  2,  1910.  Both  Whilli.s  and  Pybus 
and  Sluder  have  resppctivel}^  published  papers  since,  but  that  does  not 
affect  the  question  of  priority. 

Unless  I  am  mistaken,  there  is  no  doul)t  that  the  method  was  first 
described  before  a  medical  meeting  by  Whillis  and  Pybus,  and  they  also 
made  a  written  comnuuiicatiDn,  and  it  is  unfortunate,  owing  to  the  fact 
that  it  was  not  publish(.^d  until  September,  that  it  appeared  after  the 
published  report  by  Sluder  in  July,  more  particularly  if  the  English 
paper  was  held  up  from  May  28  to  September  17. 

If  any  of  your  readers  can  adduce  further  evidence  on  the  point  I  have 
raised,  or  correct  any  error  into  which  I  may  have  fallen,  I  shall  be  glad. 

I  am, 

2,  Rodney  Place,  Yours  faithfully, 

Clifton,  Bristol ;  P.  Watson- Williams. 

March  29,  1913. 


XYIIth    INTERNATIONAL    CONGRESS    OF    MEDICINE, 
LONDON,  1913. 

Section  XV. — Ehinology  and  Laryngology. 

Oi't^iCKRd.— President:  Sir  StClair  Thoiusoii.  Vice-Presidents:  J.  B.  Hall, 
J.  W.  Bond,  J.  Dundas  Grant,  D.  R.  Paterson,  ilcrbort  Tilley,  A.  Lo<,'ini  Turnor, 
P.  Watson  Williauia,  Giibb  Wishart,  K.  H.  Woods.  Council:  H.  S.  Harwell, 
F.  W.  JkMUU'tt,  A.loli.h  Brouner,  J.  W.  Browne,  H.  .T.  Davis,  J.  Donclan.  J. 
Walker  Downie,  G.  William  Hill,  J.  Middleniass  Hunt,  W.  H.  Kelson,  H.  Laudiert 
Lack,  W.  Lanil),  Gvoville  Maedonald,  John  Maeliityre,  W.  J.  C.  Nour.se,  C.  A. 
Parker,  L.  H.  Pe<,^ler,  W.  Perniewan,  II.  W.  F.  Powell,  H.  Bethani  Kol.inson, 
F.  A.  Rose,  P.  R.  W.  dy  Santi,  Sir  Felix  Senion,  E.  H.  AVaggett,  Ct.  Wilkinson. 
Secretaries ;  Douglas  Harnior,  A.  Brown  Kelly.  Dan  McKenzie. 

Proorammeof  Murning  Discussions  {ixtbMOn.m.).— Thursday,  Augusll.— "On 
the  Recent  Progress  of  Endoscopic  Methods  as  Aj^plied  to  the  Larynx,  Trachea, 
Hroneiii,  Qisopliagus  and  Stomach."  Reportin-s :  Prof.  U.  Killian  and  Prof.  cMievalier 
Jackson.  Friilmj,  Aixjusl  .S.— Conjoint  Meeting.  (Tli(>  President  of  tlie  Section 
of  Laryngology  to  preside.)  "  Tlie  Methods  and  Results  of  Treatment  of  Diseases 
of  the  Tlu-oat,  Nose  and  Ear  l>y  Salvarsan  and  other  Arsenical  Compounds." 
Reporters  :  Prof.  P.  Gerlx-r  and  Dr.  Andre  Casfex.  Sutiirdmi,  Aurinst  9.—"  Intlica- 
tiuns  for  and  R-lative  A'alues  of    Tonsillotomy  and  Tonsiliectomy."     Reporters 
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/mm"^-,,"-  ?^,''T'VVJ'^  2'\^-  ^-  ':'^"^^'^'^'-  M<'nday,  August  ll.-Conioint  Mcotin- 
If  '":p!  '"^'^V  ^'^  *  '?  Soetion  ot  ( )(„lo-y  to  preside.)  "  Tlio  Spoeial  Tr.-atnwnt  of 
the  riiroat,  No.se  and  Ear  dunn-  tin.  Active  Sta-e-s  of  Certain  Infectious  Fevers 
namely,  bcarlet  I-ever  M-asle...  German  Meash-s,  Mumps,  InHuenza,  'JVphoid' 
Whoop,nf.-cougl,,  (smallpox-,  Cliickenpox,  Erysipelas,  Anterior  Poliomyelitis  an.l 
Cerehro-spinal  Men.nu-.tis  ( U.pl.t  h.n-ia  excluded) ."  Reporters  :  Dr.  Victor  Delsaux 
and  Dr.  h  \  •  Goodali  Tnes^a,,,  August  12  -"The  Patl.olno-y  and  Trcatm.-nt  of 
Maho-nant  Growths  ot  the  Nose  and  Naso-pharynx  (Fil.ronia  to  be  exclude.l)  " 
Ri'portors:  I'rot.  G.  lerreri.  Dr.  II.  Marschik,  and  Dr.  E    Lombard 

Aftkrnoon  Skssions  (3  p  ni.  to  (5  p.m.).  -Tlu-se    will    be    devoted   to   papers 
offered    by  n.embers  of   the  Section,  the  Staff  of   the  Section  havin-    power    of 
selection  from  the  papers  offered.     Not  more  than  fifteen  minutes  wiH  ]..■  allowed 
for  the  readinjv  ot  any  one  paper,  and  not  more  tJian  ten  minutes  for  any  speech  in  • 
tlie  discussion  tlu'i-eof.  •'    ^ 

.vb?Hf'-''f''"^'^'^f  '  r''" /'.T^'^T^'^  -T'^'"""'^"-"'  i»=^ci-osco,.ic  and  microscopic,  and  other 
exhibits  to  il,istrate-(l)  Neoplasms  of  the  nose,  accessory  sinuses  and  naso- 
pharynx (excludino-  mucous  polypus).  (2)  The  rarer  forms  of  larynj^eal  tumours 
including-  po.st  cricoid  carcinoma.  (;5)  Diseases  of  the  trachea  and  bronchi  (4) 
Diseases  ot  the  pituitary  body.  There  will  be  an  exhibition  of  instruments  to 
Illustrate  recent  improvements  in  broncho-(esopha<.-oscopy,  and  the  romniittee  is 
prepared  to  arran.tre  for  a  limited  numl)er  of  sliort  demonstrations  in  tJie  Mus.-um 
at  stated  hours.  Members  who  desire  to  lend  material  for  exhibition  are  recmested 
to  cammumcate  with  Dr.  McKenzie.  Museum  Committee  :  J.  W.  Bond  ( ChaLnav) 
.V  Loo-an  Inmer  L.  H.  Pegler  {Curator),  Dan  McKenzie  {Secretary),  02,  Brook 
London   w"'  "'^  Secretary.-   Douglas   Harmer,  -in,   Weymouth   Street, 

Section  XVI. — Otology. 

Officers.— Prt'.s;</cn/ :  Arthur  Cheatle.  Vire-Presidevf.-^ :  Thomas  Ban-  H  S 
B.rkett,  Mark  Hovell  Edward  Law,  J.  Kerr  Love,  William  Milligan, 'tlri.an 
Rootir'lJ'  h''^  r  "^'''-  .^-"'"f  •■/■  Sfco^l^lHrt  Barr,G.  Nixon  Biggs,  J.  McKenzie 
-n  '  ?.-  ^-  •  <?'iii"'".^'i-'^»b  J-  Gay  French,  Cecil  Graham,  Albert  A  Grav 
Ihonias  Guthrie.  Somerville  Hastings,  Seccomlio  Hett,  W.  Jobson  Home  Hu-h 
K  Jones,  Kuhard  Lake,  H.  J.  Marriage,  Frank  Marsh,  E.  P.  Mathers  W  M 
Mom.son.  F.  OKinealy,  W.  S.  Syme,  Hunter  Tod,  A.  R.  Tweedie,  C  E  West' 
P.  H.  W  estmacott,  A.  L.  W^hitehead,  Macleod  Yearsl>y.  Secretaries  :  J.'s  Eraser' 
G.  J.  Jenkins,  Sydney  Scott,  Patrick  Dempsey. 

PROOR.4MME  OF  MoRNiNG  DISCUSSIONS.- IFe<i«esfl«i/,  ^nr,„sM),  3  p  m —"  The 
bm-gical_  Anatomy  of  the  Mastoid  Region."  Reporter  :  Prof!  Mouret.  '  Thursday 
Prnf"  TT'i~"^r^^^T'  "^  Deaf-Mutism."  Reporters:  Prof.  Alfred  Denker  and 
?nni  .''^'^'/^^-'/^t  Demonstrator  :  Profes.sor  Siebermann.  Friday,  August  8 
Con  oint  Meeting.  (The  President  of  the  Section  of  Laryngology  to  preside.)  "The 
Methods  and  Results  of  Treatment  of  Diseases  of  the  Throat.  Nose  and  Ear  Iv 
balvarsan  and  other  Arsenical  Compounds."  Reporters:  Prof.  P.  Gerber  and  Dr 
Andre  Castex.  Saturday,  August  9.-"  Non-suppurative  Diseases  of  the  Labyrinth  " 
Reporters:  Prof.  Gustav  Alexander  an.l  Prof.  Karl  von  Eicken.  Monday,  aLu.I  II 
-Conjoint  Meeting  (The  President  of  the  Section  of  Otology  to  preside  )  '■  The 
Special  Ireatment  of  the  Throat,  Nose  and  Ear  during  the  active  stages  of  certain 
Infectious  levers  namely.  Scarlet-fever,  Measles.  German  Measles,  Mumps 
Influenza  ryphoid  Whooping-cough,  Smallpox,  (^hickenpox.  Erysipelas  Anter  ,  ; 
Poliomyelitis,  and  Cerebro-.spinal-meningitis  (  Diphtheria  excluded)."  Reporte i-s  • 
Dr.  ^  ictor  Le  saux  an.l  Dr.  E.  W.  Goodall.     Tuesday,  August   12.-"  Climatic  and 

amTS'^-ui  "'"'' r"-'  ^  -'"""^^  ""'  ''''  ""■''■"     ^^^^^''^^  =  D'"'  Clarence  J  BlSe 
ana  trot.  Giuseppe  Gradenigo. 

ArrERNooN  Sessions  (:?  p  m.  to  6  p.m.l.-These  will  l,e  devoted  to  papers 
offered  by    members  of   tlie   Section,  the    Staff  of  the  Section  having  powefof 

trt\T      T  ^"t  ^'''J'""'"  ""■"■^''-      ^""^  "^"^^'^  ^'^=^"  «"«*-''^  "'i»'>tes  wilfho  allowed 
tor  the  reading  of  any  one  paper,  and  not  more  than  ten  minutes  for  any  speech  in 

^essionT'''"''         ■'  ^^Pi^li^«^«P»<^  demonstrations  will. take  place  duHng  tl" 

ilh,!f,'i7Hr'^^'!  '""  "V'^"'^''  specimens,  transparencies,  an.I  other  exhibits  to 
illu.    ate  the  anatomy,  physiology,  pathology,    and    surgery   of   the    labyrinth 

S  Mr  m'u  "'""'^  'VA'"^^  "'^''^"'^*  '■°^-  ^-<hit'i*i-"  -•«  rc^p.estedtocommiin  e 
htm"  ^^""'"°";  -l^"seK'H  Commiltee:  C  E.  West  {Chairman),  A.  A  (iray 
London  wl''^"'^  r  ^;,  ^^'f'^^"  (Secretary,  ^H,  Brook  Street,  Grosvenor  Squaiv, 
i^onaon,  \N  .).     Acting  Secretary  .-   Sydney  Scott,  130,  Harley  Street,  London,  W. 
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NEW    INSTRUMENTS,   ETC. 

Messrs.  Mayer  &  Meltzer's  Catalogue. 

We  have  received  from  Messrs.  Mayer  &  Meltzer,  71,  G-reat  Port- 
land Street,  W.,  a  copy  of  their  recently  published  catalogue,  in  which 
are  effectively  displayed  the  most  up-to-date  developments  in  llie  arma- 
mentarium of  our  speciality. 

There  is  no  need  for  us,  at  this  time  of  day,  to  draw  attention  to  the 

work  of   this  old-established  firm.     Their  instruments  are   to   be    seen 

everywhere,  and  by  everyone,  we  believe,  it  is  felt  that  the  sound  work- 

«  manship  and  lasting  qualities  of    their  productions  are  worthy  of   the 

highest  traditions  of  British  handicraft. 


NOTiE    SUBSCRIPTS. 

The  Tnterxational  Prizes  in  Otology. 

There  are  three  prizes  in  otology  awarded  at  each  Iiiternational  Otological 
Congress  in  recognition  of  important  scientific  work  in  the  field  of  otology : 
namely,  the  Lenval,  the  Adam  Politzer  and  the  Cozzolino  prizes.  The  following 
were  the  awards  made  at  the  International  Otological  Congress  at  Boston  last 
year: 

The  Lenval  prize  was  divided  between  Dr.  Walther  Kolmer,  Vienna,  and  Dr. 
George  E.  Shambaugh,  Chicago. 

The  Adam  Politzer  prize  was  divided  between  Dr.  Robert  Baranv,  Vienna,  and 
Mr.  A.  H.  Cheatle,  London. 

The  Cozzolino  prize  was  awarded  to  Dr.  Max  Gorke,  Breslan. 

Our  readers  will  note  with  pleasure  the  appearance  of  Mr.  Arthur  Cheatle".* 
n.ame  among  those  deemed  worthj^  of  highest  lionours  in  otology,  and  we  heartily 
congr;itulate  onr  fellow  countryman  upon  this  international  recognition  of  his 
arduous  and  successful  work  npon  the  temjjoral  bone. 


Dr.  John  Sendziak  (10  Erywanska  Strasse,  Warsaw,  Poland,  Russia)  writes: 
"  Being  occupied  with  the  history  of  tuberculosis,  syphilis,  as  well  as  malignant 
tumours  of  the  iipjier  air-passages,  I  take  the  liberty  to  beg  the  distinguished 
readers  of  the  Journal  of  Laryngology,  Rhinology  and  Otology,  to  send  to 
me  kindly  any  reprints  dealing  with  these  subjects,  for  which  I  render  a  priori 
my  sincerest  thanks." 


BOOKS     RECEIVED. 

Vicious  Circles  in  Disease.     By  Jamirson  B.  Hurry,  M.A.,  M.D.Cautab. 

AVith  Illustrations.     Second  and  enlarged  edition.     London:  J.  &  A. 

Clunrhill.  1:>13. 
Eye-strain  in  Everyday  Practice.     Bv    Sydney   Steplienson.     London  : 

The  Oplitluiliiioscoiie  Press,  1913.  "  Price  3.s.  M.  net. 
Sclero-corneal   Trephining.     By  R.   H.   EUlnf.     London :  The  Ophthal- 

iiKiscoiit-  l^rcs-s,  11»13.      Price  7.>-.  (u/.  net. 
The  Pituitary  Body  and  its  Disorders.     Clinical  States  Produced  by 

Disorders  of  the  Hypophysis  Cerebri.     By  Harvey  CKshiny,  M.D. 

I'liiladr||iliia  and  London  ;  .1.  15.  Li])piiic(itt  Company. 
Handbuch  der  speciellen  Chirurgie  des  Ohres  und  der  Oberen  Luftwege. 

}lcransgi'gfl)cu  von  /)/•.-■.  L.  K,if-,  H.    I'rii/.tiin/.  and   F.  Blintniih/'l. 

4  15d.,  Lief.  ],2.      WihzlMug:   Verlag  von  Kurt  Kabitsch,  P'l'i.' 
The  Relations  of  the  Lachrymal  Organs  to  the  Nose  and  Nasal  Accessory 

Sinuses.     By  Frof.  Dr.  A  .  Onndi.     With  Photographic  Reproductions, 

in  natural  size,  of  45   Preparations.      English  Translation  by  Dr. 

Dan  McKenzie.     London:    John   Bale,    Sons  &   Danielssou,    Ltd., 

1913. 
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REPORT  FOR  THE  YEAR  1912  FROM  THE  EAR  AND  THROAT 
DEPARTMENT  OF  THE  ROYAL  INFIRMARY,  EDINBURGH. 

Under  the  charge  of  A.  Logan  Turner,  M.D.,  F.R.C.S.E.,  F.R.S.E. 

PART   IV. 

MALIGNANT  DISEASE  OF  THE  (ESOPHAGUS,  AVITH 
SPECIAL  REFERENCE  TO  CARCINOMA  OF  THE 
UPPER  END  :  A  CLINICAL  STUDY  BASED  UPON  AN 
ANALYSIS  OF  SIXTY-EIGHT  CASES  OF  TUMOUR. 

By  a.  Logan  Turner,  M.D.,  F.R.C.S.E.,  F.R.S.E., 

Surgeon  to  the  Ear  and  Throat  Deijax'tment,  Royal  Infirmary,  Edinburgh  ; 
Lectiu'er  on  Diseases  of  the  Ear  and  Thi'oat,  Univ'ersity  of  Edinburgh. 

Thk  increased  attention  Avliicli  in  recent  years  lias  been  given  to 
diseases  of  the  gullet  as  the  result  of  the  introduction  of  the  X  rays 
and  the  improvements  in  the  technique  of  oesophagoscopy,  has  led 
me  to  collect  and  analyse  the  records  of  my  cases  in  which  the 
chief  clinical  symptom  was  difficulty  in  swallowing.  The  records 
are  taken  from  patients  seen  in  hospital  fi-om  1907  to  1912,  and 
from  the  notes  of  my  private  practice  from  1902  to  1912  inclusive. 
Some  of  the  cases  therefore  came  under  examination  during  a 
period  prior  to  the  more  extended  use  of  the  oesophagoscope. 
Cases  of  difficulty  in  swallowing  due  to  pathological  conditions  of 
the  fauces  and  oro-pharynx  and  cases  of  obstruction  as  the  result 
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of    the  impaction  of    foreign    bodies    in    the    oesophagus   are  not 
included  within  the  scope  of  the  paper. 

The  total  number  of  patients  complaining  of  difficulty  in 
swallowing,  which  form  the  text  of  the  paper,  was  113.  Of 
these,  45,  or  39  per  cent.,  were  males,  and  68,  or  60  per  cent., 
were  females.  The  disparity  between  the  two  sexes  is  even  more 
striking  when  we  consider  the  figures  derived  from  a  study  of  the 
cases  seen  in  private  practice  :  here  the  proportion  of  females  over 
males  was  rather  more  than  two  to  one,  67  per  cent,  being  women, 
and  32  per  cent.  men. 

A  diagnosis  of  malignant  disease  was  made  in  sixty-eight  cases  ; 
in  the  remaining  forty-five  an  exact  diagnosis  was  not  arrived  at. 
Various  reasons  may  be  given  in  explanation  of  this.  From  the 
very  nature  of  the  case  a  diagnosis  cannot  always  be  made  at  the 
first  examination,  and  in  a  number  of  instances  a  second  oppor- 
tunity of  elucidating  the  cause  of  the  symptoms  was  never  given. 
It  is  a  well-known  fact,  too,  that  hospital  patients  are  difficult  to 
trace  owing  to  the  frequency  with  which  they  change  their 
address,  and  often  there  is  no  medical  attendant  to  whom  applica- 
tion may  be  made  for  further  information.  Again,  as  some  of  the 
patients  were  examined  comparatively  recently  their  further 
progress  still  remains  under  observation.  There  is  no  doubt  that 
the  figures  just  quoted  would  be  materially  altered  if  further 
examination  of  the  cases  were  possible.  We  believe  that  the  pro- 
portion of  cases  of  non-malignant  disease  of  the  oesophagus  is  not 
nearly  so  large  as  these  figures  indicate,  and  a  study  of  the  clinical 
records  of  those  in  which  the  diagnosis  has  not  yet  been  made 
strengthens  this  belief. 

Before  studying  in  detail  the  clinical  facts  which  have  been 
compiled  from  an  analysis  of  the  sixty-eight  cases  of  malignant 
disease,  it  will  be  well  to  briefly  examine  a  few  pathological  data 
derived  from  the  study  of  a  series  of  ■post-mortem  specimens. 
Malignant  disease  may  attack  any  part  of  the  oesophagus,  but  | 
certain  regions  are  said  to  be  more  commonly  affected  than  others, 
namely  the  upper  and  lower  ends  of  the  tube,  while  the  central 
portion  is  much  less  frequently  the  seat  of  disease.  With  the  object 
of  verifying  this  point,  I  have  examined  a  number  of  pathological 
specimens,  twenty-nine  in  all,  contained  in  the  Anatoinical  Museum 
of  the  University  of  Edinburgh,  the  Museum  of  the  Royal  College 
of  Surgeons  of  Edinburgh,  the  Musee  Dupuytren,  Paris,  and 
in  my  own  collection.  As  a  result  of  this  examination  the  follow- 
ing facts  have  been  elicited.      In  twelve  cases  the  tumour  was 
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situated  at  the  upper  end  ot"  tlie  oesophagus  ;  in  four  the  lower 
end  of  the  gullet  was  involved  ;  in  the  remaining  thirteen  the 
disease  occupied  the  middle  portion  of  the  tube  at  and  about  the 
level  of  the  bifurcation  of  the  trachea.  Although  the  number  of 
specimens  examined  is  comparatively  small,  the  above  figures  are 
of  con.siderable  interest  on  account  of  the  large  proportion  of  cases 
in  which  the  central  part  of  the  oesophagus  was  the  seat  of  the 
disease.  An  analysis  of  this  last  group  shows  that  the  tumour 
bears  a  close  relationship  to  the  bifurcation  of  the  trachea.  If  we 
take  25  cm.  as  the  average  length  of  the  oesophagus  from  the  lower 
border  of  the  ci'icoid  cartilage  to  the  cardiac  orifice  of  the  stomach 
the  bifurcation  of  the  trachea  is  found  11  cm.  below  the  cricoid, 
and  lies  therefore  just  above  the  mid-point  of  the  gullet.  In  six  of 
tlie  specimens  the  disease  was  seen  to  infiltrate  the  oesophageal 
walls  at,  above  and  below  the  level  of  the  bifurcation,  the  vertical 
area  involved  not  exceeding  two  inches.  In  four  others  the  lower 
limit  of  the  ulcer  was  opposite  the  bifui'cation,  and  from  this  point 
the  growth  extended  upwards  for  a  distance  of  two  inches.  In  two 
specimens  the  disease  was  described  as  involving  the  middle  of  the 
oesophagus ;  in  the  thirteenth  the  upper  margin  of  the  epithelial 
growth  was  situated  at  the  level  of  the  bifurcation,  and  from  there 
it  extended  downwards  for  a  distance  of  two  inches.  In  the  light 
of  the  information  derived  from  these  specimens  it  may  be  neces- 
sary to  revise  our  views  regarding  the  relative  frequency  of  the 
occurrence  of  cancer  in  different  parts  of  the  gullet.  Clinically, 
however,  we  have  been  unable  to  group  any  of  our  cases  in  this 
situation. 

In  the  study  of  malignant  disease  of  the  upper  end  of  the 
oesophagus  it  is  necessary  to  take  into  consideration  the  hypo- 
pharynx  or  the  pars  laryngea  pharyngis ;  this  is  the  lowest  portion 
of  the  pharynx  situated  behind  the  arj^tsenoid  and  cricoid  cartilages 
and  terminating  below  at  the  lower  border  of  the  cricoid  plate,  at 
which  point  the  oesophagas  commences.  Examination  of  the 
twelve  preparations  of  carcinoma  of  the  upper  end  of  the  gullet 
demonstrated  the  fact  that  in  six  of  them  the  disease  involved  the 
oesophagus  only  ;  in  two  of  the  specimens  it  extended  from  the 
lower  margin  of  the  cricoid  plate  downwards  for  one  and  two 
inches  re.spectively.  In  three  of  the  remaining  specimens  the  upper 
limit  of  the  disease  Avas  situated  one  inch  below  the  mouth  of  the 
oesophagus,  while  in  the  fourth  it  was  two  inches  below  the  orifice. 
In  all  of  them  the  walls  of  the  tube  wei'c  involved  from  one  to  two 
inches  in  the  vertical  plane. 
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In  the  remainino^  six  preparations  the  tumour  implicated  both 
the  upper  end  of  the  oesopha,^us  and  the  hj^po-pharynx  or  post- 
cricoid  region.  Here  also  the  walls  of  the  oesophagus  were 
involved  for  a  distance  varying  from  one  half  to  two  inches  verti- 
cally. In  the  pharynx  the  extension  of  the  growth  upwards 
varied.  In  one  specimen  the  disease  had  just  invaded  the  pharyn- 
geal mucosa,  which  was  ulcerated  upon  the  posterior  aspect  of  the 
cricoid  cartilage,  while  at  a  higher  level  one  noted  an  area  of 
oedema  similar  to  what  is  observed  clinically  in  some  of  these  cases 
on  laryngoscopic  examination.  In  another  specimen  the  postei'ior 
and  rio-ht  lateral  walls  of  the  hypo-pharynx  were  affected,  and  in 
a  third  the  right  lateral  wall ,  only,  as  far  as  the  level  of  the 
arytsenoid  cartilage.  In  the  three  remaining  preparations  the 
whole  circumference  of  the  lower  pharynx  was  involved, 
the  disease  infiltrating  and  ulcerating  the  mucous  membrane 
covering  the  cricoid  and  arytsenoid  cartilages,  and  in  two  cases 
even  destroying  the  ary-epiglottidean  folds. 

It  is  very  difficult  to  determine  from  a  naked-eye  examination 
of  e :\ch  specimen  the  exact  situation  at  which  the  disease  com- 
menced. Nor  can  we  say  definitely  whether  we  have  to  deal  with 
an  extension  of  the  disease  downwards  from  the  pharynx  into  the 
oesophagus  or  upwards  from  the  oesophagus  into  the  pharj-ux. 
More  than  one  specimen  clearly  demonstrated,  however,  that  the 
disease  probably  originated  in  the  oesophagus  and  extended 
upwards  into  the  pharynx.  In  one,  nearly  an  inch  of  the 
oesophagus  Avas  infiltrated,  while  the  tumour  Avas  evidently  just 
invading  the  mucosa  covering  the  cricoid  plate.  In  another,  the  I 
Avall  of  the  upper  end  of  the  oesophagus  was  much  thickened,  and  j 
on  the  left  side  the  disease  had  eaten  through  it  and  infiltrated  the 
tissues  beyond,  while  the  lumen  of  the  tube  Avas  reduced  to  a 
narrow  stricture.  In  the  lower  pharynx,  on  the  other  hand,  the 
growth  appeared  to  be  more  recent,  the  infiltration  being  confined 
to  the  mucous  membrane  of  the  posterior  and  right  lateral  AA-^all, 
Avhile  the  laryngeal  structures  Avere  free  from  disease.  The  fact 
that  the  disease  may  be  limited  to  the  upper  end  of  the  oesophagus, 
Avhile  in  no  single  instance  Avas  it  found  involving  the  hypo-pharynx 
alone,  seemed  to  afford  further  evidence  in  faA^our  of  upward  rather 
than  dowuAvard  extension  of  the  growth. 

The  small  number  of  specimens  demonstrating  carcinoma  of 
the  lower  end  of  the  oesophagus — four  out  of  twenty-nine — is  also 
of  some  interest.  While  this  is  in  accordance  with  the  clinical 
data,  Avhich  will  presently  be  dealt  Avith,  it  must  not  be  regarded  as 
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t'uniishing"  evidence  of  an  infrequent  occurrence  of  the  disease  in 
this  situation.  In  two  of  the  four  preparations  the  disease  Avas 
contined  to  the  oesophagus,  but  in  the  remaining  two  the  cardiac 
end  of  the  stomach  was  also  affected.  Here,  again,  it  was  difficult 
to  form  an  opinion  as  to  the  actual  site  of  origin  of  the  tumour.  It 
is  possible  that  a  certain  number  of  museum  specimens  may  be 
catalogued  as  cancer  of  the  cardiac  end  of  the  stomach  in  which 
the  disease  originated  in  the  lower  end  of  the  oesophagus,  and 
further,  there  is  no  doubt  that  when  the  sux"geon  perforins  gastro- 
stt^my  he  frequently  does  so  for  carcinoma  of  the  lower  end  of  the 
gullet.  In  no  specimen  in  the  series  was  there  any  evidence  of  the 
disease  involving  more  than  one  situation. 

In  contra-distinction  to  the  grouping  detailed  in  the  patho- 
logical preparations,  we  find  that  the  clinical  cases  in  the  series 
fell  primarily  into  two  groups,  namely,  sixty-two  in  which  the 
tumour  involved  the  upper  end,  and  six  in  which  the  lower  end  of 
the  oesophagus  was  affected.  It  has  been  found  advisable,  how- 
ever, on  clinical  grounds  to  subdivide  the  cases  of  disease  at  the 
upper  end  into  two  sub-groups,  namely,  one  in  which  the  tumour 
undoubtedly  involved  the  hypo-phai'ynx  or  post-cricoid  region  and 
the  other  in  which  the  disease  was  either  confined  to  the  upper  end 
of  the  oesophagus,  or  if  the  hypo-pharyiix  had  also  become 
infiltrated  the  tumour  was  not  evident  there  on  laryngoscopic 
examination.  Even  with  the  oesophagoscope  it  was  not  always 
possible  to  accurately  define  the  anatomical  upper  limit  of  the 
growth.  It  is  obvious  that  this  is  a  somewhat  arbitrary  sub- 
division, because  a  study  of  the  pathological  specimens  has 
shown  that  in  every  case  in  which  the  hypo-pharynx  was  affected 
the  oesophagus  was  also  involved.  The  subdivision  has,  however, 
been  made  upon  a  clinical  rather  than  upon  an  anatomical  basis, 
and  for  the  following  reasons:  (1)  The  disease  could  be  recognised 
in  the  hypo-pharynx  by  means  of  the  laryngoscopic  mirror  ;  (2)  it 
occurred  in  women  much  more  frequently  than  in  men,  almost  in 
the  proportion  of  three  to  one  in  the  series  ;  (3)  it  affected  women 
at  an  earlier  age  than  it  did  in  the  other  situations  ;  (4)  the  disease 
was  of  shorter  duration  in  this  situation  than  when  in  the  oeso- 
phagus. The  following  subdivision  has  therefore  been  made  :  Hypo- 
pharynx  (post-cricoid),  26  cases,  or  38  per  cent.;  upper  end  of 
oesophagus,  36  cases,  or  52  per  cent.  ;  lower  end,  6  cases,  or  8  per 
cent. 
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Clinical  Data  in  Relation  to  Sex,  Age  and  Duration  of  the 

Disease. 

Sex. — The  question  of  the  relative  frequency  of  malignant 
tumour  of  the  oesophagus  in  the  two  sexes  is  one  which  has  been 
considered  by  various  writers,  and  in  regard  to  which  a  difference 
of  opinion  has  been  expressed.  Of  the  68  cases  in  the  series,  26  or 
38  per  cent,  were  males  and  42  or  61  per  cent,  were  females. 
There  is  here,  therefore,  undoubted  evidence  of  the  preponderance 
of  the  disease  in  the  female  sex.  It  is  interesting  to  note  in  this 
connection  that  of  the  42  women,  17  Avere  unmarried,  while  the 
remaining:  25  were  married  women.  Butlin,  in  the  second  edition 
of  his  "Operative  Surgery  of  Malignant  Disease,"  1900,  states  that 
malignant  disease  of  the  oesophagus  occurs  more  frequently  in  men 
than  in  women.  Butlin's  statement  has  been  confirmed  by  other 
writers.  Thus,  Morell  Mackenzie,  writing  in  1884,  found  in  a 
series  of  100  cases  that  71  Avere  males  and  that  only  29  were 
women.  Habershon,  in  a  table  of  85  cases  collected  from  Guy's 
Hospital  ^05^-morfem  j-ecords  (1878)  noted  the  disease  in  59  men 
and  in  26  women.  Other  writers  might  be  quoted  showing  soms- 
Avhat  similar  figures.  Walker  Downie,  on  the  other  hand,  in  a 
paper  recently  published  in  the  Glasgow  Medical  Journal  (1912), 
states  that  he  met  with  carcinoma  in  13  men  and  in  15  '.vomen. 
The  more  frequent  occurrence  of  the  disease  amongst  women  as 
shoAvn  by  my  figures  is  very  striking.  When  studied  in  connection 
with  the  situation  of  the  disease  the  following  figures  are  obtained  : 


Table 

I. 

Males. 

Females 

Hypo-pharynx 

26 

. 

7 

19 

Upper  end  . 

36 

14 

22 

Lower  end    . 

6 

5 

1 

The  disease  therefore  is  more  common  in  the  hypo-pharynx  in 
women,  almost  in  the  proportion  of  three  to  one,  while  at  the 
lower  end  of  the  gullet  there  is  a  predominance  of  the  male  sex  ; 
the  small  number  of  cases  of  cancer  at  the  cardiac  end  of  the 
oesophagus  does  not  permit  of  any  general  deduction  being  drawn 
from  them  ;  other  writers  have  pointed  out  the  greater  frequency  of 
the  disease  at  the  lower  end  of  the  oesophagus  in  men. 

Age. — An  inquiry  into  the  age  of  the  patients  thus  affected 
brings  out  some  points  of  interest.  It  is  at  once  evident  that 
women  are  affected  earlier  in  life  than  men,  and  the  accompanying 
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Table  II  will  not  only  illustrate  this  point,  but  it  also  shows   the 
number  of  cases  met  with  in  the  various  decades. 


Table  II. 

Decade. 

Male. 

Female 

31-40 

2 

13 

41-50 

5 

16 

51-60 

8 

12 

61-70 

9 

(1 

71-80 

2 

1 

26  42 

The  majority  of  the  women  therefore  were  affected  between  the 
ages  of  thirty  and  fifty,  the  majority  of  the  men,  on  the  other  hand, 
after  fifty  years  of  age.  The  youngest  woman  was  thirty-one  years 
old,  the  oldest  seventy-one  :  the  youngest  male  was  thirty-four,  the 
oldest  seventy-six.  The  average  age-incidence  in  the  females  was 
forty-five  and  in  the  males  fifty-seven  years.  The  average  age- 
incidence  in  the  unmarried  women  was  forty-four,  in  the  married 
women  forty-seven  years. 

In  connection  with  this  subject  it  must  be  borne  in  mind  that 
the  figures  just  quoted  refer  to  the  age  of  the  patient  at  the  time 
of  examination.  As  the  duration  of  the  symptoms  in  many  of 
these  cases  extends  over  a  long  period,  often  for  a  number  of  years, 
it  is  obvious  that  in  many  patients  the  age-incidence  occurs  con- 
siderably earlier  than  these  figures  would  indicate.  While  this 
statement  necessarily  applies  to  both  sexes,  it  will  be  shown 
presently  that  symptoms  of  obstruction  are  as  a  rule  complained 
of  for  a  considerably  longer  period  in  the  case  of  many  of  the 
women  than  in  the  case  of  the  men.  The  earlier  incidence  of 
cancer  of  the  oesophagus  in  women  has  long  been  recognised. 
Morell  Mackenzie  gives  the  average  age-incidence  in  women  as 
forty-four  and  in  men  fifty-two  years,  while  Habershon's  figures 
are  very  similar — in  women  forty-four  years  and  in  men  fifty-five 
years. 

The  average  age  at  which  the  disease  is  met  with  in  the  two 
sexes  in  the  different  situations  is  brought  out  in  the  next  table. 


Table  III. 
Hypo-pharynx.  Upper  end. 

Males         .       .       58  years       .        .       59  years 
Females     .        .       44      ,,  .        .       47      ,, 


Lower  end. 
52  years 

48  '  „ 
(one  case). 
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These  figures  show  that  carcinoma  occurs  at  an  earlier  age  in 
women  in  the  hypo-pharynx  than  elsewhere,  but  that  in  men  it  is 
met  with  earlier  at  the  lower  end  of  the  oesophagus.  An  analysis 
of  the  ages  of  the  nineteen  women  with  malignant  tumour  in  the 
hypo-pharynx  shows  that  there  were  seven  between  thirty  and 
thirty-nine  years  of  age,  eight  between  forty  and  fifty,  and  four 
between  fifty  and  sixty.  Malignant  diseases  in  this  situation  may 
occur  at  an  earlier  age  than  the  above  figures  indicate,  and  cases 
have  been  recorded  from  time  to  time  in  illustration  of  this  point. 
Thus  Tilley  met  with  it  in  a  woman  of  twenty-two,  and  AV.  R.  H. 
Stewart  reported  another  case  in  a  female  aged  twenty-three. 

These  facts  relative  to  sex  and  age  assume  even  greater  interest 
Avhen  we  study  the  incidence  of  cancer  in  those  parts  of  the 
alimentary  canal  which  lie  immediately  above  and  below  the 
cesophagus  and  in  the  contiguous  larynx.  Malignant  disease  of  ± 
the  tongue,  fauces  and  oro-pharynx  is  more  common  in  men.  The  f 
statistics  of  the  Ear  and  Throat  Department  during  the  last  six 
years  furnish  the  following  figures  :  Of  49  cases  of  malignancy  in 
these  situations,  44,  or  89  per  cent.,  were  males,  while  5,  or  10  per 
cent.,  were  females.  The  average  age  of  the  men  was  fifty-seven 
and  of  the  women  forty-seven  years. 

Malignant  disease  of  the  stomach  affects  men  more  frequently 
than  women,  Welch,  of  Baltimore,  gives  the  proportion  as  five  to 
four.  Eobson  and  Moynihan  met  with  the  disease  in  36  men 
and  in  23  women  during  ten  years  in  the  Leeds  Infirmary. 
Osier,  in  150  cases  of  cancer  of  the  stomach,  observed  it  in  126 
males  and  in  only  24  females.  In  the  recently  published  statistics 
of  the  Mayo  Clinic,  88  of  the  patients  were  men  and  38  were  Avomen. 
In  Eobson  and  Moynihan's  cases  the  age-incidence  generally  was 
from  forty  to  sixty  years,  Avhile  in  the  Mayo's  cases  the  average 
age  in  the  males  was  fifty-two  and  in  the  females  forty-nine  years. 

James  Langwill  has  investigated  200  cases  of  cancer  of  tlie 
stomach  occurring  in  the  practice  of  Professor  F.  M.  Caird 
{Edinhuryh  Medical  Journal,  March,  1913).  The  males  numbered 
122  and  the  females  78.  The  writer  comments  upon  the  pro- 
portionately large  number  of  women  affected.  The  majority  of 
the  cases  occurred  between  the  ages  of  forty  and  sixty,  especially, 
however,  between  fifty  and  sixty. 

The  greater  frequency  of  malignant  disease  of  the  larynx  in 
men  is  a  well-established  fact,  and  a  comparative  study  of  my 
laryngeal  and  oesophageal  cases  during  the  last  eleven  years 
illustrates  this  point. 
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Table  IV. 

Malignant  disease  of  larynx.  Malignant  disease  of  oesophagus, 

55  cases.  68  eases. 

Males       .    47,  or  85  per  cent.     .     .     Males      .  26,  or  38  per  cent. 

Females  .      8,  or  14         ,,  .     .     Females  .  42,  or  61        „ 

The  next  table  shows  the  age-incidence  of  the  laryngeal  disease 

in  the  two  sexes. 

Table  Y. 
Decade.  Males.  Females. 

21-30         .         .  0         .         .         1 

31-40         .         .  0         .         .         0 

m  41-50  7         .         .         3 

W  51-60         .         .         19         .         .         1 

61-70         .         .        15         .         .         2 
71-80         .         .  6         .         .         0 

In  one  of  the  women  the  age  was  not  recorded.  The  average 
age-incidence  in  the  men  was  therefore  fifty-nine  years,  and  in  the 
women  fifty-one  years.  While  the  age-incidence  in  the  males 
.suffering  from  laryngeal  carcinoma  is  much  the  same  as  that  in 
malignant  disease  of  the  oesophagus,  fifty-nine  and  fifty-seven  j-ears 
respectively,  in  the  women  the  average  age  is  higher  in  lar3'ngeal 
than  in  oesophageal  tumour — fifty-one  years  as  compared  Avith 
forty-five  years.  The  number  of  women  in  the  series,  however,  is 
veiw  small. 

In  connection  with  a  comparative  study  of  this  kind,  it  is 
important  to  determine,  if  possible,  between  primary  intrinsic  and 
primary  extrinsic  laryngeal  cancer  in  view  of  the  frequency  of 
malignant  disease  in  the  post-cricoid  region  in  women.  It  Avould 
i  be  natural  to  expect  that  extrinsic  laryngeal  cancer  would  occur 
more  frequently  in  them  than  in  men.  There  is  considerable  diffi- 
culty, however,  in  determining  this  point,  because  it  may  be  impos- 
sible to  say  on  inspection  where  the  diseas-e  commenced  in  those 
cases  in  which  both  the  intrinsic  and  extrinsic  laryngeal  structures 
are  involved.  A  carefully  ascertained  history  of  the  sequence  of 
the  symptoms  is  of  assistance  in  some,  if  not  in  all,  of  the  cases. 
So  far  as  I  have  been  able  to  elucidate  this  point,  in  all  probability 
of  the  47  cases  of  laryngeal  carcinoma  in  men,  20  were  intrinsic 
and  27  extrinsic  in  origin  ;  whereas,  in  the  8  women,  5  were  intrinsic 
and  3  extrinsic.  So  far  as  these  figures  may  be  regarded  as  of  any 
value,  they  do  not  furnish  evidence  that  in  women  there  is  a  greater 
tendency  to  primary  extrinsic  laryngeal  carcinoma. 
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All  these  facts  relative  to  sex  and  age  in  malignant  disease  of 
the  oesophagus  are  in  themselves  of  considerable  interest,  and  when 
examined  in  conjunction  with  cancer  of  the  adjacent  parts  of  the 
alimentary  canal  and  with  the  same  disease  in  the  larynx  it  is 
difficult  to  find  an  explanation  of  its  more  frequent  occurrence  in 
women,  and  at  an  earlier  age,  than  in  men.  If  irritation  is  to  be 
regarded  as  an  ?etiological  factor  it  is  more  natural  to  look  for  such 
in  the  male  sex.  Excess  of  stimulants,  imperfectly  masticated  and 
hurriedly  swallowed  food  may  be  justly  regarded  as  more  frequent 
causes  of  irritation  in  the  male  sex.  It  would,  however,  be  interest- 
ing to  investigate  the  influence  of  hot  tea  as  a  possible  source  of 
irritation  in  women. 

The  question  of  the  existence  of  an  hereditary  influence  was 
only  investigated  in  a  limited  number  of  the  cases,  often  owing  to  a 
natural  hesitation  in  asking  such  a  leading  question.  The  case 
histories  show  that  an  inquiry  was  made  into  the  family  history  in 
nineteen  instances,  and  that  the  following  facts  were  ascertained : 
In  nine,  that  is,  in  practically  50  per  cent,  of  the  cases  which  were 
inquired  into,  a  history  of  malignancy  was  obtained.  The  details 
are  as  follows  :  In  two,  one  of  the  parents,  a  father  and  a  mother 
respectively,  died  with  cancer  of  the  oesophagus ;  in  one  a  brother 
had  a  malignant  tumour  in  the  throat ;  in  one  the  mother  died 
from  cancer  of  the  stomach  ;  in  two  the  mother  had  cancer  of  the 
breast,  and  in  one  of  these  cases,  in  addition,  a  brother  had  a  malig- 
nant tumour  of  the  neck ;  in  one  the  father  had  a  malignant 
abdominal  tumour.  In  the  two  remaining  cases,  a  cousin  had 
malignant  disease  in  one  of  them,  and  in  the  other  an  aunt  and 
cousin  died  of  cancer,  while  the  mother  of  this  patient  also  had  an 
abdominal  swelling,  which  was  regarded  as  pi-obably  of  a  malignant 
nature.  In  ten  of  the  nineteen  patients  no  family  history  of  malig- 
nant disease  was  obtained,  but  in  two  of  them  there  was  a  bad 
tubercular  histor}-.  In  three  cases,  all  of  them  men,  there  was  a 
very  definite  alcoholic  history. 

In  almost  every  case  the  occupation  of  the  patient  and  the 
district  in  which  he  lived  were  ascertained.  As  regards  the  women, 
with  the  exception  of  a  governess,  a  lady's  companion  and  a  pro- 
fessional nurse,  we  find  that  the  majority  of  the  others  lived  at 
home  following  no  occupation,  while  a  few  were  domestic  servants. 
The  men  followed  various  callings :  business  men,  blacksmiths, 
miners,  carters,  joiners,  shoemakers  and  general  labourers. 

As  might  be  expected  in  statistics,  from  a  centre  like  Edin- 
burgh,   the    patients    were    drawn    from    various    districts.      The 
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majority  lived  in  the  city  and  in  the  neighbouring  Lothians — 
27  in  all.  Next  in  frequency,  Fife  provided  10,  with  2  from  the 
adjacent  county  of  Clackmannan.  The  remainder  were  derived 
from  the  eastern  and  south-eastern  counties  of  Scotland,  Aberdeen- 
shire (3),  Elgin  (1),  Forfar  (2),  Berwickshire  (3),  Roxburghshire 
(3),  Selkirk  and  Peebles  (2).  Perthshire  accounted  for  5,  Lanark 
for  2  and  Dumfries  1,  while  o  came  from  the  north  of  England  and 
1  from  the  north  of  Ireland.  Three  were  unaccounted  for.  The 
difficulty,  however,  in  attaching  any  importance  to  residence  lies  in 
the  fact  that  some  of  tlie  patients  at  any  rate  had  only  lived 
temporarily  in  the  locality  assigned  to  them. 

This  part  of  the  subject,  however,  is  one  that  touches  upon  the 
general  pathology  of  carcinoma,  and  we  are  not  prepared  to  do 
more  than  merely  state  the  above  facts.  The  fresh  figures  which 
have  been  brought  forward  in  connection  with  the  oesophagus  and 
those  recently  published  by  Langwill  in  connection  with  the 
stomach  point  to  the  increasing  frequency  of  cancer  in  women  in 
these  organs,  with  regard  to  which  earlier  statistics  had  shown  that 
the  majority  of  the  cases  occurred  in  the  male  sex. 

Duration  of  the  Disease. — In  studying  the  dui-ation  of  the 
symptoms  in  these  cases,  the  influence  of  sex  and  age  along  with 
the  situation  of  the  growth  has  been  considered.  A  very  consider- 
able variation  is  met  with.  In  some  of  the  cases  the  history 
obtained  from  the  patient  gives  misleading  information  as  to  the 
probable  length  of  time  that  the  disease  has  existed.  This  is  due 
to  the  fact  that  in  some  instances  he  suddenly  becomes  conscious 
of  obstruction  in  swallowing.  This  may  follow  immediately  upon 
the  sensation  of  a  bone  sticking  in  the  throat,  or  a  piece  of  meat 
may  unexpectedly  lodge  in  the  gullet.  Prior  to  these  accidents 
the  patient  may  have  been  quite  unconscious  of  any  abnormal 
sens.itions  in  reference  to  his  deglutition.  In  these  cases  a  con- 
dition of  acute  obstruction  arises  comparable  to  that  met  with  in 
carcinoma  of  the  rectum,  the  patient  living  in  apparent  health 
while  the  disease  has  been  slowly  progressing  towards  a  fatal 
termination.  After  this  onset  difficulty  in  swallowing  remains 
permanently  as  a  symptom  of  a  gradually  progressive  character. 
In  the  few  cases  of  this  kind  which  we  have  met  with  the  duration 
of  the  symptoms  covers  a  very  short  period,  and  this  fact  may 
make  us  sceptical  about  regarding  the  condition  as  malignant. 
As  an  illustration  of  this  type  the  following  case  may  be  brieHy 
quoted  : 

J.  P ,  male,  aged  forty-seven,  without  any  previous  difficulty  in  swallowing. 


292  The  Journal  of  Laryngology,  [june,  1913. 

complained  that  twenty-four  hours  before  his  examination  a  piece  of  meat  "  stuck 
in  his  throat,"  and  that  he  had  not  been  able  to  swallow  anything  since.  The 
laryngoscope  revealed  nothing  abnormal.  (EsoiDhagoscopy  was  carried  out  under 
local  anaesthesia.  The  tube  passed  easily  through  the  upper  end  of  the  oesophagus, 
and  as  it  approached  the  cardiac  end  an  irregular  dirty-looking  papillomatous 
area,  aboiit  an  inch  and  a  half  long  in  its  vertical  diameter,  was  seen  to  occupy 
mainly  the  right  side  of  the  gullet  and  narrow  its  lumen.  A  distinct  foetor  could 
be  detected  rising  through  the  tube.  From  the  appearance  presented  it  was 
obvioiisly  of  a  malignant  nature,  and  from  the  extent  of  the  area  affected  it  had 
probably  existed  for  a  considerable  period  of  time. 

The  nest  case  also  illustrates  in  a  striking  manner  the  absence 
of  symptoms  referable  to  deglutition  even  when  the  disease  is  well 
advanced. 

Miss  W ,  aged  forty-five,  one  week  before  examination  complained  that  a 

fish-bone  had  stuck  in  her  throat.  Since  then  she  had  not  been  able  to  swallow 
solid  food,  and  even  fluids  passed  with  difliculty.  She  had  recently  become  much 
thinner.  One  of  her  brothers  had  died  of  malignant  disease  of  the  throat. 
Laryngoscopy  revealed  a  white,  fungating  mass  lying  across  the  lumen  of  the 
hypo-pharynx  and  projecting  upwards  behind  the  ar}'t8enoids,  and  probably 
attached  to  the  posterior  wall  of  the  pharynx,  as  the  arytsenoid  cartilages  moved 
fi'eely  on  phonation  and  the  larynx  appeared  to  be  free  from  any  infiltration. 
(Esophagoscopy  under  local  auEesthesia  was  not  very  satisfactorj',  but  the  mucous 
membrane  covering  the  posterior  surface  of  the  cricoid  cartilage  showed  evidence 
of  infiltration.  There  was  an  enlarged  hard  gland  in  the  left  anterior  triangle  of 
the  neck.     The  patient  died  a  few  months  latei*. 

When  a  history  is  given  of  a  bone  sticking-  in  the  throat 
followed  by  difficnlty  in  swallowing,  a  carefnl  examination  for 
malisfnant  disease  should  not  be  neglected. 

In  addition  to  the  two  cases  just  quoted,  three  other  patients 
gave  a  history  of  symptoms  of  two,  four,  ;ind  six  weeks  respective! 3', 
thus  further  illustrating  the  short  duration  of  the  symptoms  iu 
.some  cases  of  malignant  disease  of  the  oesophagus. 

In  the  great  majority,  however,  we  meet  with  a  different  type 
of  case,  and  in  a  considerable  number  of  them  difficulty  in  swallowing 
extends  over  so  long  a  period  without  any  other  symptom  develop- 
ing that  for  this  reason,  again,  doubt  may  be  thrown  upon  the 
existence  of  malignant  disease.  The  patient  maybe  conscious  of  a 
choking  sensation  when  eating,  especially  when  meat  or  bread  is 
swallowed,  and  as  this  recurs,  often  at  every  meal,  these  articles  of 
diet  are  given  up,  usually  from  a  sense  of  fear  that  something 
untoward  may  occur.  Again,  we  obtain  the  history  tliat  for  a 
cniisiderable  period  of  time  the  eating  of  a  meal  has  become  aj 
much  slower  process  than  it  used  to  be,  and  solid  food  requires  to 
be  more  carefully  masticated  than  formerly,  while  later  a  forcing 
effort  is  necessary  before  the  food  passes  beyond  the  upper  end  of 
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tlie  o'liUet-.  Finally,  solids  can  no  longer  be  swallowed  in  spite  of 
deliberate  mastication  and  due  care.  Soft,  pulpy  food  is  then 
tried  for  a  time,  and  finally  the  patient  may  pi-esent  himself  for 
examination  able  only  to  swallow  fluids,  and  even  they  may  give 
rise  to  difficulty. 

The  period  of  time  during  which  these  symptoms  are  coin- 
])lained  of  varies  from  a  few  months  to  several  years,  and  a  few 
examples  may  be  quoted  as  illustrations. 

A.  T ,  aged  seventy-one,  female.     Presented  herself  for  examination  in  the 

autumn  of  1911.  She  first  noticed  difficulty  in  deglutition  six  months  previously. 
An  increasing  difficulty  in  swallowing  solids  gradually  supervened,  and  when  she 
came  under  observation  she  could  only  take  fluids.  She  was  considerably 
emaciated.  No  enlarged  lymphatic  glands  Avere  felt  in  the  neck,  but  palpation 
revealed  a  slight  fulness  of  the  thyroid  gland.  On  laryngoscopy  the  right  vocal 
r.'nl  was  found  to  present  defective  abductor  movement.  (Esophagoscopy  was 
carried  out,  and  when  the  oesophagus  was  reached  a  greyish,  slightly  irregular 
infiltration,  readily  bleeding,  was  observed  upon  the  posterior  wall  of  the  tube. 
The  anterior  wall  appeared  to  be  healthy.  A  small  piece  of  tissue  was  removed 
with  forceps.  Microscopic  examination  demonstrated  well-marked  ingrowths  of 
epithelium  in  the  deeper  tissues,  and  a  diagnosis  of  squamous  epithelioma  was 
made. 

Mrs.    V ,  aged  forty-four,    was  examined  in   October,  1909.     She   gave  a 

history  of  difficulty  in  swallowing  extending  over  a  period  of  eight  years.  Two 
years  after  the  onset  of  this  symptom — that  is,  six  years  before  my  examination — 
a  gastrostomy  was  performed  by  the  late  Professor  Annandale,  but  the  patient, 
becoming  weary  of  this  method  of  obtaining  nourishment,  removed  the  tube  from 
her  stomach  at  the  end  of  two  months.  The  difficulty  in  swallowing  remained 
mxicli  the  same  until  five  months  before  her  examination,  when  it  became  con- 
siderably worse.  She  now  experienced  slight  pain  on  swallowing,  and  had  become 
much  emaciated.  A  faint  stridor  was  also  noticed  on  inspiration.  An  enlarged 
lymphatic  gland  coiild  be  palpated  on  the  left  side  of  the  neck,  and  slight  fulness 
of  the  thyroid  gland  was  noticeable.  Lar^'ugoscopy  revealed  a  considerable 
quantity  of  secretion  lying  behind  the  arytenoids,  and  on  the  left  side  in  this 
region  an  infiltration  covered  with  a  slough  occupied  the  posterior  phaiyngeal 
wall.  Both  arytenoids  were  swollen,  the  swelling  being  of  a  reddish  colour  and 
evidently  of  fii-mer  consistence  than  that  produced  merely  by  oedema.  There  was 
no  obvious  iilceration.  The  movements  of  both  vocal  cords  were  somewhat 
restricted.  (Esophagoscopy  demonstrated  behind  the  cricoid  cartilage  the  lumen 
of  the  tube  narrowed  by  infiltration,  presenting  an  uneven,  ulcerated  surface, 
which  bled  very  readily.  Tlie  patient  refused  a  second  gastrostomy,  and  died 
very  shortly  afterwards. 

Mrs.  F ,  aged  forty-six,  was  first  examined  in  A\igust,  190-i.     She  then 

stated  that  she  had  been  unable  to  swallow  meat  for  twenty  years.  Soft  foods 
and  bread  were  readily  swallowed,  but  even  this  form  of  diet  frequently  caused 
lier  pain  in  the  neck.  There  were,  however,  periods  when  deglutition  was  quite 
normal.  She  used  to  suffer  a  good  deal  from  indigestion,  and  four  years  before 
the  above  date  the  stomach-tube  had  been  passed.  She  had  recently  had 
cesophageal  bougies  passed  by  a  surgeon,  who  seems  to  have  regarded  the 
condition  as  "functional"  and  probably  related  to  the  menopause.  Her  father 
had  died  with  an  abdominal  tumour.     Laryngoscopy  revealed  nothing  abnormal. 
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There  was  no  swellincr  in  the  hypo-pharynx ;  no  paresis  of  the  vocal  cords. 
There  was  no  enlargement  of  the  lingual  tonsil,  and  no  enlarged  glands  were 
found  in  the  neck.  As  bougies  had  been  recently  passed  they  were  not  again 
employed. 

About  four  and  a  half  years  later  (December,  1908)  I  again  saw  the  patient. 
Durino-  the  previous  six  months  deglutition  had  become  much  more  difficult. 
Even  liquids  were  swallowed  with  difficulty,  because  they  indviced  fits  of 
couo-hino-.  The  pain  was  often  very  severe,  shooting  lap  to  the  left  ear.  Stridor 
had  been  noticed  during  the  previous  week  while  she  slept.  The  patient  had 
become  much  emaciated.  Enlarged  hard  glands  could  be  felt  in  the  right  side 
of  the  neck,  and  there  was  a  distinct  broadening  of  the  thyroid  cartilage.  The 
left  arytsenoid  was  oedematous,  and  the  left  vocal  cord  was  fixed  close  to  the 
median  line.  The  right  arytsenoid  was  normal  in  outline,  but  the  movement  of 
the  right  vocal  cord  was  impaired.  It  was  evident  that  the  disease  had 
secondarily  involved  the  larynx,  and  the  question  of  tracheotomy  was  con- 
sidered. During  the  next  forty-eight  hours,  however,  pneumonia  developed, 
and  the  patient  died  a  few  days  later. 

These  cases  sufficiently  illusti*ate  the  prolonged  period  over 
which  symptoms  produced  by  undoubted  malignant  disease  of  the 
oesophagus  may  continue.  An  analysis  of  the  series  of  sixty-eight 
cases  brings  out  the  interesting  fact  that  in  22,  or  32  per  cent., 
difficulty  in  swallowing  was  complained  of  for  one  or  more  years, 
and  further,  that  in  nineteen  of  them  the  patients  were  women. 
There  is  a  natui-al  tendency,  therefore,  to  regard  some  of  these 
cases  as  "  functional."  A  diagnosis  of  this  kind  cannot  be  too 
emphatically  condemned,  and  no  case  of  difficulty  in  swallowing 
should  be  classified  as  such  until  a  careful  examination  with  the 
oesophagoscope  has  been  made.  Even  then,  if  nothing  abnormal 
is  discovered,  the  patient  should  be  re-examined  at  intervals, 
because  even  after  the  lapse  of  some  years  she  may  die  with 
malignant  disease  of  the  gullet.  If  we  except  the  five  cases  already 
referred  to  in  which  the  symptoms  complained  of  had  been 
observed  from  a  few  days  to  six  weeks,  we  find  that  the  average 
duration  amongst  men  was  six  months,  and  that  in  only  three 
instances  had  the  patient  noted  any  abnormal  condition  for  a 
period  of  one  year  or  more,  namely,  one,  one  and  a  half,  and  three 
years  respectively.  Amongst  the  women,  on  the  other  hand,  the 
average  duration  of  symptoms  extended  to  a  period  of  three  and  a 
half  years,  due  partly  to  the  fact  that  in  nineteen  of  them  symptoms 
had  been  observed  for  a  number  of  years.  The  actual  figures  may 
be  grouped  as  follows  :  Seven  had  noticed  8ym]itoins  from  one  to 
four  years,  five  from  six  to  twelve  years,  five  for  several  years, 
one  for  twenty  years,  and  one  for  thirty  years.  The  inclusion  of 
the  two  last  cases,  which  must  be  regarded  as  exceptional,  is  partly 


June.  1913]  Rhiiiology,  and  Otology.  295 

responsible  for  increasing  tlie  average  duration  period  of  tlie 
symptoms  in  women.  If  they  are  excluded,  the  average  period  is 
reduced  from  three  and  a  half  to  two  and  a  half  years. 

The  following  table  illustrates  the  average  duration  of  the 
disease  in  the  two  sexes  in  the  different  decades. 

Table  VI. 

Decade.  Males.  Females. 

31-40     Av.  duration  1  month     A  v.  2  years 

41-50  „  6|  months         3  years,  4  months. 

51-60  „  6         ,,  5  years. 

61-70  „  Sh      „  No  case. 

71-80  „  12      „  6  months  (one  case). 

The  disease  therefore  progresses  moi*e  slowly  the  older  the 
individual,  and  it  is  more  slowly  progressive  in  women  than  in  men. 
Owing  to  the  small  number  of  cases  of  tumour  of  the  lower  end  of 
the  oesophagus,  no  general  conclusions  should  be  drawn  as  to  the 
relative  duration  of  the  disease  in  the  three  different  situations. 
Table  VII,  however,  gives  the  average  period  in  the  series. 

l^ABLE    VII. 

Hypo-pharynx.  Upper  end.  Lower  end. 

1  year,  5  months    .     3  years,  6  months    .     8  months. 

An  attempt  has  been  made  to  obtain  some  idea  as  to  the 
probable  expectation  of  life  after  the  diagnosis  has  been  made  by 
calculating  the  time  which  elapsed  between  the  date  of  examination 
and  the  fatal  termination.  The  actual  date  of  death  was 
ascertained  in  thirty-four  cases.  In  three  of  them  gastrostomy 
had  been  performed.  In  the  remaining  thirty-one  no  surgical 
interference  was  carried  out.  On  an  average  death  supervened  in 
them  in  three  months  after  the  examination.  Life  Avas  prolonged 
for  only  a  few  weeks  in  several  of  the  cases,  and  in  a  number  of 
the  others  for  five,  six,  seven  or  even  eight  months.  In  two  of  the 
cases  in  which  gastrostomy  was  performed  death  occurred  within 
a  few  days  of  the  operation,  and  the  third  terminated  fatally  after 
four  months. 

It  is  not  easy  to  arrive  at  an  explanation  of  the  great  variability 
met  with  in  the  duration  of  the  symptoms  in  this  class  of  case.  It 
is  a  well-known  fact  that  so  lons^  as  the  tumour  is  confined  within 
the  walls  of  the  oesophagus  its  progress  is  slow,  but  once  it  passes 
beyond  the  confines  of  the  tube  and  invades  the  surrounding 
tissues    a   rapid    development    usually  takes    place.      Even  when 
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PLATE   I. 


Fig.  1. — Squamous  epithelioma  of  the  oesophagus  and  hypo-pharynx  from  a 
Avoman,  aged  forty-eight.     Duration  of  symptoms,  seven  years. 


Fig.  2. — Squamous  cpitliclioma  of  upper  end  of  a'Soi>liagus  from  a  woman, 
aged  tifty-cight.  Duration  of  symptoms  six  months,  (a)  Disease  lying 
outside  cesophagus  with  right  recurrent  laiyngeal  nerve  passing  into  it; 
(h)  right  recurrent  laryngeal  nerve  ;  (r)  eiilarged  lymphatic  glands. 
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fontined  to  the  oesophagus,  howev'^er,  remarkable  variations  in  its 
<liiration  are  met  with.  An  exphxnation  is  to  be  found  in  our 
inability  to  fix  the  approximate  date  at  wliich  the  disease  probably 
commenced.  It  is  true  that  malig-nant  tumours  differing  in  struc- 
ture show  a  varying  rate  of  growth,  Init  in  the  oesophagus  we  have 
to  deal  mainly  with  one  type  of  tumour,  and  that  is  the  squamous- 
celled  epithelioma,  which,  according  to  Butlin,  forms  90  per  cent, 
of  the  cases.  There  is  undoubtedly  a  great  difference  in  the  life- 
history  of  similar  types  of  tumour  growing  in  different  parts  of  the 
body,  and  there  is  also  a  marked  diiference  in  the  course  of  tuniours 
of  like  structure  arising  in  the  same  part  of  the  body  and  under 
apparently  similar  conditions.  It  is  probably  in  this  fundamental 
fact  that  an  explanation  is  to  be  found  of  the  great  variations  in 
the  duration  of  cancer  of  the  oesophagus.  'J'he  two  following  cases, 
examples  of  squamous-celled  epithelioma,  oifer  a  marked  contrast 
in  their  clinical  history,  and  are  quoted  here  in  illustration  of  this 
point. 

Fig.  1,  Plate  I,  is  a  specimen  of  squamous-celled  carcinoma  involving  the 
hypj-phaiynx,  Avhicli  "vvas  removed  along  with  the  larynx  by  Professor  Alexis 
Thomson  fi-om  a  woman,  aged  forty-eight.  She  complained  of  increasing  difficulty 
and  pain  in  swallowing,  symptoms  which  Lad  first  manifested  themselves  seven 
years  before  examination.  There  was  no  history  of  an  injury.  Three  and  a  half 
years  before  the  operation  she  had  consxilted  a  surgeon,  who  diagnosed  a  slight 
stricture  of  the  cesophagus,  and  the  systematic  employment  of  bougies  for  a  time 
was  followed  by  beneficial  results.  She  had  become  much  thinner,  losing  a  good 
deal  in  weight.  The  accompanying  illustration  shows  the  distribution  of  the 
tumour,  involving  the  walls  of  the  lowest  part  of  the  pharynx  and  the  commence- 
ment of  the  cesophagus,  and  spreading  round  the  entire  lumen  of  the  tube.  The 
vertical  extent  of  the  disease  measures  2  in.  The  main  mass  of  the  growth  lies 
posteriorly,  and  lias  a  diameter  of  12  mm.  in  its  thickest  part.  Its  general  surface 
is  ulcerated ;  the  narrowest  portion  of  the  constriction  is  sit^^ated  at  the  lowest 
part,  where  the  lumen  is  reduced  to  10  mm.  Microscopic  examination  showed  the 
growth  to  be  a  typical  squamous-celled  epithelioma,  infiltrating  both  the  sub- 
mucous and  muscular  coats. 

Fig.  2,  Plate  I,  is  the  cesophagus  obtained  jwst-mortem  from  a  woman,  aged 
fifty-eight.  She  had  complained  of  great  difficulty  and  pain  in  Bwallowing,  the 
symptoms  being  first  noticed  four  months  before  she  presented  herself  for  exami- 
nation. During  this  period  she  had  become  much  emaciated,  and  had  lost  2  st.  in 
weight.  A  chain  of  enlarged  glands  could  be  palpated  on  each  side  of  the  neck, 
especially  noticeable  on  the  right  side.  An  cesophageal  bougie  localised  the 
stricture  at  the  upper  end  of  the  gullet.  She  refused  gastrostomy,  and  becoming 
rapidly  worse,  died  two  months  later.  The  whole  course  of  the  disease  as  recog- 
nised clinically  was  of  six  months'  duration.  The  stricture  is  seen  at  the  upper 
end  of  the  cesophagus,  its  superior  margin  lying  1  in.  below  the  mouth  of  the 
gullet.  It  measiu-es  1  in.  vertically,  and  its  lumen  only  admits  a  fine  quill  with  a 
diametei;  of  2  to  3  mm.  The  disease  involves  the  whole  circumference  of  the  tube, 
and  is  thickest  posteriorly,  where  it  measures  i  in.      On  the  right  side  the  growth 
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has  extended  beyond  the  wall  of  the  cesophagus,  and  forms  a  small  mass  of  dense, 
firm  tissue  lying  behind  the  right  common  carotid  artery.  A  chain  of  enlarged 
glands  lies  in  the  interval  between  the  gullet  and  the  trachea,  partially  concealed 
by  the  right  common  carotid  artery.  The  highest  gland  in  the  chain  is  adherent 
to  the  extension  of  the  growth  described  above.  The  right  recurrent  laryngeal 
nerve  passes  through  and  is  involved  in  the  tumoiir  mass  lying  oiitside  the 
oesophageal  wall.  The  microscope  demonstrated  the  growth  to  be  a  squamous- 
celled  epithelioma.  In  all  probability  the  early  formation  of  a  very  tight  stricture 
in  this  case  led  to  the  rapid  malnutrition  of  the  patient. 

In  all  probability  a  more  general  and  an  earlier  use  of  the 
oesophagoscope  will  lead  to  more  accurate  knowledge  regarding 
the  initial  stages  of  carcinoma  of  the  cesophagus. 


Additional  Clinical  Phenomena. 

While  we  have  dealt  at  some  length  with  such  questions  as  the 
sex,  the  age-incidence,  the  mode  of  onset,  and  the  duration  of  the 
disease  in  cases  of  carcinoma  of  the  oesophagus,  the  clinical  picture 
would  not  be  complete  without  reference  to  certain  further  points 
of  considerable  importance.  In  connection  with  the  act  of  de- 
glutition the  patient  is  occasionally  conscious  of  a  gurgling  sound 
as  the  food  passes  behind  the  larynx,  and  it  is  easy  to  demonstrate 
this  by  asking  him  to  swallow  a  few  mouthfuls  of  water.  In  these 
cases  the  stricture  is  probably  a  narrow  one,  and  the  disease  is  far 
advanced,  because  Avhere  this  symptom  was  easily  recognised  it 
was  found  impervious  to  a  very  small  bougie,  and  death  took  place 
within  a  very  short  period,  namely,  in  from  two  to  three  mouths. 

'J^he  regurgitation  of  food  is  sometimes  complained  of,  and  as 
we  have  found  this  in  more  than  one  instance  associated  with  the 
gurgling  of  fluids  it  is  probably  due  also  to  the  narrowness  of  the 
stricture. 

Many  of  these  patients  are  made  very  uncomfortable  by  the 
accumulation  of  mucous  secretion  in  the  lower  part  of  the  pharynx. 
The  quantity  of  mucus  that  is  brought  up  varies  considerably.  It 
may  or  may  not  be  at  times  tinged  with  blood.  The  presence  of 
hlood  is  by  no  means  a  common  occurrence  ;  indeed  it  has  proved 
to  be  distinctly  an  exceptional  sign  in  the  cases  now  under  review. 
The  excess  of  secretion  in  the  lowest  part  of  the  pharynx  is  often 
demonstrable  when  laryngoscopy  is  carried  out,  a  point  to  which 
further  reference  will  be  made  when  the  physical  examination  of 
the  patient  is  discussed. 

The  occurrence  of  pat«,  usually  a  dysphagia,  is  a  symptom 
which  must  be  considered.     In  some  cases  it  is  a  prominent  one,. 
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PLATE    J  I. 


Fig.  1. — Squamous  epithelioma  involving  month  of  cesophagus  mainly  on 
the  right  side  also  the  hypo-pharynx  and  right  ary-epiglottidean  fold,  and 
siniis  pyriformis. 


Fig.  2. — Squamous  epithelioma  of  upper  end  of  cesophagus.      Eadiot(ram 
showing  bismuth  at  site  of  stricture.     Man,  aged  seventy. 
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while  in  others  it  may  be  absent  throughout  the  whole  course  of 
the  disease,  and  for  that  reason  doubt  has  been  thrown  upon  the 
probable  malignant  character  of  the  stricture.  The  presence  or 
absence  of  pain  was  inquired  into  in  forty-one  of  the  cases,  and  it 
was  found  to  exist  in  thirty-four,  while  in  seven  the  patients 
definitely  stated  that  they  were  quite  free  from  any  discomfort  of 
this  kind.  It  should  be  noted,  however,  that  dysphagia,  though 
absent  in  the  earlier  stages  of  the  disease,  may  supervene  before 
the  fatal  termination.  Dysphagia  was  present  most  frequently 
where  the  disease  affected  the  hypo-pharynx,  being  noted  in 
eighteen  of  the  cases  in  which  the  tumour  occupied  that  region. 
In  the  remaining  eight  the  history  is  defective  on  this  point.  As 
a  rule  the  pain  is  referred  to  the  site  of  the  obstruction.  In 
twelve  instances  it  was  also  referred  to  one  or  both  ears. 

A  prominent  and  often  a  rapidly  progressive  feature  in  these 
cases  is  the  emaciation  which  is  observed  in  so  many  of  them.  The 
case-histories  record  it  in  forty-five  instances.  Two  patients 
denied  any  loss  in  weight,  but  in  both  of  them  emaciation  became 
very  obvious  towards  the  termination  of  the  disease.  Its  absence 
in  the  earlier  stages,  however,  should  not  lead  to  an  error  in 
diagnosis. 

Coiu/h  was  occasionally  a  troublesome  symptom.  In  one  case 
severe  spasms  of  coughing  Avere  the  first,  and,  for  a  few  months, 
the  only  symptom  for  which  the  patient  sought  advice. 

Hoarseness  or  some  alteration  in  the  character  of  the  voice 
occurs  either  as  the  result  of  involvement  of  one  of  the  recurrent 
laryngeal  nerves  or  from  direct  invasion  of  the  larynx  by  the 
disease.  The  recurrent  nerve  may  become  implicated  in  the 
tumour  when  the  latter  has  found  its  way  through  the  walls  of  the 
oesophagus,  as  has  been  described  on  Fig.  2,  PI.  I,  or  it  may 
be  pressed  upon  by  secondarily  enlarged  glands.  When  the 
tumour,  originating  in  the  hypo-pharynx,  involves  the  framework 
of  the  larynx,  and  causes  impaired  mobility  or  fixation  of  one  or 
both  vocal  cords,  hoarseness  of  voice  follows.  It  is  in  this  class  of 
case,  too,  that  difficulty  in  breathing  may  arise  sometimes  of  such  a 
nature  as  to  make  tracheotomy  necessary,  Avhile  pressure  of  the 
growth  upon  the  trachea  may  lead  to  a  similar  result. 

The  proportion  of  cases  in  which  hoarseness  was  present  at  the 
time  of  examination  was  not  large,  being  noted  in  only  seventeen 
patients,  while  in  eight  instances  some  interference  with  normal 
laryngeal  respiration  was  also  observed.  The  history  of  several  of 
the  other  cases,  however,  subsequent  to  the  making  of  the  examina- 
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tioii,  .showed  that  laryngeal   symptoins  developed   at  a  later  date 
and  that  tracheotomy  was  sometimes  necessary  before  death. 

Physical  Ex.\mination  of  the  Patient. 

Enhtryed  Cervical  (rlands. — The  existence  of  secondarily  enlarged 
glands  in  the  neck  was  noted  in  a  number  of  cases,  but  the  case 
records  are  somewhat  defective  in  connection  with  this  point.  In 
the  twenty-si.K  cases  in  Avhich  the  tumour  was  classified  as  beino- 
in  the  hypo-pharynx,  enlarged  glands  were  palpable  in  eighteen 
and  were  absent  in  three,  while  in  the  lemaining  five  no  statement 
was  made  regarding  them.  In  the  thirty-six  cases  grouped  under 
upper  end  of  oesophagus,  enlarged  glands  were  observed  in  eleven, 
while  in  eight  it  was  definitely  stated  that  there  was  no  enlarge- 
ment. In  the  remaining  seventeen  the  record  omitted  any  state- 
ment upon  this  point.  Jt  is  reasonable  to  suppose  that  when  the 
tumour  is  situated  higher  up  in  the  region  of  the  hypo-pharynx  that 
the  glands  are  more  easily  demonstrable,  but  it  must  not  be 
assumed  on  that  account  that  they  are  more  frequently  enlarged 
than  in  those  cases  in  which  the  tumour  occupies  a  lower  position 
in  the  oesophagus.  The  dissection  of  the  specimen  shown  on 
Fig.  2,  PI.  I,  demonstrated  the  concealed  position  of  the  chain 
of  enlarged  glands  behind  the  common  carotid  artery  and  at  a 
lower  level,  too,  behind  the  subclavian  artery. 

Laryngoscopy. — This  is  an  essential  part  of  the  clinical  examina- 
tion in  every  instance,  and  it  should  always  be  carried  out  before 
proceeding  to  an  examination  with  the  oesophagoscope.  One  may 
recognise  an  accumulation  of  secretion  behind  the  aryttenoids  in  the 
lowest  part  of  the  pharynx,  an  appearance  to  which  considerable 
significance  should  be  attached  when  disease  is  suspected  at  the 
upper  end  of  the  oesophagus.  In  some  cases  its  removal  may 
actually  reveal  the  existence  of  the  disease  in  the  hypo-pharynx 
by  the  presence  of  a  slough  or  actually  as  an  area  of  oedema  or 
infiltration  of  the  underlying  mucous  membrane. 

An  analysis  of  the  laryngoscopic  appearances  met  with  in  this 
series  of  cases  gives  a  number  of  interesting  facts,  all  of  which 
have  reference  to  disease  at  the  upper  end  of  the  oesophagus,  the 
laryngoscopic  picture  being  normal  in  the  six  cases  in  which  the 
lower  end  was  affected.  The  existence  of  abnormal  secretion 
behind  the  arytajnoids  was  ob.served  in  thirteen  of  the  cases. 
Actual  changes  were  observed  in  the  mirror  in  forty-three,  that  is, 
in  63  per  cent,  of  the  cases.  Tliis  is  a  large  percentage,  and 
indicates  the  value  of  laryngoscopy  as  an  aid  in  diiignosis.     Inter- 
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ference  in  the  mobility  of  the  vocul  cords  was  noted  in  22,  or  in  32 
per  cent,  of  the  cases.  Paralysis  of  one  cord  from  involvement  of 
the  nerve  in  the  tumour-growth  or  from  enlarged  glands  was 
present  in  thirteen  cases,  the  right  vocal  cord  being  affected  in 
four,  in  all  of  which  there  was  faulty  abduction  ;  the  left  vocal 
cord  was  affected  in  nine  instances,  there  being  faulty  abduction  in 
two  and  complete  recurrent  paralysis  in  seven  of  them.  In  the 
remaining  nine  cases  one  or  other  vocal  cord  was  immobile,  the 
fixation  being  due  to  infiltration  of  the  crico-arytsenoid  region  by 
the  tumour  and  not  to  paralysis.  Here  the  right  vocal  cord  was 
found  fixed  in  five  and  the  left  in  four  of  them. 

The  other  changes  observed  on  laryngoscopy  were  mainly  of 
the  nature  of  tumour  infiltration  of  the  hypo-pharynx  with  or 
without  secondai'y  involvement  of  the  posterior  laryngeal  wall. 
This  was  evident  in  thirty  cases,  in  the  twenty-six  classified  as 
hypo-pharyngeal,  and  in  four  in  which  the  tnniour  involved  the 
upper  end.  I  do  not  propose  to  describe  the  appearances  observed 
in  each  case;  it  will  suffice  to  give  a  general  description  of  what 
was  seen.  In  all  the  cases  which  have  been  classified  as  malig- 
nant disease  of  the  hypo-pharynx  part  of  the  tumour  was  visible  in 
the  laryngoscopic  mirror.  Occasionally  a  grey  or  yellowish-grey 
slough  may  be  detected  partially  concealing  a  slight  infiltration  of 
the  lowest  visible  part  of  the  posterior  pharyngeal  wall ;  a  small 
ulcerated  area  may  be  observed  at  the  edge  of  the  slough.  In  one 
case  a  slight  fulness  of  the  mucosa  covering  the  posterior  wall  of 
the  pharynx  immediately  behind  the  arytaenoids  was  the  only 
visible  pathological  change  at  the  first  examination.  The  commonest 
picture  was  that  of  an  ulcerated  infiltration  lying  across  the 
deepest  part  of  the  posterior  pharyngeal  wall  as  an  elevated  area 
behind  the  arytaenoid  cartilages.  Sometimes  no  ulceration  was 
visible.  The  infiltration  may  be  seen  to  extend  on  to  one  or  other 
lateral  wall  of  the  pharynx  and  into  the  pyriform  sinus.  In  one 
case  the  small  swelling  confined  to  the  posterior  pharyngeal  wall 
presented  a  distinctly  fungating  appearance,  while  in  another  a 
red  non-ulcerated  mass  occupied  the  same  region.  If  the 
patient  be  directed  to  phonate,  normal  movement  of  the  vocal 
cords  and  arytaenoid  cartilages  may  be  observed.  More  commonly, 
however,  tlie  posterior  laryngeal  wall  had  become  involved  in 
the  tumour  growth,  so  that  the  laryngoscopic  picture  presented  a 
still  more  varied  appearance.  In  addition  to  the  pharyngeal 
changes  already  described,  one  or  both  aryta3noid  regions  were 
found  swollen,    sometimes  the  appearance  suggesting  merely  an 
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cedeina  of  tlie  mucous  ineuibi'ane,  while  in  others  there  was 
obviously  tumour  infiltration  of  these  areas,  perhaps  ulcerated  and 
even  creepins:  up  on  to  one  or  botli  ary-epiglottic  fold.  Figs.  1, 
Pis.  I  and  II  illustrate ^j06^^->«or^e7H  the  distribution  of  the  disease  in 
two  cases  of  post-cricoid  carcinoma. 

In  those  cases  in  which  the  disease  is  situated  in  the  upper  end 
of  the  oesophagus,  or,  if  also  involving  the  lowest  part  of  the 
hypo-pharynx,  but  not  yet  visible  in  the  lai'yngoscopic  mirror, 
there  is  very  little  departure  from  the  normal  to  be  noted  by  this 
method  of  examination.  If  any  change  exist,  it  is  usually  of  the 
nature  of  a  vocal  cord  paralysis.  In  four  of  the  cases  in  this 
group,  however,  in  addition  to  the  paralysis,  a  slight  oedema  of  one 
arytenoid  region  was  observed,  but  in  no  instance  could  the  tumour 
be  detected  v/ith  the  laryngoscope. 

The  Use  of  Bougies. — There  is  at  the  present  time  a  natural  and 
incre.ising  objection  to  the  passage  of  the  oesophageal  bougie  as  a 
means  of  diagnosis  in  the  detection  of  stricture.  When  the  clinical 
history  points  to  obstruction  of  the  gullet  it  is  difficult  to  see  what 
further  advantage  can  be  derived  frem  the  introduction  of  this 
instrument.  It  will  in  some  cases  enable  us  to  say  that  the  obstruc- 
tion is  situated  at  so  many  inches  or  centimetres  from  the  incisor 
teeth,  but  that  is  all.  It  gives  no  information  as  to  its  cause.  It 
is  impossible  to  learn  in  this  way  the  nature  of  the  stricture, 
whether  fibrous  or  malignant,  or  as  to  whether  it  is  the  result  of 
narrowing  of  the  tube  from  pressure  upon  its  walls  due  to  aneurysm 
or  malignant  disease  in  the  mediastinum.  Moreover,  the  bougie  is 
not  free  from  danger,  and  fatal  accidents  have  followed  its  intro- 
duction. The  instrument  may  be  forced  through  the  ulcerating 
base  of  a  malignant  tumour  and  death  result  from  perfoi-ation  of 
the  gullet. 

On  the  other  hand,  the  bougie  may  have  a  limited  use  as  a 
therapeutic  agent  in  some  cases  after  the  oesophagus  has  been 
carefully  inspected  through  the  oesophagoscope  and  the  exact 
nnture  of  the  obstruction  has  been  ascertained. 

The  X  Rays. — In  order  to  obtain  information  regarding  the 
position  and  the  length  of  the  stricture  a  much  safer  and  wiser 
procedure  is  to  examine  the  patient  by  means  of  the  Rontgen  rays. 
Not  only  is  it  possible  to  ascertain  these  facts  by  means  of 
bismuth  porridge  and  the  fluorescent  screen,  but  we  may  determine 
at  the  same  time  whether  the  cause  of  the  obstruction  is  to  be  found 
in  the  walls  of  the  oesophagus  itself,  or  whether  it  is  the  result  of 
compression  of  the  tube  from  some  pathological  condition  of  the 
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neighbouring  structures.  It  is  of  course  not  suggested  that  a 
diagnosis  of  malignant  stricture  can  be  made  by  this  means. 
Although  accidents  have  been  recorded  even  bv  this  method  of 
ejcamiuation,  they  are  rare,  and  the  information  to  be  derived  from 
it  is  more  valuable  and  is  obtained  Avith  much  less  discomfort  to 
the  patient  than  by  the  passage  of  a  bougie.  Fig.  2,  Plate  II  is 
an, X-ray  picture  of  a  case  of  stricture  of  the  upper  end  of  the 
oesophagus,  the  malignant  nature  of  which  was  later  confirmed  by 
the  removal  of  a  portion  of  the  growth  by  the  aid  of  oesophagoscopy. 
An  accumulation  of  bismuth  is  seen  above  the  strictured  portion  of 
the  gullet^  while  some  of  it  is  finding  its  way  through  the  narrowed 
lumen. 

(Esophagoscopy . — If  an  exact  diagnosis  of  the  true  nature  of  the 
stricture  cannot  be  made  in  every  case  by  means  of  the  oesophago- 
scope,  it  is  safe  to  say  that  in  the  great  majority  of  cases  the 
malignant  character  of  the  disease  can  be  ascertained  in  this  way. 
By  oesophagoscopy  we  not  only  ascertain  the  nature  and  the 
position  of  the  stricture,  but  we  learn  whether  the  growth  luis 
involved  the  whole  circumference  of  the  gullet  or  whether  it  is 
limited  to  a  portion  of  the  wall.  It  may  not  be  possible  to  ascertain 
the  vertical  extent  of  the  disease  in  this  way,  because  the  stricture 
may  not  permit  of  the  passage  of  the  oesophageal  tube  through  it. 
To  even  attempt  to  do  so  is  in  some  cases  not  justifiable.  If,  how- 
ever, an  X-ray  examination  is  also  employed,  information  is  then 
got  regarding  the  length  of  the  stricture.  By  a  combination  of 
the  two  methods  of  examination  we  thus  obtain  all  the  information 
possible,  and  in  this  way  not  only  is  a  diagnosis  arrived  at,  but  full 
consideration  can  then  be  given  to  the  question  of  attempting  the 
removal  of  the  strictured  portion  by  oesophagectomy. 

It  is  not  ni}^  intention  to  describe  here  the  technique  of  cesoplia- 
goscopy.  For  information  on  this  point  the  reader  is  referred  to 
a  recent  paper  written  in  conjunction  with  Dr.  J.  S.  Fraser  and 
published  in  the  Edinhurgh  Medical  Journal  for  January  and 
February,  1913,  or  to  the  general  literature  dealing  with  this 
subject. 

Carcinonui  of  the  gullet  varies  in  its  appearance  when  observed 
through  the  cosophagoscope,  and  while  in  some  cases  it  can  be  at 
once  recognised,  in  others  the  diagnosis  cannot  be  so  readily  made, 
and  a  second,  or  even  a  third  examination  may  be  necessary  at  short 
intervals,  because  an  early  recognition  of  these. cases  of  malignant 
disease  ^t  the  upper  end  of  the  oesophagus  is  very  necessary  if  any 
success  is  to  be  obtained  by  surgical  interference.     Twenty-four  of 
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the  cases  in  the  series  were  submitted  to  this  method  of  examina- 
tion. G^sophagoseopy  was  not  emphjyed  in  the  twenty-six  cases 
classified  as  hyjio-pharynii^eal,  because  in  all  of  them  the  diagnosis 
was  confii-med  with  the  laryngoscopic  mirror,  and  I  am  of  the 
opinion  th;it  when  this  is  jiossible,  the  patient  shouhl  not  be  sub- 
jected to  the  intro  luction  of  the  tube.  The  remaining  eighteen 
cases  came  under  observation  before  this  method  of  examination 
became  a  routine  measure. 

When  the  appearance  presented  by  the  disease  does  not  permit 
of  a  definite  diagnosis  being  arrived  at,  an  attempt  is  made  to 
remove  by  forceps  a  small  portion  of  the  suspected  tissue  for 
purposes  of  microscopic  examination.  This  was  done  in  a  number 
of  cases  with  a  positive  result,  and  the  diagnosis  of  epithelioma 
was  confirmed.  On  the  other  hand,  it  is  necessary  to  point  out 
that  sometimes  the  microscope  reveals  no  evidence  of  malignancy, 
although  proof  of  the  malignant  nature  of  the  disease  is  later 
obtained.  'J^he  forceps  may  not  penetrate  the  tissue  siifticiently  to 
permit  of  any  ingrowth  of  epithelium  being  observed  in  the  portion 
removed.  In  some  cases  again  it  is  not  possible  to  obtain  a  piece 
of  the  growth  on  account  of  the  absence  of  any  projecting 
surface. 

Conclusions. 

1.  Carcinoma  of  the  upper  end  of  the  oesophagus  is  more 
common  in  women  than  in  men. 

2.  It  occurs  in  women  at  an  earlier  age  than  it  does  in  men. 

3.  Carcinoma  invades  the  hypo-pharynx  more  frequently  in 
women  than  in  men. 

-i.  The  average  duration  of  the  disease  is  longer  in  w^omen  than 
in  men. 

5.  The  disease  follows  a  more  protracted  course  in  the  older  than 
in  the  younger  patients. 

6.  The  averao-e  duration  of  the  disease  is  shorter  when  the 
hypo-pharynx  is  involved  than  when  it  is  limited  to  the  upper  end 
of  the  oesophagus. 

7.  Laryngoscopy  is  an  essential  part  of  the  examination  in  all 
cases  of  suspected  carcinoma  of  the  oesophagus. 

8.  (Esophageal  bougies  should  not  be  employed  as  a  method  of 
diagnosing  stricture. 

9.  A  combination  of  X-rays  and  oesophagoscopy  fui-nisiies  the 
most  complete  information  regarding  the  nature  of  the  disease,  its 
situation,  and  the  length  of  the  gullet  involved. 
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10.  When  a  piece  of  the  suspected  tissue  is  removed  for 
microscopic  examination  and  no  evidence  of  carcinoma  is  found, 
the  existence  of  a  simple  stricture  must  not  be  inferred. 
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Dr.  J.  DuNDAS  Grant,  President  of  the  Section,  in  the  Chair. 

An  Examination  of  both  Temporal  Bones  from  120  Individuals, 
made  with  the  Yiew  of  Deciding  the  Question  of  Symmetry.— 
Arthur  H.  Cheatle,  F.R.C.S. — Mr.  Cheatle  showed  lantern-slides  of 
some  of  the  more  interesting  points.  Symmetry  was  present  in  eighty- 
two,  and  asymmetry  more  or  less  marked  in  thirty-eight.  The  diplotitic 
infantile  type,  which  is  so  important  in  suppuration,  was  present  in  forty- 
four,  in  twenty-four  on  both  sides,  and  in  twenty  on  one  side  only ;  of 
these  twenty,  seven  were  so  asymmetrical  as  to  affect  the  course  of 
suppuration  and  X-ray  photography,  that  is  to  say,  that  the  diploetic 
type  which  would  give  a  dark  shadow  was  present  on  one  side,  and  a 
celhdar  mastoid  on  the  other.  Marked  symmetry  of  the  mastoid  cells 
Avas  shown  in  several  sets.  The  extension  of  cells  into  the  digastric  fossa 
sometimes  caused  a  "digastric  bulla"  on  one  side  only,  or  unilateral 
extension  into  the  occipital  bone  caused  an  "occipital  bulla."  The  lateral 
sinus  and  sulcus  jugularis  were  larger  on  the  left  side  in  thirty-two  sets. 

The  President  (Dr.  Dundas  Grant)  said  that  Mr.  Cheatle  had  shown 
that  though  the  chances  were  in  favour  of  symmetry,  on  the  whole  the 
exceptions  were  also  vei-y  numerous. 

Osteoma  of  the  Mastoid.— E.  B.  Waggett,  M.B.,  and  E.  D.  Davis, 

F.R.C.S. — A  case  similar  to  that  exhibited  at  the  November  meeting.  A 
woman,  aged  thirty-six,  complaining  of  deafness  of  four  months'  duration, 
had  discovered  the  presence  of  the  tumour  accidentally.  A  hard  hemi- 
spherical tumour  the  size  of  a  bantam's  egg  projected  behind  the  ear  in 
the  antral  region,  and  also  obstructed  the  meatus.  Obstructive  deafness. 
Operation :  Skin  incision  following  contour  of  growth.  Hugh  Jones's 
meatal  flap.  The  tumour  proved  to  be  sharply  defined  from  the  normal 
outer  ta1)le  by  a  groove.  As  the  position  of  the  lateral  sinus  could  not 
be  made  out  in  the  skiagram,  a  trench  was  carefully  cut  with  the  electric 
burr  until  mastoid  cells  and  normal  diploii  were  exposed  at  all  points, 
when  a  few  taps  of  the  chisel  brought  the  tumour  away.  Its  inner  aspect 
proved  to  be  well  defined,  and  the  tumour,  which  measured  1  in.  by  1  in. 
by  i  in.,  a  flattened  ovoid,  and  consisted  throughout  of  dense  bone. 
After  the  removal  of  wax,  the  drum-head  was  seeuto  be  normal,  and  the 
mastoid  process  to  be  of  the  pneumatic  type  with  a  large  antrum 
separated   by  a  shell  of   bone  from  the  sinus  ;   all  mastoid  cells  were 
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removed,  and  in  lining  tlie  lari^^e  cavity  created  Hugh  Jones's  flap  was 
found  very  convenient  to  manipulate  owing  to  its  long  and  flexible  pedicle. 
It  was  suggested  that  the  flap  might  with  advantage  be  split  longitudin- 
ally in  order  to  furnish  eight  growing  epithelial  edges. 

Mr.  Cheatle  said  in  order  to  make  the  X-ray  picture  of  the  temporal 
bone  easier  to  interpret,  the  external  auditory  meatus  should  be  filled  with 
bismuth  paste. 

Mr.  Jenkins  asked  whether  the  osteoma  was  entirely  within  the 
mastoid,  and  not  reaching  the  surface,  either  through  the  meatus  or 
externally. 

Dr.  Urban  Pritchard  said  he  had  encountered  two  instances  of  the 
condition.  One  was  a  specimen  which  Mr.  Harvey  had  ;  it  was  simply 
sawn  off,  and  the  bone  proved  to  be  very  dense.  The  other  patient  had 
the  condition  symmetrically,  and  it  had  persisted  twenty-five  years  with- 
out causing  her  trouble. 

Mr.  Waggett  replied  that  it  was  an  osteoma  of  the  outer  table,  and 
projected  like  a  chestnut  at  the  back  of  the  ear,  and  into  the  meatus, 
obstructing  it. 

A  Periosteal  Lining  Flap  in  the  Radical  Mastoid  Operation. 
— P,  Watson-Williams,  M.D.— The  skin  incision  extends  from  just 
above  the  liighest  point  of  attachment  of  the  pinna,  curving  outwards  and 
backwards,  well  within  the  margin  of  hairy  scalp,  curving  forwards  below 
to  the  mastoid  tip.  The  skin  and  soft  tissues,  save  only  the  periosteum, 
are  dissected  forwards  to  the  margin  of  the  bony  meatus. 

The  periosteal  incision  divides  the  periosteum  along  the  superior  and 
posterior  margins  of  the  bony  meatvis,  and  is  carried  horizontally  back- 
wards from  near  the  lowest  point  of  the  meatal  incision,  so  that  the  whole 
of  the  mastoid  periosteum,  excepting  that  of  the  tip,  may  be  reflected 
backwai'ds  and  iipwards. 

After  conclusion  of  the  operation,  after  the  meatal  flap  has  been  made, 
the  periosteal  flap  is  brought  down  over  the  upper  and  posterior  w^all  of 
the  resulting  mastoid  cavity,  and  retained  in  sitil  by  the  packing.  With 
Korner's  flap  the  packing  lies  between  the  periosteum  and  the  flap. 
This  method  supplies  the  posterior  and  inner  walls  of  the  mastoid  bone 
cavity  with  a  periosteal  covering,  which  quickly  attaches  itself  to  the  bone 
and  promotes  rapid  granulation  over  which  the  epithelium  from  the  edges 
of  the  concho-meatal  skin-flap  extend  rapidly.  The  more  rapid  formation 
of  granulations  lessens  the  size  of  the  healing  cavity,  and  thus  decreases 
the  area  for  epithelialisation. 

The  President  said  he  presumed  the  flap  speedily  became  covered 
with  granulations.  He  would  like  to  know  whether  Dr.  Watson-Williams 
found  that  his  method  shortened  the  duration  of  after-treatment,  or 
whether  it  diminished  the  size  of  the  after-cavity  without  leaving  the 
little  recesses  which  gave  so  much  trouble.  It  would  be  agreed  that  the 
desideratum  was  to  come  as  near  the  results  obtained  with  skin,  grafts  as 
possible.  The  only  objection  to  the  skin-graft  was  that  it  generally 
meant  a  second  anaesthetic  and  operation. 

Dr.  Urban  Pritchard  asked  whether  Dr.  Watson-Williams  con- 
sidered that  a  covering  of  epithelium  formed  more  quickly  than  if  it  were 
bare  bone  and  ordinary  granulations  were  left  to  form.  He  had  always 
wanted  to  have  a  method  of  filling  up  the  new  cavity  as  much  as  possible; 
it  would  save  much  subsequent  trouble. 

Mr.  Cheatle  said  he  l)elieved  the  method  had  been  anticipated  by  an 
American  surijeon. 
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Dr.  CoGHLAN  (Portland,  U.S.A.)  had  never  previously  seen  the  flap 
now  described  by  Dr.  Watson-Williams,  and  did  not  know  that  it  had 
been  described  in  the  States. 

Mr.  C.  E.  West  considered  the  question  of  speed  of  healing  was 
important.  He  could  see  that  periosteum  laid  down  in  that  way  would 
take,  because  it  was  periosteal  graft  on  bone.  But  his  own  experience  of 
periosteum  Avas  that  it  was  about  the  most  obstinately  granulating  tissue 
in  the  body,  and  that  it  was  difficult  to  get  epithelium  to  spread  over  the 
granulating  periosteum.  Why  not  put  a  skin-graft  on  bone  r  It  would 
adhere. 

Mr.  Sydney  Scott  said  that  during  the  last  three  years  he  had  made 
use  of  a  periosteal  flap,  but  he  had  not  regarded  the  procedure  of  any 
particular  importance  ;  it  simply  amounted  to  this,  that  instead  of  cutting 
away  the  periosteum,  the  periosteum  covering  the  outer  svirface  of  the 
mastoid  process  was  retained,  and  when  packed  into  the  operation  cavity 
it  helped  to  fill  it  up,  so  that  less  packing  was  required,  and  the  skin- 
graft  which  was  applied  at  the  same  time  need  not  be  quite  so  large. 

Mr.  Charles  Heath  said  the  pei'icranial  flat  which  he  had  devised, 
and  used  for  many  years  in  acute  and  chronic,  radical  or  conservative 
operations,  was  a  rather  smaller  one  than  that  now  depicted  by  Dr. 
Watson-Williams,  the  upper  incision  defining  the  flat  being,  like  the 
lower  one,  horizontal.  He  (the  speaker)  had  used  such  flaps  in  all  cases 
since  1906,  and  if  he  had  found  any  reason  to  vary  it  he  would  have  done 
so  long  ago. 

Dr.  Dan  McKenzie  said  he  had  used  Mr.  Heath's  flap  for  a  long 
time,  and  at  the  oj^eration  it  looked  very  nice,  but  his  own  feeling  was 
much  in  the  same  direction  as  Mr.  West's,  that  it  was  very  prolific  of 
granulations ;  there  seemed  to  be  a  tardiness  of  epithelialisation  after  a 
periosteal  flap. 

Mr.  Hugh  Jones  said  W.  L.  Ballenger  laid  stress  on  the  retention  of 
the  periosteum,  but  he  did  not  think  that  surgeon  made  any  formal  flap. 
He  wondered  what  was  the  effect  of  that  and  similar  procedures  on  the 
growth  of  bone.  When  cases  operated  upon  years  ago,  in  which,  pre- 
sumably, the  periosteum  was  destroyed  or  removed,  were  opened  up 
again,  there  was  found  to  be  lipping  of  the  bone,  and  sometimes  the  cortex 
seemed  to  have  grown  over  so  as  to  almost  obliterate  the  surface  opening 
liut  leaving  a  large  cavity  within. 

Mr.  Marriage,  remarking  on  the  President's  statement  that  the 
objection  to  grafting  Avas  that  it  required  a  second  ansesthetisation  and 
operation,  said  that  for  years  he  had  put  the  graft  on  at  the  time  of  the 
first  operation ;  then  there  was  no  occasion  to  worry  alwut  the  flaps,  and 
the  graft  would  take  in  every  instance.  Epithelialisation  of  the  cavity 
occurred  in  three  or  four  weeks,  and  that  seemed  the  ideal  method.  He 
always  used  the  graft  which  was  first  introduced  by  Mr.  Ballance. 

Dr.  CoGHLAN  agreed  with  Mr.  Marriage  alwut  the  flaps,  and  in  his 
part  of  the  States  all  did  primary  skin-grafting,  and  with  very  good 
results.  Some  of  his  confrrres  in  San  Francisco  had  had  some  wonderful 
successes  in  such  cases.  Primary  skin-grafting  certainly  seemed  to  be 
the  best. 

Dr.  Watson-Williams  replied  that  some  time  elapsed  before 
granulations  sprang  up  on  the  bare  bone  of  the  mastoid  cavity,  but  the 
periosteum  attaches  itself  quickly  to  bone,  its  natural  habitat,  and  the 
cavity  then  granulates  up  more  quickly.  In  answer  to  the  President, 
Dr.  Watson -Williams  said  his  impression  was  that  the  method  shortened 
the  period  of  healing.     The  grafting  of  the  periosteum  made  the  cavity 
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smaller,  heiu-o  there  was  less  space  to  till  u}).  Hence,  even  if  the  rate  of 
epithelialisation  were  less,  it  would  be  compensated  for  by  the  smalluess 
of  the  cavity  to  be  covered.     He  had  used  the  method  for  some  years. 

Otitic  Abscess  of  the  Pterygoid  Region  drained  through  the 
External  Auditory  Meatus;  Recovery.— Jiy  Dan  McKknzih,  M.I).— 
The  ])terygoid  abscess  followed  suppurative  labyrinthitis  with  facial 
paralysis  in  a  case  of  chronic  suppuration  of  the  middle  ear. 

Male,  aged  twenty,  was  admitted  to  hospital  on  Augvist  21,  1912,  with 
suppuration  of  the  left  ear  and  facial  paralysis.  History  :  Purulent  dis- 
charge and  deafness  in  the  left  ear  of  eighteen  years'  dvu-ation,  attributed 
to  scarlet  fever.  Some  increase  in  the  discharge  during  the  last  two 
weeks.  Sudden  appearance  of  facial  paralysis  five  days  before  admission. 
Never  any  vertigo,  nausea,  or  vomiting.  Present  condition:  There  is  a 
large  perforation  in  the  postero  inferior  segment  of  the  meml)rana  tvm- 
pani.  No  pain,  tenderness,  or  swelling  of  the  mastoid  region.  Hearing : 
Does  not  hear  watch  on  contact.  Weber  lateralised  to  the  right;  Schwa- 
bach  +  5 :  Rinne  minvis.  No  loss  of  high  notes  with  Gralton's  whistle, 
biit  witli  Bariiny's  noise  machine  in  the  right  ear  the  patient  was  unable 
to  hear  any  sound  in  the  left.  Slight  spontaneous  nystagmus  to  both 
sides,  but  rather  more  marked  to  the  right.  August  22:  Radical  mastoid 
operation  and  labyrinthotomy.  The  mastoid  antrum  was  small  and 
deeply  situated.  Disease  of  the  bone  was  found  to  be  chiefly  located  in 
the  region  of  the  aqueductus  Fallopii.  A  fistula  was  discovered  in  con- 
nection with  the  external  semicircular  canal.  The  fistulous  opening  was 
enlarged,  the  outer  wall  of  the  canal  being  broken  down  with  the  labvrinth 
chisel.  Inferior  vestibulotomy  was  then  performed  through  the  wall  of 
the  promontory. 

After  the  operation  the  patient  did  not  make  good  progress.  Purulent 
discharge  continued  to  flow  from  the  ear,  the  auricle  became  inflamed,  and 
the  post-aural  wound  did  not  unite  ;  in  short,  the  operation  area  looked 
as  if  it  had  become  septic.  As  time  went  on  the  local  inflammation  sub- 
sided, although  the  headache  continued. 

On  September  21  knnbar  puncture  was  performed,  and  20  c.c.  of  clear 
cerebrospinal  fluid  was  withdrawn.  Next  day  the  headache  had  dis- 
appeared, and  as  the  other  symptoms  were  moderating  the  patient  Avas 
discharged,  although  he  still  contmued  to  attend  as  an  out-patient. 

For  a  month  the  car  continued  to  discharge  more  or  less,  and  on  October 
23  he  complained  of  severe  pain  in  the  ear  and  head,  with  swelling  of  the 
face.  There  was  marked  cedema  of  the  left  side  of  the  face  affecting 
chiefly  the  temple  and  zygomatic  region,  and  also  the  left  cheek 
and  orbit.  He  complained  also  of  pain  on  eating,  so  severe  that  he  was 
unable  to  masticate  his  food.  On  examination  it  was  seen  that  the  lower 
jaw  was  fixed  m  a  half -open  position.  Attempts  to  open  the  mouth  wider  or 
to  close  it  gave  rise  to  much  suffering.  Pain  was  also  felt  on  swallowing, 
and  on  inspecting  the  throat  marked  swelling  and  redness  of  the  left 
tonsil  and  left  side  of  the  pharynx  were  ol)served.  Temperature,  1006'  F. 
No  rigors.  A  diagnosis  of  pterygoid  abscess  was  made,  and  on  October 
24,  under  chloroform,  the  post-aural  woimd  was  reopened,  the  auricle 
being  reflected  well  forward.  The  anterior  Avail  of  the  osseous  meatus 
was  then  exposed,  and  remoA^ed  with  a  gouge  in  such  a  Avay  as  to  form  a 
window  through  it,  deep  to  the  temporo-mandilndar  articulation,  and 
i  close  to  the  tympanum.  On  removing  the  bone  a  considerable  quantity 
of  pus  under  pressure  flowed  into  the  meatus.  After  the  eA'acuatiou  of 
the  abscess  a  probe  was  inserted  into  the  cavity  and  passed  down  towards 
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the  pharyngeal  region,  where  its  point  could  be  felt  with  the  finger  in  the 
mouth.  The  bone  of  the  under  surface  of  the  petrous  portion  seemed  to 
be  bare.  The  cavity  was  packed  with  gauze  and  the  auricle  was  replaced  ; 
but  the  post-aural  wound  was  left  open  for  drainage  and  inspection. 

Intermittent  fever  continued  for  a  week  after  the  operation,  and  then 
the  temperature  fell  to  normal.  The  oedema  of  the  face  rapidly  disappeared, 
and  with  it  the  stiffness  of  the  jaw.  Relief  to  the  pain  was  experienced 
immediately  after  the  operation.  A  few  weeks  later  the  cavities  had 
closed  and  the  ear  had  become  epithelialised.  The  facial  paralysis 
remains. 

Otitic  pterygoid  abscess,  or  pharyngeal  abscess  as  it  is  sometimes  called, 
seems  to  be  rare,  as  only  some  tift«en  cases  have  been  recorded.  Most  of 
these  have  been  drained  by  pharyngeal  incisions.  As  far  as  I  have  dis- 
covered the  route  successfully  adopted  in  this  case  does  not  seem  to  have 
hitherto  been  tried.  Attention  is  directed  to  the  group  of  symptoms 
manifested  by  this  patient,  which  was  so  characteristic  as  to  lead  to  the 
correct  diagnosis  of  the  seat  of  the  abscess. 

Mr.  A.  Cheatle  said  he  had  been  concerned  with  three  instances  of 
this  trouble.  The  first  was  a  specimen  which  he  found  post-mortem,  in 
which  there  was  an  abscess  lying  behind  the  jaw,  and  a  carious  opening 
in  the  meatal  wall,  leading  to  the  abscess.  The  patient  was  operated 
upon  by  his  brother  fifteen  years  ago,  and  death  resulted  from  lepto- 
meningitis and  temporo- sphenoidal  abscess.  There  was  a  definite  hole  in 
the  meatal  wall  leading  to  the  abscess  cavity,  and  a  rod  was  passed 
through  it.  The  second  case  he  operated  upon,  and  it  had  much  the 
same  characteristics  as  Dr.  McKenzie's  ;  it  was  reported  in  the  Trans- 
actions of  the  old  Otological  Society,  vol.  viii,  p.  45.  At  the  operation  he 
found  a  labyrinthine  sequestrum.  The  anterior  meatal  wall  was  replaced 
by  a  granulating  hole,  and  his  finger  could  pass  through  that  into  a  big 
abscess-cavity  behind  the  jaw  to  the  tonsil.  He  did  not  drain  the  abscess 
through  the  pharynx,  but  put  an  aneurysm  needle  into  the  depth  of  the 
cavity,  brought  the  point  up  into  the  neck,  and  made  a  counter-opening 
in  a  line  with  the  anterior  border  of  the  mastoid  process.  The  case  did 
very  well.  The  third  case  he  saw  in  consultation,  and  there  the  trouble 
in  the  anterior  meatal  wall  led  to  an  abscess,  which  pointed  into  the 
pharynx,  where  it  burst.  Dr.  McKenzie  did  not  suggest  how  the  pus  got 
to  where  it  did.  He  (Mr.  Cheatle)  suggested  it  got  there  by  caries  of  the 
anterior  meatal  wall. 

Mr.  Sydney  Scott  recalled  having  seen  one  example  of  suppuration 
in  the  region  occupied  by  the  pterygoid  muscles  on  the  right  side,  in  a 
patient  who  died  with  Bezold's  mastoiditis  and  a  temporo- sphenoidal 
abscess  on  the  same  side. 

Mr.  Jenkins  asked  whether  Dr.  McKenzie  would  adhere  to  the  name 
pterygoid  abscess,  as  that  did  not  seem  to  be  the  situation  of  the  suppura- 
tion in  this  case.  He  believed  the  abscess  must  have  been  situated 
external  to  and  in  front  of  the  tympanic  plate,  and  through  the  deep  cer- 
vical fascia  that  passes  up  deep  to  the  j^arotid  gland  to  be  attached  to  the 
vaginal  process  of  the  tympanic  plate  and  spine  of  the  sphenoid.  This 
space  defined  by  fascia  reaches  to  the  lateral  wall  of  the  pharynx,  and  so 
it  is  explained  how  Dr.  McKenzie  found  the  abscess  reaching  that  region. 
The  abscess  would  be  deep  to  the  parotid  gland. 

The  President  asked  what  were  the  indications  for  opening  the 
labyrinth  in  this  case,  seeing  that  there  was  an  absence  of  vertigo,  nausea, 
or  vomiting. 

Dr.  Dan  McKenzie  replied  that  he  considered  he  was  justified  in 
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opening  the  labyrinth  at  the  time,  but  since  then  he  had  not  felt  so  clear 
alxiut  it.  There  had  been  deep-seated  pain,  facial  paralysis,  and  total 
inability  to  hear  with  that  ear  as  tested  with  the  noise  machine.  It  was 
because  of  the  subsequent  history  of  pterygoid  abscess  that  he  showed 
the  case.  With  regard  to  that  name,  the  abscess  was  a  swelling  which 
was  interfering  with  the  pterygoid  muscles  situated  in  what  the  anatomy 
books  called  the  pterygoid  region.  No  doul)t  the  deep  parotid  region 
was  involved,  but  to  have  called  it  "  parotid  abscess  "  would  have  driven 
an  impression  which  he  did  not  wish  to  convey.  It  began  in  the  ear  and 
so  could  not  be  called  "  pharyngeal  abscess."  He  proposed,  therefore,  to 
adhere  to  the  name  he  had  chosen.  He  was  sure  there  was  no  caries  or 
bone  disease  in  the  bony  meatal  wall ;  but  with  a  pi'obe  he  found  the 
bone  bare  in  the  inferior  petrous  region.  He  did  not  think,  therefore, 
the  disease  had  reached  the  pterygoid  region  by  implication  of  the  bony 
wall  of  the  meatus. 

Epithelioma  of  the  Laft  Auricle.— G.  N.  Biggs,  M.B.— Specimen 
shown  from  a  patient,  female,  aged  sixty-two.  The  growth  had  been 
present  for  five  months,  commencing  as  a  small  nodule,  which  in  about 
six  weeks  began  to  break  down  and  ulcerate.  Previous  to  appearance  of 
the  growth  the  auricle  had  been  normal,  and  there  was  no  historv  of 
injury.  Slight  shooting  pain  was  pi*esent  at  first,  but  there  had  been 
none  since,  neither  had  there  been  any  attacks  of  haemorrhage.  There 
was  no  involvement  of  the  lymphatic  glands. 

Progressive  Bilateral  Deafness  following  Epidemic  Cerebro- 
spinal Meningitis.— H.  J.  Davis,  M.B.— The  patient,  a  boy,  aged  six, 
was  sent  for  an  opinion  as  to  whether  anything  could  be  done  to  impi'ove 
the  hearing  or  not.  Three  years  ago  the  child  had  cerebro- spinal  menin- 
gitis and  nearly  died  ;  the  hearing  power  has  since  become  worse  and 
worse,  until,  at  the  present  time,  he  hears  nothing  with  the  left  ear,  and 
with  the  right  ear  appears  just  conscious  of  sound  when  a  Barany  alarm 
apparatus  is  suddenly  released  in  the  meatus.  He  responds  to  this  by 
closing  the  eyes,  but  as  far  as  could  be  made  out  he  hears  nothing  else. 
Neither  labyrinth  responds  to  the  caloric  tests,  and  the  boy  is  impene- 
trably deaf.  Hearing  no  conversation  the  child  naturally  speaks  less  and 
less,  and  if  not  suitably  instructed  he  will  become  a  deaf-mute. 

Mr.  Cheatle  asked  why  it  was  called  progressive  deafness ;  sui*ely 
deafness  occurred  once  and  for  all  during  the  attack  of  cerebro-spinal 
meningitis.  He  did  not  think  the  hearing  was  improvable— he  must 
learn  lip-reading. 

The  President  did  not  doubt  that  the  boy  could  hear  somewhat  at 
present,  though  he  was  becoming  worse.  The  tympanic  membranes 
seemed  to  him  to  be  in-drawn. 

Dr.  Dan  McKenzie  did  not  regard  the  child  as  impenetrably  deaf,  as 
his  mother  could  make  him  hear,  and  had  taught  him  to  say  some  woixls, 
although  the  deafness  had  come  on  before  the  speech  period. 

Dr.  Urban  Pritchard  did  not  regard  the  child  as  so  backward  as 
the  notes  suggested. 

Dr.  H.  J.  Davis,  in  reply,  said  that  by  progressive  deafness  he  meant 
that  the  heai-ing  had  slowly  deteriorated.  He  believed  the  labyrinth  was 
not  destroyed  at  the  time  of  illness,  for  the  mother  said  he  was  now 
worse  than  before.  When  one  was  speaking  the  boy  looked  intently  at 
the  speaker's  face. 
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Sudden  Deafness  following  Scald  to  Membrana  Tympani  by 
Steam. — H.  J.  Davis,  M.B. — The  patieut,  a  manageress  iu  a  laimdry, 
aged  twenty-niue,  removed  the  lid  off  a  cauldrou.  The  steam  escaped 
into  her  face,  she  turned  her  head  sideways  to  avoid  it,  aud  at  ouce  felt 
acute  paiu  iu  the  ear  and  became  "  stone  deaf  "  on  that  side.  Locally 
there  was  nothing  visible  beyond  blebs  on  the  membrane  and  an  ex- 
foliating meatus,  but  the  hearing  on  that  side  was  lost  to  the  whole  range 
of  forks.  The  membrane  never  perforated,  and  as  the  acute  symptoms 
subsided  hearing  Avas  restored  and  is  now  normal. 

Mr.  Cheatle  said  he  assumed  that  "  stone  deaf  "  was  the  patient's 
own  expression.  He  had  seen  one  case  in  a  lady  who  was  carrying  a 
kettle  full  of  boiling  water  upstairs,  when  she  tripped,  and  some  of  the 
water  entered  her  ear  and  burned  a  hole  in  her  membrane.  Her  hearing 
subsequently  became  normal. 

The  President  considered  that  there  was  a  lai-ge  psychical  element 
in  this  case,  as  in  cases  of  hysterical  deafness  following  shocks. 

Mr.  Westmacott  said  tliat  he  had  recently  seen  a  case  of  simulated 
deafness.  It  was  that  of  a  weaver  who  was  working  at  a  loom  when  she 
fell,  and  was  said  to  have  run  a  pointed  instrument  for  picking  up  cotton 
into  the  ear  and  perforated  the  drum,  causing  her  to  be  stone  deaf.  A 
fortnight  after  the  accident,  when  he  saw  her,  there  was  a  small  punctured 
wound  in  the  posterior  wall  of  the  meatus  only  and  not  far  from  the 
orifice.  Testing  her  with  Barauy's  noise  apparatus,  however,  revealed 
that  there  was  no  deafness  at  all. 

Deafness  in  Myxceiema. — H.  J.  Davis,  M.B. — The  case 
exhibited  is  one  of  three  cases  of  myxoedema  in  women,  presenting  all 
the  classical  signs  of  the  disease.  In  each  instance  they  came  to  the 
Aural  department  first,  as  "they  had  come  about  their  hearing."  Their 
condition  was  obvious,  and  they  were  treated  with  thyroid  extract,  5  gr., 
twice  daily  to  commence  with.  In  all  there  was  marked  improvement  iu 
hearing  jmri  passu  with  improvement  in  general  condition.  The  patient 
exhibited,  a  woman,  aged  forty-seven,  I  first  saw  in  June,  1910,  the  tuuing- 
foi'k  tests  pointing  to  aifection  of  middle  ear.  A  watch  was  inaudible  on 
contact ;  membrane  thin  and  transparent.  After  four  months'  thyroid 
treatment  she  heard  a  watch  at  6  in.,  and  to  all  intents  and  purposes  was 
so  well  that  she  discontinued  treatment ;  as  she  dropped  back  so  did  the 
hearing,  and  this  happened  twice.  I  saw  her  last,  after  twelve  months' 
absence,  on  Feljruary  14.  She  is  now  in  the  same  state  as  when  I  first 
saw  her — watch  inaudible,  Rinne  negative.  Another  point  of  interest  in 
these  cases  is  that  audition  is  delayed — just  as  speech  and  movements  are 
''deliberate"  so  is  the  hearing,  e.  g.  when  a  vibrating  fork  is  placed  on 
the  mastoid  she  may  at  first  say  she  does  not  hear  it,  and  a  few  seconds 
later  she  will  say — "  Oh  yes,  I  do."  I  have  no  doubt  she  will  improve,  as 
.she  has  done  before,  with  thyroid  treatment  alone. 

The  President  had  had  two  similar  cases,  and  in  both  improvement 
followed  the  administration  of  thyroid  extract.  He  thought  there  were 
two  elements  in  the  deafness  in  those  cases  ;  one  was  a  narrowing  of  the 
Eustachian  tube,  and  the  other  the  slowness  of  cerebi-al  functions 
associated  with  myxoedema,  which  added  some  "  nerve-deafness  "  to  the 
case. 

Epithelioma  of  Middle  Eav  invading  the  Middle  and  Posterior 
Fossae  of  the  Skull.— H.  J.  Davis,  M.B.   -Male,  aged  fittv-six.     The 
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Xiuse  was  exliibiteel  previously  at  the  meeting  on  November  15,  1912,^  when 
all  that  was  visible  was  a  malignant  polypus  protruding  from  the  meatus. 
Three  operations  have  been  performed.  The  patient  cannot  be  now 
shown  as  he  is  in  intense  pain — he  is  really  dying  of  "  earache  " — and  is 
kept  under  the  influence  of  opium  in  the  form  of  ex.  codeiae,  ^  gr.  ter  die. 

Photographs  showing  protrusion  of  auricle  and  the  growtli  fuugating 
through  the  meatus  are  exhibited. 

Addoidinn. — The  patient  died  on  February  'ii),  and  specimens  of  the 
temporal  bone  and  the  brain  were  exhibited,  showing  (1)  the  nodular 
growth  implicating  the  dura  mater  in  the  middle  and  postei'ior  fossse  ; 
(2)  the  left  half  of  the  brain,  showing  a  temporo-sphenoidal  abscess  lying 
above  the  growth.  This  had  ruptiu'ed,  and  the  patient  died  from  sup- 
purative meningitis.  The  under  surface  of  the  brain  is  invaded  by 
cancerous  growth.     Specimens  in  formalin. 

Pathological  report  of  swab  from  cerebral  abscess :  In  ti!m>t,  a  long 
Gram-positive  streptococcus  and  a  Gram-negative  short  bacillus.  On 
agar  and  blood  serum  a  short  Grram- negative,  freely  mobile  bacillus  Avas 
grown  ;  this  is  probably  Bacillus  coli.l 

Dr.  Davis,  in  answer  to  the  President,  said  that  the  patient  was 
relieved  of  pain  when  the  wound  was  left  open. 

Mr.  Mark  Hovell  mentioned  a  patient  who  was  given  doses  of 
morphia,  increasing  as  the  disease  progressed,  until  she  was  talcing  30  to 
40  gr.  a  day,  and  on  her  bad  days,  40  to  50  gr.  She  used  to  awake  fi'ee 
from  pain,  be  quite  cheerful,  and  take  her  food  well,  and  to  the  end  her 
suffering  was  but  slight,  in  consequence  of  the  treatnient  adopted. 

Dr.  H.  J.  Davis,  in  reply,  said  that  he  supposed  the  pain  was  that 
due  to  tension  consequent  on  expansion  of  l)one,  and  to  nerve  irritation 
consequent  on  their  implication. 


PROCEEDINGS     OF     THE     ROYAL     SOCIETY    OF 
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January  10,  1913. 


Mk.  Herbert  Tilley,  President  of  the  Sectiun,   in  tlie  Chair. 

Obscure  Case  of  Streptococcal  Infection  of  the  Throat.— 
Herbert  Tilley,  F.R.C.S.— On  November  18,  lUPJ,  I  saw  a  boy,  aged 
ten,  who  had  been  confined  to  bed  for  a  fortnight  because  of  an  evening 
temperature  which  regularly  reached  about  100°  F.  Otherwise  his  general 
health  was  good.  Tuberculous  glands  had  been  removed  from  his  neck 
three  years  previously.  At  the  commencement  of  his  illness  he  had  a  slight 
sore  throat,  the  small  tonsils  were  a  little  red  and  swollen,  especially  on 
the  right  side,  where  the  corresponding  gland  under  the  angle  of  the  jaw 
was  tender  on  pressure.  These  symptoms  quickly  disappeared,  but  tlie 
evening  rise  of  temperature  continued.  Careful  and  repeated  examina- 
tion of  the  chest,  etc.,  failed  to  give  any  clue  as  to  the  cause  of  pyrexia. 
The  soft  palate  and  fauces  were  a  little  congested,  tonsils  small,  and  no 
exudate  in  the  mouths  of  the  crypts. 

November  20 :  I  pressed  out  some  foul-smelling  exudation  from  each 
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intra-tonsillar  fossa,  and  next  day  small  lenticular  ulcers  appeared  Avhere 
pressure  had  been  applied  ;  they  healed  A-ery  slowly. 

November  24  :  S^rabs  taken  from  the  region  of  the  right  tonsil  revealed 
streptococci  in  almost  pure  culture.  November  25  :  Dr.  Eyre  ascertained 
the  presence  of  a  few  streptococci  in  urine  removed  by  catheter  from  the 
bladder.  November  27  :  Evening  temperature,  101-6°  F.  ;  shivering  fit. 
November  28  :  Opsonic  index  to  Streptococcus  longus,  0*72  ;  2'5  millions 
of  autogenous  vaccine  of  mixed  streptococci  and  staphylococci  injected. 
November  29  :  Temperature,  1024°  F.  ;  shivering  fit.  November  30  :  Ten 
cubic  centimetres  polyvalent  antistreptococcus  serum  injected.  December 
1 :  Temperature  103^  F.  ;  125  millions  of  autogenous  streptococcus 
vaccine.  December  2  :  Opsonic  index  15-2 .  December  4:  1*25  millions 
of  vaccine.  December  5  :  Temperature  falling.  December  7  :  Tempera- 
ture 996^  F.  ;  1-25  millions  of  vaccine  injected.  From  this  point  onward 
the  patient  made  an  uninterrupted  recovery. 

The  interesting  features  in  the  case  were  :  (a)  The  very  slight  throat 
spnptoms  and  pathological  appearances,  combined  with  a  definite  and 
otherwise  obscure  pyrexia.  ifi)  The  excellent  general  condition  of  the 
patient  during  the  greater  part  of  his  illness,  (c)  The  appearance  and 
slow  healing  of  the  small  ulcers  caused  by  the  pressure  of  a  wool-covered 
strabisnnis  hook  on  the  outer  sui'face  of  the  tonsils.  The  interesting 
points  from  the  bacteriological  point  of  view  were  :  (a)  The  isolation  of 
a  streptococcus  apparently  identical  with  that  causing  the  throat  lesion 
from  the  otherwise  normal  ui'iue — from  10  c.c.  of  a  catheter  specimen  two 
colonies  being  obtained,  (b)  The  lack  of  response  on  the  part  of  the 
patient  to  a  vaccine  pi'epared  from  the  throat  exvidate,  in  which  approxi- 
mately equal  numbers  of  streptococci  and  staphylococci  were  present,  and 
the  immediate  response  to  an  autogenous  A'accine  prepared  from  the- 
streptococcus  derived  from  the  urine,  tmmixed  with  other  organisms. 
Mr.  Herbert  Tilley  added  that  there  was  little  to  be  seen  in  the  throat 
beyond  a  redness  similar  to  that  observable  in  the  throat  of  a  cigarette- 
smoker.  The  tonsils  were  not  enlarged,  and  it  Avas  difiicult  to  make  up 
one's  mind  from  mere  appearances  that  the  throat  could  be  the  source  of 
the  general  infection. 

Mr.  DE  Santi  asked  Avhether  the  President  considered  it  an  acute 
infection.      He  had  recently  seen  a  streptococcal  case.      A  bad  odour 
emanated  from  the  mouth,  and  the  man  himself  felt  sure  his  throat  wai 
affected.     Two  years  before  he  had  a  retropharyngeal  abscess,  and  ha 
nearly  died.     He  was  injected  with  an  autogenous  A'accine,  but  withou 
benefit. 

Mr.  Stewart  mentioned  a  boy,  aged  nine  and  a  half,  who  had  had 
four  similar  attacks  in  twelve  months.  He  did  not  examine  the  throat 
in  the  first  three.  The  attacks  consisted  of  general  malaise  with  pyrexia,- 
tlie  temperature  running  up  to  104°  F.  No  other  symptoms  were  present 
and  no  other  cause  could  be  discovered,  but  he  was  always  supposed  to 
be  going  to  have  an  exanthem.  When  examined  in  the  fourth  attack,  a 
little  spot  was  found  on  one  tonsil.  Dr.  Eyre  took  a  culture,  found  the 
Sfre2)tococcns  lonyvfi,  and  proceeded  to  prepare  a  vaccine ;  but  during 
the  next  twenty-four  hours  the  temperature  subsided,  and  the  boy  got 
well. 

Dr.  Dan  McKenzie,  in  view  of  the  lack  of  response  to  a  vaccine 
prepared  from  the  j)atient's  throat,  asked  if  the  streptococcus  recovered 
from  the  throat  liad  anylhing  to  do  with  the  streptococcus  recovered  from  f 
tlie  urine.    He  understood  that  various  strains  of  streptococci  might  have 
nt)  relationship  with  each  other 
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Mr.  E.  D.  Davis  asked  if  there  was  any  p()ssil)ilitv  of  it  beiiit,'  a 
pneiinioeoocal  throat.  Tliere  was  great  variability  if  the  piieumococcus 
was  not  encapsuled. 

The  President  replied  that  he  scarcely  knew  how  to  answer  the 
question  whether  it  was  an  acute  infection.  The  illness  could  scarcely  be 
termed  an  acute  infection.  With  regard  to  enucleation,  he  wished  to 
exhaust  every  means  of  getting  the  boy  well  without  operation.  It  was 
difficult  to  be  certain  whether  the  case  got  well  because  of  the  inoculations 
of  vaccine,  or  whether  convalescence  would  have  been  established  without 
that  form  of  treatment. 

Tuberculous  Ulcer  of  the  Right  Vocal  Cord  cured  by  the  Applica- 
tion of  the  Galvano-Cautery. -Herbert  Tilley,  F.R.C.S.— Tlie  patient, 
an  elderly  man,  suffering  from  hoarseness,  was  being  treated  for  pulmonary 
tuberculosis.  The  posterior  three-quarters  of  the  right  vocal  cord  was 
occupied  by  a  shallow  ulcer  surrounded  by  pale  granulations.  Bv  the 
direct  niethod,  three  deep  punctures  were  made  through  the  floor  of  the 
ulcer  with  the  galvauo-cautery  and  at  the  one  sitting.  The  ulcer  had 
quite  healed  and  only  a  slight  congestion  of  the  cord  could  now  be  seen. 
At  present  the  patient  had  well-marked  physical  signs  at  the  back  of  the 
right  apex  and  tubercle  bacilli  in  his  sputum.  He  was  going  to  a  sana- 
torium. It  was  easy  to  use  the  direct  tube  w4th  cocaine,  and  galvauo- 
puncture  could  be  carried  out  with  great  accuracy.  Of  course  the'^indirect 
•method  could  proliably  have  been  used,  but  he  did  not  think  he  could  have 
applied  the  cautery  as  accurately  with  it  as  with  the  direct  niethod. 

Granular  Congestion  of  Left  Vocal  Cord,  probably  Specific  in 
Origin. --Herbert  Tilley,  F.R.C.S.— A  male,  aged  fifty-four,  had 
suffered  from  hoarseness  since  childhood,  worse  in  spring  and  autumn. 
The  last  attack  was  present  for  three  weeks.  He  had  lost  10  lb.  during 
the  three  inonths  previous  to  my  seeing  him.  There  was  a  history  of 
syphilis.  The  left  vocal  cord  was  granular  and  congested,  and  a  small 
superficial  ulcer  occupied  its  posterior  third.  The  history  and  appear- 
ances suggested  tul)erculosis,  but  pulmonary  signs  were  entirely  absent. 
and  the  ulcer  disappeared  under  potassium  iodid'e. 

^aryn^eal  Palsy  due  to  Nuclear  Lesions  of  the  Vagus.— 
L.  Colledge,  F.R.C.S.— Case  1.— Patient  is  a  girl,  aged  twenty,  who 
came  to  the  out-patient  department  complaining  of  nasal  obstruction, 
bhe  complained  that  in  addition  she  had  recently  had  difficulty  in 
swallowing,  and  her  food  and  drink  had  been  coining  Ixick  through  the 
nose  Four  days  before  admission  she  suddenly  noticed  loss  of  vision  in 
the  left  eye.  Condition  is  as  follows  :  Central  scotoma  of  left  eve,  vision 
e'^o-;  paresis  of  left  external  rectus  muscle;  paresis  of  left  half  of  soft 
palate  ;  paresis  of  left  sterno-mastoid  muscle  ;  abductor  paralysis  of  left 
vocal  cord.     Wassermanu's  reaction  is  negative. 

Case  2.— Patient  is  a  girl,  aged  seven.  She  was  admitted  for  acute 
mastoiditis,  and  Schwartze's  operation  was  performed.  Eadical  opera- 
tion on  Noveml)er  30.  No  evidence  of  tuberculosis  in  the  aural  discharge. 
Condition  otherwise  is  as  follows:  Complete  paralysis  of  left  vocal  cord  : 
the  cord  is  in  the  cadaveric  position,  it  is  relaxed' and  sickle-shaped,  and 
the  arytsenoid  is  prolapsed  forwards  ;  paralysis  of  the  left  trapezius  and 
steruo-mastoid  ;  atrophy  and  paralysis  of  tlie  left  half  of  the  tongue.  In 
adclitiou  the  pulse  has  varied  between  120  and  146  ever  since  admission, 
which  may  be  due  to  interference  with  the  functions  of  the  vagus.     The 
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diagnosis  in  both  cases  is  a  lesion  in  the  left  half  of  the  mednlla, 
probably  tuberculous  in  nature. 

Mr.  EosE  said  he  had  seen  a  girl,  aged  seventeen,  who  had  similar 
symptoms,  but  on  the  right  side :  a  very  careful  examination  was  made 
to  find  the  cause,  but  with  no  result.  She  was  kept  under  observation 
for  two  or  three  mouths,  and  during  that  time  she  completely  recovered. 
She  was  taking  iodide  of  potassium,  but  there  was  no  other  reason  for 
supposing  she  had  syphilis. 

The  President  said  that  of  the  cases  with  somewhat  similar  lesions 
that  he  hid  shown,  one  was  syringomyelia,  and  the  other  in  an  adult 
who  had  paralysis  of  the  trapezius,  sterno-mastoid,  left  vocal  cord,  and 
left  side  of  the  palate.  This  case  belonged  to  the  same  categor}'  as 
the  cases  described  by  Hughlings  Jackson  and  Morell  Mackenzie  years 
ago.  Some  of  these  were  probably  due  to  pachymeningitis  involving  the 
membranes  at  the  base  of  the  skull  and  the  foramina  wliere  the  cranial 
nerves  made  their  exit. 

Congenital  Membrane  of  the  Larynx. — George  W,  Badgerow, 

F.R. C.S.Ed. — A  boy,  aged  six,  was  sent  complaining  of  weakness  of  voice. 
On  examination  of  the  larynx  a  membrane  is  seen  situated  at  the  anterior 
commissure  stretching  between  the  cords,  an  opening  only  left  in  the 
posterior  part  of  the  glottis.  Thei'e  does  not  seem  to  be  any  interference 
with  respiration.     Should  treatment  be  undertaken  ? 

The  President  said  that  years  ago  Sir  Felix  Semon  wrote  of  one  or 
two  cases  in  which  the  congenital  laryngeal  web  was  associated  Avith 
coloboma  iris.     The  latter  condition  was  not  present  in  this  boy. 

Mr.  A.  J.  Hutchison  said  that  many  years  ago  he  saw  a  child  who 
had  a  congenital  w-eb.  It  was  operated  upon  by  the  late  Sir  H.  T.  Butlin, 
and  the  result  was  unsatisfactory,  as  though  breathing  was  somewhat 
better  and  the  child  took  more  exercise,  there  was  no  improvement  in  the 
voice  and  she  could  not  yet  speak  above  a  Avhisper.  She  could  not  take 
more  active  exercise  than  golf. 

Dr.  DoNELAN  said  that  the  important  factor  in  the  case  was  that 
there  w^as  no  interference  Avith  respiration.  While  that  was  so  he  thought 
that  it  would  be  better  to  avoid  any  treatment.  The  treatment  of  these 
webs  was  always  difficult  and  unsatisfactory.  The  only  reliable  way  of 
effectiug  a  speedy  cure  was  that  followed  in  Dr.  Hill's  case,  in  which  thej 
result  had  been  satisfactory. 

Dr.  FiTzG-ERALD  Powell  said  the  consensus  of  opinion  seemed  to  be] 
that  the  case  shoidd  be  left  alone.  If  operation  Avere  found  necessary  fol 
the  safety  of  the  boy,  he  thought  the  method  he  had  iised  for  stenosis  01 
the  larynx  would  be  the  best.  A  high  tracheotomy  was  performed,  and 
through  this  opening  it  Avould  be  possible  to  incise  the  web  :  having  done 
this,  suitalile  silver  plugs  w^ere  inserted  upwards  into  the  larynx  above 
the  traclieotomy  tube  and  lying  on  it.  These  plugs  were  used  continuously 
for  a  period  of  six  to  twelve  months,  aad  the  result  in  the  cases  of  stenosis 
in  which  they  w^ere  used  was  excellent.  The  tracheotomy  waiund  was 
allowed  to  heal,  the  larynx  remaining  patent. 

The  President  said  it  would  be  interesting  if,  in  the  light  of  this 
discussion.  Dr.  Hill  could  arrange  to  show  his  case  again.  If  in  removing 
the  web  two  raw  surfaces  Avere  made,  unless  means  Avere  taken  to  prevent 
tlie  opposing  granulations  from  uniting,  the  original  evil  would  be 
reprofluced.  He  had  had  considerable  experience  of  these  cases  of 
recurrent  papillomata  of  the  larynx,  and  in  the  inveterate  cases  it  might 
be  advisable  to  consider  splitting  of  the  larynx  and  inserting  the  "  Aving  " 
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obturators,  so  that  oiie  could  Jeal  directly  and  very  frequeiitly  witli  tlie 
first  signs  of  recurrence  and  without  the  necessitv  of  general  anesthesia 
Dr.  DuNDAS  Grant,  while  agreeino-  that  the  "case  was  best  left  alone 
tor  the  present,  said  the  chief  anxietv  would  be  lest  the  child  had  one 
of  the  exanthemata,  in  which  case  the  larvngitis  would  be  apt  to  be 
suffocative.  If  tracheotomy  should  have  to  be  done,  then  pluo-s  could 
be  used,  as  mentioned  by  Dr.  FitzGerald  Powell,  or  those  devised  bv 
Dr.  Tliost,  of  Hamburg. 

Case   exhibiting    Lingual    Gymnastics.— E.  A.  Peters,  M.D.— 

Female,  aged  thirty-tive,  is  able  to  pass  her  tongue  behind  the  soft  palate, 
where  the  Eustachian  tubes  and  inferior  turbinals  are  recognised  thereby! 
It  has  been  said  that  certain  cases  of  suicide  have  been  eifected  in  this 
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Dr.  Stme  said  he  had  seen  one  such  case  in  a  girl,  the  subject  of 
atrophic  rhinitis.  It  might  be  that  she  had  gradualiv  brought  on  her 
condition  by  working  her  tongue  back  into  the'iiaso-pharvux  to  allay  the 
irritation.  He  thought  the  hard  palate  here  was  shorter 'than  usuaf,  and 
the  soft  palate  seemed  to  have  developed  excessively. 

Dr.  Dan  McKenzie  did  not  agree  that  there' was  any  deficiencv  in 
the  hard  palate;  there  was  uo  nasal  intonation.  He  believed  the  condi'tiou 
Tras  due  to  the  mobility  of  the  tongue.  He  had  seen  cases  of  atrophic 
rhinitis  in  which  the  patient  had  learned  to  get  rid  of  the  crusts  bv  means 
of  the  tongue. 

The  President  said  he  had  been  told  that  this  condition  was  not 
very  uncommon,  and  that  people  had  been  known  to  commit  suicide  bv 
pushing  the  tongue  upwards  and  backwards  into  the  post-uasal  space. 
[Dr.  DoNELAN  :  It  was  a  common  method  of  suicide  in  the  slave-ships.] 

Multiple   Papillomata   of  the   Larynx,— E.  A.  Peters,  M.D.— 

Female,  aged  nine,  has  suffered  with  dysphonia  for  three  years.  Two 
years  ago  her  tonsils  were  removed  to  relieve  croup.  There'  are  several 
elongated  papillomata  of  a  pinkish-grey  colour  growing  in  the  retjiou  of 
the  false  cords.  Is  this  case  suitable  for  the  direct  or  alternativelv  the 
laryugotomy  method  r 

Mr.  Stewakd  believed  in  the  advantage  of  operating  by  the  direct 
method,  and  persevering  until  the  papillomata  were  got  rid  of.  In 
this  child,  aged  nine,  they  probably  would  iiot  recur  very  quicklv. 
He  still  had  cases  under  supervision  on  whom  he  had  been  operating  for 
six  to  eight  years,  and  one  of  them  had  passed  the  last  year  without  need 
of  operation.  He  would  not  advise  Dr.  Peters  to  do  thyrotomy  in  this 
case,  as  he  would  find  it  practically  impossible  to  keep  the  larynx  open 
sufficiently  long,  and  there  was  great  danger  of  subsequent  stenosis  of 
the  larynx.    He  had  seen  extreme  stenosis  of  the  larynx  follow  thyrotomy. 

Mr.  Hope  said  that  he  had  operated  on  a  case'by  the  direct  method. 
The  child  wore  an  intubation  tube  during  four  days,  and  then  went  home. 
This  was  done  four  times  during  the  year,  and  was  very  little  trouble. 
The  intervals  seemed  to  be  getting  lougei-. 

Dr.  FitzGerald  Powell  thought  it  necessary  that  a  tracheotomy 
should  be  performed  in  children  with  these  multiple  papilloma  before 
proceeding  to  their  removal,  either  by  the  direct  or  indirect  methods.  It 
protected  the  child  from  dangers  that  might  arise,  such  as  spasm  or 
oedema,  and  the  opinion  has  been  held  that  it  had  a  curative  effect  in 
resting  the  larynx. 

Dr.  Dan  McKenzie  said  he  had  had  a  case  where  tracheotomy  had 
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been  performed,  as  she  liad  cyanosis  ;  and  that  wound  was  very  useful  in 
subsequent  treatment.  Papillomata  were  taken  aAvay  regularly  by  the 
direct  method  with  a  confidence  that  could  not  have  been  felt  in  the  older 
days.  There  was  no  recurrence  of  the  growths  two  years  afterwards. 
He  asked  if  members  had  tried  carbonate  of  magnesium  internally 
for  the  condition,  as  dermatologists  Avere  using  it  for  paj)illomata  of 
the  skin. 

Mr.  EosE  said  he  attempted  to  cure  two  patients  by  calcined  magnesia 
administered  internally.  One  of  the  patients  declared  she  was  better,  but 
he  was  certain  that  was  not  so.  In  the  other  case,  neither  the  patient 
nor  he  thought  there  had  been  any  result.  The  age  of  one  of  the  patients 
was  forty.  No  attempt  had  been  made  to  remove  the  papillomata  before, 
though  her  symptoms  lasted  from  her  sixth  year.  Therefore,  those  who 
hoped  a  child  Avould  grow  out  of  the  condition  had  an  uncertain 
foundation  for  their  belief. 

Dr.  DuNDAs  Grant  considered  tliat  repeated  operation  was  the  best 
method,  and  after  removal  of  the  bulk  of  the  growths,  cauterisation.  He 
had  used  an  alcohoHc  solution  of  salicylic  acid,  as  he  was  convinced  it 
tended  to  prevent  re-growth.  Tracheotomy  was  often  necessary,  but  that 
was  not  a  "  specific  "  for  papillomata  of  the  larynx.  He  had  seen  a  case 
which  was  tracheotomised  in  early  childhood  for  papillomata  of  the 
larynx,  in  which  the  patient  came  under  his  care  at  her  twenty-first  year. 
He  cleared  out  the  papillomata  and  removed  the  tracheotomy  tube. 

The  President  spoke  of  a  boy  who  attended  his  hospital  every  two 
or  three  months,  and  who  was  said  to  have  been  operated  upon  forty- 
three  times.  Certainly  he  had  removed  hundreds  of  papillomata  from 
this  boy  on  different  occasions.  They  had  recently  crept  up  the  side  of 
the  pharynx  on  to  the  soft  palate,  and  below  had  come  out  through  the 
old  tracheotomy  opening,  and  formed  not  only  a  mass  of  granulations 
around  the  tracheal  opening,  but  there  was  a  smaller  mass  growing  on  the 
larger  mass.  The  local  infectiveness  of  these  warts  in  some  subjects 
made  them  seem  almost  inti-actable  to  treatment.  In  the  patients  referred 
to  he  had  operated  several  times  by  the  direct  method,  and  was  satisfied 
that  every  visible  papilloma  had  been  removed,  then  a  20  per  cent, 
solution  of  salicylic  acid  in  collodion  had  been  applied,  but  the  growth 
rapidly  recurred,  and  had  not  been  checked  liy  the  internal  administration 
of  arsenic. 

Tumour  of  the  Left  Antrum.— E.  A.  Peters,  M.D.— The  patient 
w;is  shown  on  March  29,  1912. 1  On  that  occasion  various  opinions  as  to 
its  nature  were  expressed.  Before  the  operation  a  trocar  inserted  through 
the  inferior  meatus  became  inpacted  in  a  solid  growth.  The  upper  lip 
was  dissected  from  the  canine  fossa,  which  was  incised,  and  revealed  a 
solid  mass  of  soft,  cancellous,  bone-like  tissue.  By  means  of  a  gouge  an 
attempt  was  made  to  reproduce  an  antriun,  which  was  then  opened  in  the 
\isual  Avay  into  the  inferior  meatus.  Unluckily  the  piece  of  growth 
received  for  microscopical  examination  was  thrown  away,  so  that  it  is 
impossible  to  exclude  the  diagnosis  of  a  slow-growing  carcinoma.  The 
tiimitur  was  noticed  three  years  ago  and  expanded  the  antrum  in  all 
directions,  except  the  palate.     The  outer  wall  was  very  hard. 

Dr.  Kelson  said  he  was  interested  in  this  case,  as,  from  time  to  time, 
cases  had  been  shown  before  the  Section  resembling  leontiasis  ossium  and 
tliose  bony  growths  of  the  maxilla  common  on  the  West  Coast  of  Africa, 

'  See  JouRN.  OF  T.AKTNGOL.,  Rhinol.,  and  Otol.,  vol.  xxvii,  p.  377. 
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yet  differiuif  somewhat  from  hotli  ot  these.  These  cases,  when  lirouiJ^ht 
lip,  had  been  thought  by  some  to  be  due  to  syphilis,  and  by  others  as  due 
to  some  other  mioro-orgauism.  They  had  all  been  l>ihiteral,  but  not 
syiumetrieal.  Dr.  Peters's  case  seemed  like  that  condition  limited  to  one 
side,  and  on  looking  into  the  nose  of  this  patient  he  saw  t  hat  the  inferioi* 
turbinate  on  that  side  was  much  enlarged,  as  in  his  own  case.  The  bone, 
he  believed,  would  be  found  to  be  very  brittle.  The  condition  was  not 
malignant,  and  he  believed  good  results  Avould  follow  operation. 

Mr.  HowAKTH  said  that  the  case  di<l  not  at  present  appear  to  be 
malignant.  He  asked  whether  it  Avas  translucent,  and  what  the  X-ray 
picture  revealed  ?  He  had  seen  a  similar  case,  which  was  quite  trans- 
lucent, and  which  was  thought  to  be  a  cyst  in  connection  with  one  of  the 
teeth.  It  was  outside  the  antrum,  and  at  the  operation  it  proved  to  be 
wdiat  was  thought.  In  operating  through  the  labio-gingival  fold,  the 
cyst,  which  was  the  size  of  a  pigeon's  egg,  was  shelled  out  without  opening 
the  antrum  at  all.  The  anterior  wall  of  the  antrum  had  been  pushed 
back  so  far  by  the  cyst  that  there  was  practically  no  antrinn  on  that  side. 
This  present  case  might  be  similar,  and  it  also  might  be  pushing  the  uaso- 
autral  wall  in.  He  did  not  thinlc  the  turbinate  was  large,  but  had  the 
appearance  of  being  pushed  into  the  nasal  cavity. 

Dr.  Syme  said  the  case  reminded  him  of  one  shown  Ijeforethe  Scottish 
Otological  and  Laryngological  Society,  which  was  thought  by  some  to  be 
leoutiasis  ossium,  while  others  regarded  it  as  a  cyst.  When  Dr.  Adam, 
who  showed  the  patient,  operated,  there  was  found  to  be,  on  both  sides, 
a  tirm  fibr<)us  growth  which  had  undergone  osseous  changes.  Both  antral 
cavities  were  involved. 

Dr.  Peters,  in  reply,  said  on  trans-illumination  the  antrum  Avas  dark, 
and  there  was  slight  enlargement  of  bone.  An  incision  was  made  into 
the  canine  fossa  last  April,  and  an  attempt  made  to  fashion  a  new 
antrum  out  of  the  solid  mass  of  soft  bony  material.  There  Avas  no  trace 
of  a  dental  cyst.  On  talking  over  the  matter  with  Dr.  Westmacott,  he 
thought  it  might  be  a  case  of  hyperplasia  of  the  antrum  in  which  vacuo- 
lation  had  not  occurred  in  the  maxilla,  and  that  there  had  been  retro- 
gression of  the  bone  and  the  formation  of  solid  material.  In  one  case 
Dr.  Westmacott  scooped  out  the  central  mass  of  the  bone  to  the  zygo- 
matic arch.  One  of  that  gentleman's  cases  dated  back  tAventy  years,  and 
recovered  absolutely. 

Unusual  Form   of    Syphilitic    Laryngitis. ~C.    W.    M.    Hope, 

F.R.C.S.-  -Female,  aged  thirty-nine,  was  shown  at  the  November  meet- 
ing,' suft'ering  fi-om  hoarseness  of  twelve  months'  duration.  Having 
been  resident  in  Norway  seven  years,  she  Avas  shoAvn  for  diagnosis. 
?  Leprosy.  The  uvula,  both  arytaenoids  (especially  the  left),  epiglottis, 
and  both  ventricular  bands  showed  Avhite,  solid  swellings  ;  palate  was  not 
auEesthetic,  and  healed  scars  A\ere  seen  on  the  posterior  pillars  of  the 
fauces  and  on  the  post-pharyngeal  Avail.  Cords  Avere  normal.  No 
ulceration  present.  Patient  felt  ver}-^  lethargic  and  disinclined  to  do  any- 
thing entailing  the  least  exertion.  The  Wassermanu  reaction  proving 
positive,  1  gave  her,  on  NoA^ember  14,  1912,  0*6  grni.  of  salvarsan  intra- 
venously. There  Avas  a  marked  reaction,  lasting  ten  hours.  Temperatiu'e 
up  to  102  F.,  vomiting  once.  On  December  11,  1912,  patient  reported 
herself  as  feeling  much  better  generally  ;  hoarseness  had  all  gone.  On 
examination  the  only  swelling  in  the  larynx  Avas  a  slight  reddish  eularge- 

'  JouRx.  OF  Lartngol.,  Ehinol.,  and  Otol.,  Ajn-il,  1913,  p.  210. 
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nient  of  the  left  arvtsenoid.  The  uvuhi  was  still  swollen,  though  much 
less.  A  second  dose  of  0*6  grm.  of  salvarsan  was  given,  and  a  reaction' 
as  at  the  first  injection  occurred. 

Dr.  LiEVEN  (Aix-la-Chapelle)  said  he  noticed  that  reaction  was  said 
to  have  occurred  each  time  after  giving  the  salvarsan.     He  did  not  con- 
sider it  at  all  necessary  for  such  reaction  to  occur,  especially  in  tertiary 
syphilis.     Eeaction  occurred  for  two  reasons  :   (1)  from  the  spirochsetae 
and  their  toxins,  and  (2)  from  the  toxic  reaction  of  the  arsenical  prepara- 
tion.   Every  individual  had  his  OAvn  limit  of  tolerance,  and  by  proceeding 
cautioi;sly  that^limit  need  not  be  exceeded.    In  Germany,  0"5  grm.  for  an 
initial  dose  was  the  rule,  and  his  own  practice  was  to  give  not  more  than 
0'35   grm.   in  the  first  injection.     No   reaction   should,   as   a   rule,   be 
produced  in  tertiary  syphilis,  because  there  were  not  enough  spirochsetae 
present.     For  secondaiy  syphilis  it  was  advisable  to  eradicate  most  of 
the  organisms  by  means  of  mercury  and  finish  the  case  off  by  salvarsan. 
A  dosage  which  was  toxic  for  a  patient  once  would  assuredly   be   so 
again  ;  therefore  if  a  marked  reaction  occurred  a  smaller  dose  should  be 
given  on  the  second  occasion.     Dr.  Levy-Bing,  at  the  Hopital  St.  Lazare 
in  Paris,  having  excluded  syphilis  of  the  nervous  system  by  a  cytological 
examination  of  the  cerebro- spinal  fluid  in   a   series  of  prostitutes  with 
primary    and    secondary   syphilis,    gave    them    injections    of    salvarsan. 
About  a  month  afterwards,  on  re-examination  of   spinal  fluid   lympho- 
cytosis was  present  in  every  case,  so  that  there  had  certainly  been   a 
neurotropic   efl:'ect   produced   by  salvarsan.     It  Avas  vital  to  avoid. the 
accidents  which  lead  to  encephalitis  haemorrhagica,  and  that  could   be 
done  by  limiting  the  doses  which  produced  no  reaction.     The  dose  of 
0"6  grm.  given  in  the  present  case  he  regarded  as   rather  large.     Even 
experienced  syphilologists  had  their  bad  cases  with  even  moderate  doses, 
because  one  can  never  foretell  the  individual  tolerance.     At  Liege,  Pro- 
fessor Troisfontaines  reports  the  death  of  an  otherwise  healthy  girl,  aged, 
he  believed,  twenty-three,  after  a  dose  of  05  grm.     She  died  on  the 
second  or  third  day  from  hsemorrhagic   oedema  of  the  brain.     He  had 
seen  several  cases  rendered  drowsy  or  even  luiconscious  from  the  drug  on- 
the   second   or  thii'd   day.     In   his   opinion,   such  cases  were   due  to   a 
temporary  oedema  of  the  brain.     A  lady  patient,  aged  thirty-five,  sufl^'er-- 
ing  from  secondary  sy])hilis,  had  twenty  mercurial  inunctions,  and  subse- , 
quently  he  gave  her  an  injection  of  0'5  grm.     It  was,  however,  too  mucl 
for  her,  for  on  the  second  day  he  was  urgently  called  to  her,  and  she  was^ 
found  to  have  bilateral  paralysis  of  the  abducens,  with  hallucinations,  of 
which  the  former  cleared  up  in  four  days  whilst  the  latter  lasted  a  weeld 
He  Avas  always  glad  when  the  third  day  from  the  injection  had  passed> 
With  regard  to  the  permanency  of  the  effect  of  salvarsan,  that  had  been 
largely  solved  by  Professor  Bayet,  of  Brussels,  who  treated  several  large 
series  of  syphilitics  in  the  "  Hopital  St.  Pierre.''     They  were  treated 
without  mercury,  and  got  up  to  five  intravenous  injections  for  a  period 
extending  in  general  over  five  to  six  Aveeks,  and  the  clinical  result  had 
been  very  good,  Avhilst  the  effect  on  the  Wassermanu  reaction  proved  ta 
be  largely  negative.     His  impression  Avas  that  by  the  combined  treatment 
of  mercury  and  salvarsan  relapses  during  the  secondary  period,  particu- 
larly relapses  on  the  mucous  membrane  of  the  tongue  and  pharynx,  had 
become  very  rare.     That  Avas   A^ery  important,  because  such   treatment 
must  lessen  the  amount  of  domestic  infection.     He  knew  altogether  of 
five  cases  of  death  reported  after  giving  salvarsan,  but  he  Avas  of  opinion 
that  a  number  had  occurred  in  private  practice  Avhich  were  not  recorded. 
It  Avas  the  duty  of  medical  men  to  perfect   tlieir   knowledge  of  effective 
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and  siitV  treatuieiit  of  tlu'  ilist'iise.  Uiie  .shouhl  not  i;'o  on  intnuliicing 
arsenic  into  the  system  just  because  the  VVasserniann  reaction  did  not 
become  ne^^ative,  because  it  must  be  left  to  the  future  to  decide  the  final 
effects,  if  any,  of  salvarsan  on  the  body,  especially  as  we  know  com- 
paratively little  as  yet  of  the  rate  of  excretion  of  the  arsenic  from  the 
body. 

Mr.  Hope  replied  that  when  he  showed  the  case  in  Noveiidier,  one 
diag-nosis  was  atypical  myxoedema  and  another  was  laryngeal  hyperplasia, 
the  Wassermann  reaction  not  then  being  known.  He  showed  the  patient 
again  because  her  general  condition  had  so  markedly  improved.  He 
agreed  that  her  palate  was  still  much  the  same  as  before.  He  had  treated 
fixty  to  sixty  cases  of  layngeal  and  nasal  syphilis  with  salvarsan,  and  this 
was  the  only  one  in  which  there  had  been  a  reaction,  with  temperature 
or  vomiting.  But  all  the  other  cases,  except  this  woman,  had  been  treated 
with  mercury  first.  In  ail  the  other  cases  he  had  given  the  same  dose, 
except  for  children,  for  whom  it  was  02  or  ()8  grm. 

P     Dysphagia  from  ?  Gumma  of  the  Tongue. — W.  Jobson  Home, 

M.D. — A  man,  aged  forty-nine,  came  to  hospital  last  Decemlier  with  pain 
on  the  right  side  of  the  throat  of  one  mouth's  duration.  The  pain  had 
extended  to  the  right  ear.  He  thought  that  he  had  been  losing  flesh  during 
that  time,  which  could  be  accounted  for  b}'  the  fact  that  he  had  not  been 
able  to  take  solid  or  even  liquid  food.  Some  twenty  years  ago  he  had  k;es 
venerea — he  was  at  sea,  and  the  treatment  was  rough,  but  not  thorough. 
Wassermann  test  had  not  been  done.  When  first  seen  the  only  noticeable 
feature  Avas  a  marked  deviation  of  the  tongue  upon  protrusion  to  the  right 
side.  No  glands  were  palpable  in  the  neck.  Possibly  the  right  vocal  cord 
did  not  move  as  freely  as  the  left.  The  right  side  of  i,he  base  of  the  tongue 
was  greater  than  the  left  side.  But  apart  from  these,  there  Avas  no  gross 
lesion  to  account  for  the  gross  symptoms.  Iodide  of  potassium  and  per- 
chloride  of  mercury  were  prescribed,  and  the  patient  was  rapidly  enabled 
to  swallow.  The  case  is  shown  with  a  vieAv  of  clearing  up  any  doubts 
about  the  cause  of  the  dysphagia.  The  dysphagia  appeared  to  be  entirely 
pharyngeal  and  due  to  the  swelling  at  the  base  of  the  tongue,  which 
he  regarded  as  a  gumma.  The  rapid  diminvition  of  the  swelling  and  the 
accompanying  rapid  relief  of  the  dysphagia  imder  antiluetic  treatment 
tended  to  conform  those  views  of  the  case. 
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Malignant  Growths  of  the  Ear  Simulating  Chronic  Otorrhoea. 
— Brindel  (Bordeaux). — A  Avoman,  aged  scA-enty-five,  had  suffered 
severe  pains  in  the  ear  for  three  days.  There  was  a  history  of  painless 
otorrhcea  for  the  past  thirty  years.  '  The  mastoid  process  seemed  slightly 


322  The  Journal  of  Laryngology, 


[June,  1913. 


painful  over  the  autvuui  and  at  the  apex.  The  radical  operation  was 
performed,  but  pain  persisted  and  even  became  more  acute,  radiatincr 
towai'ds  the  temporal  fossa.  M.  Moure,  in  consultation,  suspected 
meningeal  involvement.  A  fresh  intervention  revealed  nothing  ab- 
normal about  the  meninges,  but  the  author  found  a  mass  of  granulations 
in  the  anterior  inferior  part  of  the  tvmpanum.  These  were  removed,  and 
on  microscopic  examination  proved  to  be  glandular  carcinoma.  Some 
days  subsequently  the  patient  developed  facial  paralysis,  and  death 
•ensued  five  months  later.  The  author  has,  up  to  the  present,  met  with 
three  epitheliomata,  seven  carciuomata  and  ten  sarcomata  originating  in 
the  ear.  He  insisted  on  the  frequency  of  sarcomata  in  children,  a 
previous  history  of  chronic  otorrhcea,  and  on  facial  paralysis  met  with 
sixteen  times  ;  definite  lesions  of  the  internal  table,  were  present  in  eight 
cases.  Malignant  growths,  at  their  onset,  frequently  simulate  chronif 
otorrhcea. 

MouRET  (Montpellier)  reported  an  unusual  case  of  growth,  which 
might  have  been  considered  malignant  and  treated  as  such.  In  December 
last  he  saw  a  patient  suffering  from  chronic  otorrhcea  with  numerous 
fistulae ;  there  was  a  fleshy  mass  in  the  fundus  of  the  external  meatus, 
which  was  found  to  be  a  carotid  aneurysm.  It  gave  rise  to  swelling 
around  the  pinna,  and  considerable  bulging  in  the  mouth.  Ligature  of 
the  external  carotid  was  performed,  and  a  few  days  afterwards  the 
auricle  was  reflected  and  the  aneurysm  dealt  with.  When  a  patient 
presents  a  fungous  swelling  of  the  auditory  meatus,  the  possibility  of  an 
aneui-ysm  should  be  considered. 

Rhinorrhoea  and  High-Frequency  Currents.— Castex  (Paris). — 
Man,  aged  twenty-four,  suffering  from  intermittent  attacks  of  a  copious 
discharge  of  clear  fluid,  associated  with  pains  in  the  frontal  sinuses  and 
dimness  of  vision.  The  crisis  lasted  about  forty-eight  hours.  This 
patient  had  been  greatly  relieved  by  high-frequency  currents.  In  several 
other  cases  of  a  similar  nature  the  treatment  has  yielded  equally  good 
results.  The  author  considers  that  the  currents  act  by  inducing  vaso- 
constriction, and  that  their  efficacy  is  certain  in  all  cases  of  rhinal 
hydrorrhcea. 

Treatment  of  Nasal  Fractures.— Garel  (Lyons).— The  author 
thinks  tliat  the  various  methods  adopted  for  these  fractures  is  incom-  ' 
plete.  He  exhibited  an  apparatus  (made  by  Martin  and  Sous,  Lyons), 
which  had  always  given  him  good  results.  In  nasal  fractures  it  is 
necessary,  after  reduction  of  the  nasal  bones,  to  bring  the  septum  into 
the  middle  line  and  to  maintain  all  in  good  position.  The  ap])aratus 
consists  of  a  forceps  for  reducing  the  depressed  parts,  and  a  little  pros- 
thetic mechanism  composed  of  two  moval)le  wings  parallel  and  adjust- 
able. After  the  reduction  with  forceps,  this  apparatus  is  introduced  into 
the  nasal  fossa,  and  keeps  the  septum  in  a  vertical  position.  The  t)nly 
inconvenience  is,  that  it  is  not  ai)plicable  to  all  cases,  but  it  can  be 
modified  according  to  requirements.  In  a  case  of  urgency,  Martin's 
apparatus  not  being  to  hand,  the  author  has  reduced  the  fracture  Avitli 
forceps  and  insertt'd  Moure's  metallic  tubes  into  the  nasal  fossae ;  but  to 
ensure  correct  position  of  the  septum,  he  has  devised  an  external  splint  of 
red  vulcanite,  moulded  whilst  warm  to  the  outer  surface  of  the  nose  ;  red 
vulcanite  is  pref('ral)le  to  yellow,  for  the  latter  very  quickly  softens. 

Artificial    Ear-Drum.— Jacques   (Nancy).— For  this  purpose   the 
author  utilises  a  little  disc  of  .sterilised  rubber,  wjiicii  lie  applies  to  the 
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])ostori>-superior  }iart  ot"  the  meatiil  t'uiiilus.  Atljusted  l>y  the  sur>^-e(>n, 
ihis  drum  remains  iu  position  and  can  be  worn  for  weeks  or  months. 
i>urin<^  the  first  few  days  after  insertion  one  must  be  on  the  look-out  for 
intiauimatorv  reaction,  which  is.  however,  rare.  Should  tympanic  sup- 
piuution  occur  the  pus  displaces  the  drum,  and  there  would  be  no 
damper  of  retention.  The  author  considers  that  the  disfavour  shown 
towards  the  artificial  membrane  is  by  no  means  justified.  Properly 
adjusted  and  kept  under  observation  it  is  satisfactory  ;  moreover,  the 
aids  which  we  possess  for  combatting;'  deafness  beiniij  neither  numerous 
ixuv  perfect,  there  is  no  reason  for  rejecting  it. 

Moure  (Bordeaux)  said  that  suppuration  sometimes  follows  the 
applicition  of  the  artificial  drum,  but  this  form  does  not  obstruct  suffi- 
ciently to  allow  of  pus  retention  in  the  tympanum.  In  many  cases  there 
is  no  supjiuration ;  he,  however,  thinks  that  there  is  an  advantage  in 
keeping  the  artificial  drum  moist.  He  has  very  frequently  noticed  that 
the  ]iatient  can  after  a  while  apply  the  drum  to  greater  advantage  than 
the  surgeon  himself. 

BoNAiN  (Brest)  shared  Moure's  opinion  as  to  the  utility  of  moisture 
of  the  tympanic  wall.  He  employs  little  balls  of  cotton-wool  moistened 
with  liquid  pai'aftin. 

Gellk  (Paris)  also  used  cotton  balls  moistened.  He  has  also  noticed 
that  the  patient  can  apply  the  drum  better  than  anyone  else. 

Treatment  of  Nasal  Synechiae,  Congenital  and  Post-operatiYe. 

—  Moure  (Bordeaux).  —  For  maintaining  raw  surfaces  apart,  Ihe  celluloid 
plate  is  irritating,  occupies  considerable  space,  and  is  altogether  intoler- 
alde  for  the  patient.  Moreover,  as  soon  as  it  is  removed,  the  synechise 
iiiunediately  recur.  The  author  has  substituted  a  plate  of  mica,  which 
ran  be  thinned  at  pleasure,  and  possesses  the  advantage  of  great  malle- 
ability and  suppleness.  The  plate  should  completely  separate  the  raw 
areas,  and  can  remain  in  position  ten  to  fifteen  days.  This  method  has 
yielded  the  author  splendid  results,  even  in  cases  of  intractable  adhesions. 

"  Bleeding  Tumour  "  of  the  Septum. — Bar  (Nice).^These  tumours 
are  due  to  dilatation  of  capillaries  situated  at  the  junction  of  the  septal 
cartilage  with  the  vomer.  They  may  give  rise  to  very  severe  haemor- 
rhage, may  recur,  and  have  been  supposed  to  undergo  sarcomatous 
degeneration  (Lermoyez).  They  are  made  up  of  a  connective-tissue 
stroma,  enclosing  mimerous  blood-vessels  in  its  meshes.  Some  writers 
consider  them  fibromata,  with  proliferation  of  blood-vessels.  This  pro- 
liferation is  explained  by  the  structure  of  the  nasal  septum. 

Reflections  on  the  Subject  of  the  Removal  of  Malignant 
Tumours  of  the  Ethmoid. — bourquet  (Tovduuse). — There  are  .-several 
weak  points  on  the  outer  wall  of  the  nasal  fossae,  called  fontanelles, 
formed  by  apposition  of  the  nasal  mucosa  with  that  of  the  maxillary 
sinus,  no  bone  intervening.  These  fontanelles  are  easily  infiltrated,  and 
the  author  considers  that  up  to  the  present  operations  have  not  been 
sufficiently  extensive.  When  one  practises  Moure's  operation  these 
fontanelles  are  neglected  and  the  growth  frequently  recurs.  He  has 
treated  a  patient  previously  operated  on  by  Luc,  who  showed  a  fresh 
infiltration.  With  the  aid  of  diagrams  the  author  described  his  method  ; 
he  makes  Uvo  incisions,  one  laterc-uasal  as  in  Moure's  procedure,  and 
another  parallel  to  the  orbital  margin  ;  he  strips  the  orbital  wall,  detaches 
the  pulley  of  the  superior  oblique  and  removes  the  lachrymal  sac,  and 
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the  orbital  contents  are  held  aside  bv  an  assistant,  he  then  successively 
removes  with  forceps  all  the  anterior  wall  of  the  maxillarv  sinus,  and 
working  upwards  towards  the  orbit,  divides  its  floor  and  the  nasal 
process  of  the  maxilla.  By  a  horizontal  section  he  detaches  the  floor  of 
the  maxillary  sinus  and  breaks  down  its  posterior  wall.  The  ascending 
process  of  the  maxilla,  the  ethmoid,  and  the  whole  of  the  internal  wall  of 
the  antrum  can  then  be  removed  en  bloc,  without  force  and  without 
curettage.  The  results  have  always  been  excellent,  and  recurrence  has 
never  been  experienced. 

MouRET  fMoutpellier)  said  that  in  performing  such  an  operation  one 
never  knows  precisely  l)eforehaud  what  one  has  to  remove,  because  it  i.s 
difficult  to  recognise  the  lesions  with  which  one  may  be  confronted  as 
well  as  their  extent.  In  these  interventions  one  proceeds  as  the  lesions 
are  unveiled.  The  lesions  are  atypical,  and  they  alone  can,  and  must, 
guide  the  operator. 

Brindel  (Bordeaux)  :  These  growths,  in  common  with  others  of  tlie 
nasal  fossae,  are  not  A^ery  malignant. 

Broeckhaert  (Ghent)  insisted  on  the  necessity  for  removing  the 
inferior  turbinated  body. 

Pedunculated  Epithelioma  of  the  Right  Yocal  Cord  ;  Removal 
by  the  Internal  Route ;  Non-recurrence  after  Four  Years. — 
Cabouche  (Paris). — A  man.  aged  fifty-four,  suffered  from  a  pedunculated 
epithelioma  of  the  right  vocal  cord.  The  patient  only  consented  to  be 
operated  on  with  the  proviso  that  the  intervention  should  be  carried  out 
by  the  internal  route.  Cabouche  acceded  to  the  request,  and  removed 
the  cord.  The  patient  has  made  a  perfect  recovery,  and  a  cord  has  lieen 
reproduced. 

Castex  (Paris)  said  that  cancers  of  the  larynx  are  very  A^ariable  from 
an  evolutionary  point  of  view ;  some  are  benign,  others  malignant.  He 
operated  on  two  patients  at  some  months'  interval;  there  were  small, 
sessile,  epitheliomatous,  non-pedimculated  vegetations  on  the  vocal  cords. 
He  performed  laryngo-fissure,  and  simultaneously  removed  the  vocal  cord 
and  corresponding  soft  parts.  Recovery  has  been  definite  and  lasting  in 
both  cases.  He  considers  the  endo-laryngeal  route  not  to  be  prefeiTed, 
and  should  onlv  be  adopted  in  certain  special  circumstances  such  as 
attended  Cabouche's  case. 

Secondary  Laryngeal  Cancer. — Lannois  and   Mont-Charmont 

(Lyons). — The  autlior  report<'d  the  case  of  a  man  wlio  ccuisulted  liim  fur 
extreme  dvspnoea  and  dysphagia.  Laryngoscopy  revealed  an  arvta?no- 
epiglottic  tiuuour  situated  in  the  pyriform  fossa.  The  patient,  who  was 
very  cachectic,  died  the  next  day.  Tlie  autopsy  showed  the  presence  of 
an  ary-epiglottic  neoplasm,  but  another  growth  was  found  some  distance 
away  on  the  oesophagus  clearly  distinct  from  the  other. 

Slight    Modification     in     Laryngostomy     Dressings.— Molinie 

(Marseilles).  — Sarguon's  method  of  olitiiiniiig  jiateucy  of  tlie  operaliou 
ojieiiing  by  gauze  tampons  smeared  with  vaseline  is  not  very  satisfactory; 
tlie  tiinipon  is  very  difficult  to  retain  in  good  position,  rapidly  becomes 
fcetid.  and  requires  frequent  changing.  The  author  has  devised  a  sub- 
stitute which  has  always  given  good  residts.  The  tube  used  for  dilatation 
is  completely  surrounded  l)y  a  band  of  rubber  after  introduction  into  the 
Avound,  the  free  extremities  of  the  baud  are  carried  Imckwards,  one  on 
either  side  of  the  neck,  and  tied  behind  bv  means  of  two  threads.     In 
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tliis  way  the  rubber  exercises  a  certain  auioiiut  of  tension  on  the  soft 
parts.  Patency  of  the  wound  is  always  assured,  and  the  dressings  become 
easy.  With  this  method  the  cannula  can  very  soon  be  removed.  As  soon 
as  the  larynx  is  lari;e  enouj^h  to  admit  a  tube,  one  of  appropriate  calil)re 
is  inserted  and  kept  in  place  l)y  rubber  bands. 

Pharyngo-laryngeal  Glanders. — Mahu  (Paris). — In  August  last  a 
veterinary  surgeon,  aged  thirty,  l)ecaiue  infected.  Pleuro-pneumonia  and 
abscesses  of  the  legs  and  thighs  followed  ;  these  were  opened,  and  jjus  there- 
from yielded  BaciUiis  Mallei.  After  three  weeks  the  general  condition 
improved,  but  bronchial  catarrh  persisted.  Early  in  March  he  became 
aphonic.  Laryngoscopic  examination  revealed  an  extensive  sul)glottic 
ulceration.  The  vocal  cords  were  destroyed  and  the  left  ventricular  band 
was  red.  Lesions  were  present  in  the  cavum  pharyngeuni  which  passed 
through  three  successive  stages:  (1)  A  carmine  red,  nodular  appearance 
of  the  mucosa.  (2)  Small  ulcerations  with  yello-\vish  borders,  gradually 
becoming  confluent.     (3)  Extension  in  depth. 

Inoculation  of  guinea-pigs  with  the  pus  gave  negative  results,  which 
is  explained  by  the  depth  to  Avhich  the  bacilli  had  penetrated.  The 
.epiglottis  was  not  involved.  Discharge  from  the  nose  had  been  slight ; 
the  nasal  mucosa  was  swollen  but  not  ulcerated.  Topical  agents — iodine, 
nitrate  of  silver,  etc. — gave  no  result.  The  patient's  health  is  not  verv 
bad.     The  author  proposed  to  send  him  for  an  altitude  cure. 

Communication  on  the  Application  of  Local  Anaesthesia  in 
Oto-Rhino-Laryngology. — Luc  (Paris). — The  author  recalled  the 
methuds  adopted  by  Tiirck  and  Schrotter  in  the  pi'e-cocaine  period 
of  laryngology.  Tiirck  repeatedly  swabbed  the  larynx  with  a  mixture  of 
acetate  of  morphia,  alcohol  and  chloroform,  wdiich  only  effected  a  relative 
anaesthesia  after  several  hours.  This  form  of  anaesthesia  often  resulted 
in  several  hours,  or  even  days,  of  severe  toxic  symptoms.  Schrotter 
swabbed  the  mucosa  with  a  10  per  cent,  solution  of  hydrochlorate 
of  morphia,  having  previously  applied  chloroform,  wdiich,  by  the  hyper- 
emia induced,  facilitated  absorption  of  the  narcotic.  The  patient, 
watched  with  care,  was  ready  for  operation  on  the  next  day  morning. 
Gradually  cocaine,  adrenalin  with  cocaine  and  Bonain's  mixture  enabled 
local  anaesthesia  to  make  a  great  stride,  and  soon  the  same  agents  were 
injected  into  the  tissues  covering  cavities  involved  in  the  operative 
domain  of  oto-rhino-larvngology. 

A.  General  Technique. — For  infiltration  the  armamentarium  consists  of 
an  anaesthetic  solution  and  a  suitable  syringe  of  1  to  2  c.c.  capacity,  such  as 
that  of  Reclus.  Cocaine  is  still  the  agent  of  choice  for  surface  application, 
but  its  toxic  effects  constitute  a  serious  drawback  when  injected  into  the 
tissues.  Fortunately  we  now  possess  in  novocaine  an  analgesic  which,  in 
conjunction  Avith  adrenalin,  is  as  valuable  as  cocaine  without  the  toxicity 
of  the  latter.  Reclus  employs  it  dissolved  in  physiological  serum,  which 
neutralises  its  slightly  irritant  properties.  The  author's  formula  is  : 
Serum  .  .  .  .  .100  grm. 

Novocaine  .  .  .  .  .  1      ,, 

To  whicli  at  the  last  moment  he  adds  a  few  drops  of  adrenalin  solution, 
1-1 OOO. 

To  ensure  a  certain  i-esult,  the  regional  method  of  infiltration  (one  is 
never  certain  of  having  reached  the  nerve  aimed  at)  must  be  completed 
by  infiltration  of  the  operative  field.     In  addition,  when  possible,  the 
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author  applies  gauze  ribbon  impreguated  Avith  cocaine  and  adrenalin  to 
the  mucosa  of  cavities  concerned  in  the  operation. 

An  liour  pi'evious  to  the  operation  the  author's  patients  are  injected 
with  hvdrochlorate  of  morphia,  at  least  1  cgrm.  in  the  case  of  adults,  and 
the  dose  is  doubled  should  the  patient  be  neurotic  or  exceptionally  anxious 
and  excitable. 

B.  Special  Technique  for  Various  Regions. — I.  Nasal  Fossa?  and 
Accessor!/  Cavities :  (a)  Resection  of  Septum. — Both  sides  of  the  entire 
septitni  are  carpetted  with  large  flat  tampons  moistened  with  the  following 
solution  : 

Hvdrochlorate  of  cocaine         .  .         .2  grm. 

Solution  of  adrenalin,  1-1000  .     5     ,,  K 

Water 5     „ 

Five  minutes  afterwards  the  tampons  are  removed  and  injections  of 
novocaine  and  adrenalin  introduced.  Apart  from  the  analgesic  and 
ischsemic  effects  induced,  the  injections  elevate  the  mucosa  and  facilitate 
its  detachment.  Ten  minutes  after  the  last  injection  the  oj>eration  may 
be  commenced. 

(b)  Morlfonn  Hiipeitrophif  of  the  Posterior  Ends  of  the  Inferior 
Turbinated  Body. — Embarrassment  is  often  experienced  in  operating  ou 
these  lesions,  for  the  anxiety  experienced  by  the  patient  exercises  a 
depletive  effect  on  the  cavernous  tissue,  and  the  hypertrophies  almost 
disappear.  This  difficulty  is  overcome  by  infiltration  of  the  parts  with  a 
needle  curved  at  an  obtuse  angle.  Blanching  and  augmentation  in  volume 
follows,  and  removal  is  easy. 

(c)  Radical  Cure  of  Nasal  Polypi:  Resection  of  the  Middle  Turbinated 
Body  :  Openincj  of  the  Ethmoidal  Cells. — For  these  procedures  the  author 
combines  the  contact  and  regional  methods  of  anaesthesia.     In  practising 
the  former,  a  tampon  of  cotton-wool  soaked  in  a  strong  solution  of  cocaine 
and  adrenalin   is  introduced  between  the  polypi  which  hide  the  middle 
turbinate  ;  as  soon   as  the   latter  becomes  visible  it  is  enveloped  with 
ril)bon    gauze   moistened  Avith    the  same  solution,  and  fifteen   minutes 
afterwards  resected.     To  obtain  more  perfect  anaesthesia  in  troublesome 
subjects  the  author  adopts  the  regional  method.      Injections  made  on  to-  1 
the  nasal  nerve  at  its  entrance  to  the  anterior  internal  etlimoidal  canal  and  j 
to  the  superior  maxillary  nei've  in  the  neighbourhood  of  the  spheuo-palatin 
ganglion   will  induce  effective    anaesthesia    of    the    nasal   fossa   of   th 
corresponding  side.     The  nasal  nerve  is  hit  off  by  introducing  the  need! 
of  the  syringe  along  the  superior  internal  angle  of  the  orbit  for  a  distancej[' 
of  about  2  cm.  from  the  orbital  margin.     The  superior  maxillary  nerve 
is  accessible  by  three  routes  :   (1)  Anterior  or  orbital   (Chevrier) ;  the' 
needle  is  thrust  along  the  extei'nal  portion  of  the  floor  of  the  orbit  as  far 
as  its  apex.     (2)  The  inferior  or  buccal,  proposed  by  Jeay,  and  derived 
from  Schlosser's  method  for  alcoholisation  of  the  fifth  nerve  in  ueur.ilgia. 
(3)  The  external  or  sub-zygomatic,  suggested  by  Muncli.  and  inspired  by 
the  methods  uf  Baudion  and  Levy. 

(d)  Removal  of  Malifjnant  Growths  through  Moure's  Naso-maxillanj 
Route  (Lateral  Rhiuotomy). — The  author  related  a  case  of  neoplasm  of 
the  superior  maxilla  operated  on  by  Moure  under  simple  local  anaesthesia, 
Avitliout  difficulty  or  pain. 

(e)  Radical  Cure  of  Chronic  Maxillary  Antritis  by  CaldweU  Luc  8 
Method. — Ani3estliesia  is,  in  this  case,  induced  by  infiltration  in  front  of 
tlie  anterior  antral  wall,  surface  ap])lication  in  the  cavity  of  the  sinus  (m 
view  of  curettage),  and  in  the  infej'ior.  meatus  (for  making  the  uaso- 
antral  opening). 
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(f)  Badiral  Operation  fur  Chronic  Frontal  SlniisiliH  hij  f/ie  EAernal 
Eoute. — Local  aua?stliesia  has  always  given  the  author  very  satisfactorv 
results.  His  procedure  is  as  follows:  (1)  A  lonj;-  strip  of  gauze  soaked 
in  cocaine  adrenalin  solution  is  inserted  in  the  up])er  anterior  part  of  the 
nasal  fossa  towards  the  infundibuUuu.  (2)  Infiltration  of  the  skin  at 
the  site  of  Killian's  curved  incision  with  a  weak  solution  of  adrenalin  and 
novocaine.  (3)  Subcutaneous  infiltration  of  that  portion  of  the  peri- 
osteum elected  to  be  resected,  and  massage.  The  nerves  to  be  infiltrated  are 
the  fronto-ethmoidal  branch  of  the  nasal  nerve  and  the  frontal.  The 
technique  of  the  former  has  already  been  described.  For  infiltration  of 
the  latter,  the  needle  is  introduced  along  the  siiperior  wall  of  the  orl)it, 
a  little  internal  to  the  median  line  for  a  depth  of  2  cm. ;  here  one  is 
certain  of  reaching  the  nerve  behind  its  bifurcation.  During  penetjution 
the  ana?sthetic  is  injected  slowly  to  ensure  its  coming  into  contact  with 
several  of  the  terminal  branches  of  the  nerve. 

(g)  Opening  the  Sphenoidal  Sinus  Intranasalli/ ;  Hypophysedoiay  by 
the  Trans-naso-sphenoidal  Route. — Up  to  the  present  the  author  has 
induced  anaesthesia  by  swabbing  with  a  strong  solution  of  cocaine  and 
adrenalin  followed  by  the  application  of  strip  of  gauze  impi-egnated  with 
the  same  solution  to  the  body  of  the  sphenoid.  Hirsch,  of  Vienna, 
supplements  this  method  by  infiltration  of  the  pre-sphenoidal  mucosa 
carried  out  by  a  needle  curved  upwards  at  its  extremity  ;  by  these  ineans 
he  has  been  able  to  perform  hypophysectomy  by  the  nasal  route. 

II.  Bncco-pharyngeal  Region:  (1)  Staphylorraphy. — Here  infiltra- 
tion-ansesthesia  is  indicated.  The  injections  must  be  made  deeplv  over 
the  surface  to  be  operated  upon. 

(2)  Quinsy. — Infiltration  of  both  faucial  pillars  will  usually  suffice  to 
render  the  opening  of  the  abscess  painless. 

(3)  Tonsillectomy. — Simple  surface  SAvabl)iug  can  onlv  give  derisive 
results.  If  infiltration  be  limited  to  the  pillars,  their  separation  and  that 
of  the  tonsils  becomes  painless.  To  anaesthetise  the  gla?id  itself,  its 
deep  sui-face  innervated  by  branches  of  the  glosso-pharyngeal  must  be 
attacked.  A  curved  needle,  with  its  point  directed  outwards,  is  passed 
between  the  base  of  the  tonsil  and  that  of  the  tongue.  One  then 
encounters  the  deep  wall  of  the  tonsillar  recess,  which  is  transfixed  and 
the  injection  introduced.  The  operation  can  be  undertaken  five  minutes 
later.  " 

III.  Cervical  region:  (1)  Tracheotomy. — An  intra-dermal  injection  is 
made  over  the  line  of  incision ;  then  several  subcutaneoiis  injections  so 
as  to  produce  an  infiltration  in  front  of  the  trachea,  which  one 
endeavours  to  distriliute  imiformlv  in  every  direction  bv  massage. 
Anaesthesia  is  complete  in  ten  minutes. 

(2)  Endo-Jaryngeal  Operation  hy  the  Buccal  Route. — Simple  anaesthesia 
by  swabl)ing  or  syringe  is  in  most  cases  sufficient.  In  some  refractorv 
subjects  this  method  may  he  supplemented  by  direct  infiltration,  or  l>v 
regional  anaesthesia  of  the  superior  laryngeal  nerves. 

(3)  Laryngu'fissure. — The  author's  technifpie  is  as  follows:  (a) 
lutra-deriiiic  infiltration  in  the  median  line  from  tlie  hyoid  bone  to 
3  cm.  below  the  inferior  border  of  the  cricoid,  (h)  Infiltration  of  botli 
superior  laryngeal  nerves,  (c)  Subcutaneous  infiltration  in  front  of  and 
in  contact  with  the  larynx,  so  as  to  produce  an  infiltration  which  can  be 
diffused  in  the  soft  parts  l\v  massage,  (d)  With  the  patient  seated,  the 
base  of  the  tongue,  epiglottis  and  laryngeal  cavity  are  anaesthetised 
directly  by  Fournier's  method  to  prevent  reflexes  when  the  larynx  i& 
opened,     (e)  As  soon  as  the  thyroid  has  bten  split,  a  strip  of  gauze 
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soaked  iu  strong  solution  of  cocaine  and  adrenalin  is  introduced  and  left 
some  minutes  in  contact  with  the  neoplasm. 

(4)  Laryngostomy. — Sargnou  always  operates,  at  least  in  adults,  under 
local  anassthesia;  so  does  Sieur  (Val-de-G-race).  The  technique  resembles 
that  of  larvngo-fissure. 

Lan/iigectomy. — The  application  of  local  anaesthesia  has  lessened  the 
mortalitv  of  this  grave  procedure.  Ceci  iu  Italy,  Botey  and  Tapia  iu 
Spain,  Moure  and  BJrard  assisted  by  Sargnou  iu  France  have  proved  the 
possibility  of  performing  laryngectomy  under  local  anoesthesia.  But  as 
the  patient  is  conscious  the  fear  experienced  by  him  may  lead  to  incon- 
venience. To  avoid  this,  perfect  silence  must  be  preserved  during  the 
operation;  and  the  patient's  eyes  should  be  covered.  One  thus  obtains 
complete  insensibility,  or  very  nearly  so,  especially  if  an  assistant 
frequently  touches  the  tissues  with  the  strong  anaesthetic  solution. 

(5)  Larynqedomy  in  Tico  Stages  undoubtedly  avoids  broncho- 
pulmonarv  infection  but  does  not  prevent  liability  to  collapse,  iu  spite  of 
serum  injections,  etc.  The  larynx  is  a  highly  differentiated  orgau,  and 
its  sensory  supply  may  provide  the  afferent  channels  for  inducing  reflex 
medullarv  inhibition.  Claud  Bernard  demonstrated  that  injui-y  to  the 
superior  larvngeal  nerve  may  pai'alyse  respiration  iu  a  similar  way  to 
section  of  the  medulla.  Sensitiveness  of  the  laryngeal  mucosa  is 
augmented  under  the  influence  of  chloroform — a  true  medullary  poison. 

(6)  Deep  02>erations  of  the  Cervical  Region. — Sargnou  has  repoi-ted 
several  cases  of  deep  abscesses  of  the  neck  and  ligature  of  the  jugular 
practised  without  pain  under  local  anajsthesia,  and  considers  that  the 
method  might  be  adopted  in  the  case  of  Ludwig's  augina,  pharyugotomy 
and  external  oesophagotomy. 

(7)  Removal  of  Goitres. — Moure  has  by  this  method  removed  a  sub- 
sternal goitre  attended  with  grave  svucopal  symptoms  {Revue  hehd., 
No.  22,  1911). 

Goris,  for  this  operation,  and  all  deep  interventions  on  the  neck,  employs 
alvpin,  which  he  says  does  not  depress  the  heart  like  cocaine.  He  uses  a 
1  per  cent,  solution  with  adrenalin,  not  exceeding  3  cgrm.  of  alypin.  To 
suppress  or  lessen  pain  attending  the  extraction  of  diffuse  goitre,  Piquand, 
after  the  thyroid  is  exposed,  makes  a  deep  injection  into  each  vasculo- 
uervous  pedicle  at  the  upper  and  lower  poles  of  the  organ.  The  whole  of 
the  thyroid  and  its  aponeurosis  are  iu  this  way  anaesthetised. 

IV.  Aural  Region  :  (1)  External  Auditory  Meatus. — Anaesthesia  of  the 
cartilaginous  meatus  is  practised  for  f  urunculosis,  and  for  its  enlargement 
during  the  radical  mastoid  opei'ation.  In  the  case  of  boils,  the  parts  are 
first  painted  witli  Bonaius  mixture.  After  some  little  time  direct  infiltra- 
tion is  performed,  taking  care  to  introduce  the  needle  of  the  syringe,  not 
at  the  summit  of  a  boil,  but  at  the  border  of  the  surrounding  inflamma- 
tory infiltration.  A  pale  zone  is  produced,  and  two  minutes  later  the  boil 
can  be  incised  crucially  and  deeply. 

(2)  Ossiculectomy. — Here  infiltration  is  combined  with  contact  anaes- 
thesia. In  cases  selected  by  the  author  for  ossiculectomy,  thei'e  is  always 
a  perforation  through  whicli  the  anaesthetic  can  be  a}>plied  directly.  Infil- 
tration is  practised  with  a  small  syringe  provided  with  a  needle,  fixed 
at  an  obtuse  angle  in  order  not  to  hinder  the  view.  After  swabbing  the 
portion  of  integument  to  be  punctured  with  Bonaiu's  mixture,  the  needle 
is  introduced,  not  quite  against  the  membrane  (at  this  situation  the  skin 
is  very  thin  and  adherent,  tearing  at  every  attempt  at  injection),  but  about 
1  cm.  from  it  and  at  the  junction  of  the  posterior  with  the  superior  wall. 
Anaesthesia  is  complete  in  ten  minutes. 
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(8)  Simple  Aufriifoniif. — Anaesthesia  is  very  easy  if  tlu'  siiiipuration 
has  ivinai  110(1  intra-osseous  and  is  not  eoiiiplicateJ  bv  dift'iise  osteitis,  but 
is  more  troublesome  to  attain  it"  tlie  inHannuatorv  process  lias  extendiMl 
outwards,  involviiii;-  the  soft  parts,  with  purulent  collections  in  the  neck, 
lutra-derinic  intiltvalion  is  carried  out  alon^^  the  line  of  the  retro- 
aiuicular  incision.  If  there  be  no  outward  extension,  deejt  injections  are 
made  down  to  the  bone  so  as  to  produce  a  zone  of  infiltration  correspond- 
ing in  position  with  the  area  of  osseous  resection  contemplated.  In  the 
event  of  outward  extension,  deep  injections  ax"e  made  all  around  the 
border  of  the  subcutaneous  collection. 

(4)  RaiUral  Mastoid  Operation. — Here  the  methods  of  procedure  are 
com])lex  and  special.  One  is  for  the  most  part  called  upon  to  intervene 
in  children,  with  -whom  local  anaesthesia  will  always  remain  an  exceptional 
practice.  It  is,  however,  quite  attainable,  and  oug-ht  to  be  proposed  to 
patients  when  narcosis  is  likely  to  expose  them  to  special  danger.  The 
author  tiually  explained  the  advantages  of  local  anaesthesia  over  a  general 
auajsthetic;  amongst  these,  the  absence  of  surgical  shock  and  rapid 
restoration  of  the  patient  are  the  most  important. 

Moure  (Bordeaux)  said  that  ana;sthesia  of  cavities  obtained  after  the 
insertion  of  tampons  impregnated  with  anaesthetic  fluid  is  a  very  simple 
method  which  rendered  interventions  on  the  maxillary  sinus  extremely 
etisy.  The  author  has  been  able  to  remove  the  entii'e  maxilla  under  local 
cocaine  anaesthesia,  the  patient  feeling  nothing  throughout  the  operation. 
For  stapihylorrhaphy  he  is  not  so  enthusiastic ;  the  o[)eration  should  be 
I  performed  at  three  years  of  age,  and,  in  children  at  this  period,  sub- 
j  periosteal  injections  of  cocaine  may  lead  to  serious  results.  He  prefers 
I  general  anaesthesia.  For  tracheotomy,  in  thyrotomy  local  anaesthesia  is 
an  ideal  procedure  ;  he  was,  however,  accustomed  to  remove  the  cannula 
I  at  the  end  of  the  operation,  and  he  wondered  whether  a  held  for  subse- 
queat  infection  by  mucus  and  discharge  was  not  created  in  the  separation 
of  the  tissues  by  the  cocaine  solution.  For  laryngectomy  local  anaesthesia 
has  not  given  him  satisfaction ;  separation  of  the  pharynx  and  oeso- 
phagus, division  of  the  superior  laryngeals  and  other  steps  of  the 
operation  have  been  very  painful.  He  has  tried  Sargnon's  method  of 
infiltration  with  no  better  results.  To  obtain  absolute  anaesthesia  strong 
solutions  must  be  employed.  He  has  performed  antrotomies  under 
cocaine,  but  the  anaesthesia  was  not  perfect ;  the  same  applied  to  inter- 
ventions on  tlie  nasal  bones.  He  has  not  tried  the  radical  mastoid 
operation  under  cocaine,  but  wondered  whether  local  anaesthesia  would 
suffice,  or  might  lead  to  secondary  infection. 

Vacher  (Orleans)  drew  the  attention  of  the  meeting  to  the  Gasserian 
ganglion,  the  source  of  the  sensoi-y  supply  to  the  face  He  had  induced 
anaesthesia  of  this  region  by  injecting  cocaine  into  the  ganglion. '  The 
procedvu-e  was  not  difficult,  and  several  routes  of  access  are  possible. 
One  can  penetrate  by  passing  the  needle  to  the  pterygoid  process,  keeping- 
close  to  the  l)one.  or  by  freely  exposing  and  hugging  the  inferior  part  of 
the  notch,  whilst  passing  up  to  the  desired  goal.  The  needle  must  be  well 
directed  in  order  to  traverse  Meckel's  cave  and  flood  the  ganglion. 

Broeckh.vert  (Grlient)  emphasised  the  necessity. of  endeavouring  to 
obtain  regional  anaesthesia  by  dealing  with  the  nerve-trunks,  which 
enables  a  ainaller  dose  of  cocaine  to  be  employed. '  The  integument  of  the 
nose  is  innervated  by  the  infra-trochlear  and' naso-lobular  branches  of  the 
nasal  nerve  and  the  nasal  branch  of  the  superior  maxillary  nerve.  To 
anaesthetise  this  region  the  infra-trochlear  will  be  treated  l)y  diffuse  sub- 
'  Seu  JouKN.  OF  Laryxgol.,  Khinol.  and  Otol.,  vol.  x.wii,  p   ."iL'l. 
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dermic  infiltration.  Tlie  naso-lubular  and  infra-orbital  nerves  can  be 
directly  injected,  the  landmark  for  the  latter  being  just  below  the 
junction  of  tlie  infra-orbital  process  of  the  malar  bone  with  the  maxilla. 
To  anaesthetise  the  superior  inaxillary  nerve  the  aiithor  adopts  the 
orbital  route.  The  needle  is  thrust  through  the  conjunctiva  just  above 
the  floor  of  the  orbit  and  in  close  contact  with  the  bone,  till  the  s[)]ieno- 
maxillary  fissure  is  reached ;  its  point  is  then  directed  inwards  and 
forwards  for  4  cm.,  so  as  to  encounter  the  nerve. 

Sargnon  (Lyons)  utilises  infiltration  combined  with  i-egional  anaes- 
thesia as  often  as  possible ;  when  operating  on  cicatricial  tissue  infiltration 
is  sufiicient,  though  not  perfect.  The  author  employs  novocaine  for 
the  skin,  and  a  weak  solution  of  cocaine  for  the  deeper  parts.  In  laryn- 
gectom}^  regional  anaesthesia  of  the  recuri*euts  must  be  practised  to  avoid 
the  pain  of  detachment.  The  patient  should  be  fasting  in  case  necessity 
arises  for  the  administration  of  chloroform.  Loc^l  anassthesia  confers 
constant  insensibility  throughout  the  operation.  The  author  has  not  tried 
local  anaesthesia  for  operations  on  the  sinuses ;  he  has  employed  it  for 
aural  operations,  ligature  of  the  jugular  and  gastrostomy,  and  the  results 
have  been  excellent. 

Jacques  (Nancy)  feared  the  psychological  effect.  It  is,  in  fact,' 
difficidt  for  the  surgeon  to  conceal  his  w^ork.  He  also  wondered,  besides, 
if  the  systematic  employment  of  infiltration  anaesthesia  would  not  lessen 
tlie  resisting  power  of  the  tissues  and  their  defensive  poAver. 

Aboulker  (Algiers)  :  Six  years  ago  he  pei'formed  two  extensive  sub- 
hyoid pharyngotomies  for  epithelioma  of  the  epiglottis,  extending  to  the 
lateral  walls  of  the  pharynx,  with  local  cocaine  anaesthesia :  5-6  cgi'm.  of 
cocaine  sufiiced  for  both  operations,  which  lasted  one  and  three  quarters 
to  two  and  a  quarter  hours.  During  the  past  three  months  he  had  per- 
formed under  local  anaesthesia  (Luc's  method)  three  radical  antral 
operations,  a  tracheostomy,  resection  of  one  half  of  the  velum,  two 
extensive  laryngotomies,  with  division  of  the  hyoid  bone  and  clearing  out 
of  the  larynx.  Anaesthesia  was  vei'y  good.  With  Schleich's  strong 
solution  of  cocaine  he  had  cleared  out  the  submaxillary  fossa  and  carotid 
triangle  with  resection  of  the  internal  jiigular.  The  operation  took  two 
hours. 


^b.'itract.'i. 


cr.' 


NOSE. 

Parry,  I.  A,— A  Case  of  Erysipelas  Complicated  with  Meningitis 
following  an  Intra-nasal  Operation ;  Recovery.  "  Lancet," 
September  30,  1911,  p.  IMI. 

The  case  was  one  of  a  healtiiy  yoiuig  man,  aged  twenty-seven,  wlu)  four 
days  after  a  submucous  resection  of  the  septum  became  suddenly  ill, 
with  a  temperature  of  105°  F.  From  a  slight  intra-nasal  inflammation 
he  developed  erysipelas,  which  involved  the  whole  face.  Maniacal  symp- 
toms, convidsions  starting  in  the  right  hand  and  becoming  general,  con- 
jugate deviation  of  head  and  eyes  to  right,  strabismus,  rigidity,  loss  of 
reflexes,  and  coma  followed.  Polyvalent  anti-streptococcic  serum  in  10  c.c. 
doses  was  injected  every  six  hours.  Twenty-four  hours  later  improvement 
l)egan,  and  he  became  convalescent  six  weeks  later.  The  author  makes! 
some  severe  strictures  upon  rhinologists  who  do  intra-nasal  operations} 
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"  for  triftini;  defects,"  aud  although  it  must  l)o  adiuittctl  that  tliey  seem 
justified  in  some  cases,  one  would  like  to  hear  this  particular  case 
discussed  from  the  side  of  the  operator.  Much'od  Ynirslnj. 

Neumayer,  Prof. — Treatment  of  Nasal  Asthma  by  Resection  of  Nerves 
"Zeitschr.  f.  Laryngol.,"  Bd.  iv,  Heft  3. 
Many  cases  of  asthma  show  no  pathological  change  in  the  nasal 
mucosa,  and  for  this  reason  Neumayer  considers  it  better  to  cut  across 
the  reflex  path.  Of  the  two  sensory  nerves  concerned — the  olfactory  and 
the  trigeminal — the  latter  is  much  the  more  frequently  involved. 
Neumayer  then  gives  an  account  of  the  nerve  supply  of  the  nose.  He 
thinks  that  the  anterior  ethmoidal  nerve  is  the  most  important  in  con- 
nection with  asthma,  as  it  supplies  the  anterior  end  of  the  middle 
turbinal  and  septum.  He  has  therefore  confined  himself  to  the  resection 
of  this  nerve,  and  i>nly  operates  upon  cases  in  which  cocaine  application 
to  the  nose  pi'oves  that  the  nose  is  the  seat  of  origin.  He  reaches  the 
nerve  at  the  anterior  ethmoidal  foramen  through  the  incision  usually 
made  in  cases  of  external  operation  on  the  ethmoid.  The  nerve  and 
vessels  are  exposed  as  they  emerge  through  the  orl)ital  fat  and  divided 
between  ligatures.  The  catgut  is  passed  with  the  aid  of  a  fine  needle 
and  tied  I)y  means  of  forceps.  The  proximal  end  of  the  nerve  is  sunk  in 
the  orbital  fat  and  the  distal  end  pushed  into  the  foramen  ;  the  external 
incision  is  closed.  He  gives  the  history  of  five  cases  operated  on  in  this 
way.  Case  1  had  had  pi'evious  turbinal  operations :  resection  of  the  left 
anterior  ethmoidal  nerve  did  little  good ;  accordingly  the  right  nerve  was 
resected  later.  After  the  second  operation  the  patient  was  much  better 
although  he  still  suffered  from  bronchitis.  Case  2,  boy,  aged  twelve, 
suffered  from  bronchitis  and  emphysema ;  cocaine  experiment  positive. 
Both  ethmoidal  nerves  resected  at  one  time ;  result,  only  one  attack  of 
asthma  in  three  years.  In  Case  2  there  was  considerable  haemorrhage 
and  bleeding  occurred  into  the  orbital  tissues  :  the  case  was  not  benefited. 
In  Case  4  there  was  a  good  result  for  a  short  time,  but  the  condition 
recurred.  Case  5  had  been  operated  upon  for  too  short  a  time  to  note 
i  the  residt.  The  cosmetic  result  of  the  operation  was  good  in  all  instances. 
Neumayer  notes  that  the  sensibility  of  the  nasal  cavities  was  diminished, 
I  but  not  destroyed,  in  the  region  of  the  septum  and  middle  turbinal 
,    interiorly.  /.  *S'.  Fraxt'r. 

Haas. — Connection  between  Nasal  Disease  and  Dacryocystitis.  Eecueil 
oto-rhino-laryngologie.  No.  2,  1910. 
The  lachrymal  sac  and  canal  lie  in  an  osseous  canal,  the  internal 
surface  of  which  corresponds  to  the  anterior  part  of  the  middle  meatus 
of  the  nose  and  to  the  anterior  ethmoidal  cells,  hence  the  difficulty  of 
distinguishing  between  the  ethmoiditis  and  the  dacryocystitis  ;  and  often 
the  supjjurative  ethmoiditis  may  infect  the  lachrymal  sac.  Thei'e  is  a 
close  connection  between  the  venous  network  of  the  canal  and  sac  and 
that  of  the  turbinates  and  the  ophthalmic  vein,  while  there  is  a  similar 
intimate  connection  l)etween  the  lymphatic  system  of  the  lachrymal  and 
nasal  mucosa ;  thus  half  the  cases  of  lachrymatiou  have  a  nasal  origin, 
traceable  to  deviations  of  the  septum,  chronic  rhinitis,  mucous  polypi  or 
similar  conditions  obstructing  or  infecting  the  lachry mo-nasal  duct  in 
some  part  of  its  course.  While  this  is  the  case,  it  is  exceptional  that  the 
infection  passes  from  the  sac  to  the  surrounding  ethmoidal  lal)yrinth. 
Lachrymal  suppuration  from  a  maxillary  antrum  is  very  frequent,  and 
frequently  results  from  tumours  of  this  and  of  the  ethmoidal  region. 
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Ozsena  and  syphilitic  lesions  of  tlie  nose  frequently  affect  the  lachrymal 
apparatus,  while  tuberculosis  of  the  lachrymal  passages  is  almo^t 
entirely  secondary  to  an  ascending  tuberculosis  fi-om  the  nasal  mucosa. 

/.  D.  Lithijow. 

Schlemmer,  Fritz.  Partial  Bilateral  Occlusion  of  the  Choanae  by  a 
Congenital  Retro-nasal  Transverse  Fold.  "  M<.n;its.  f.  Ohveu- 
heilk.;"  Year  46,  No.  9. 

The  case  occurred  in  a  woman,  aged  forty-four,  who  had  had  four 
normal  pregnancies  and  no  miscarriages.  Slie  could  not  state  Avhen  hor 
troubles  definitely  commenced,  but  for  the  last  four  years  or  so  she  bad 
suffered  Avith  chronic  "colds,"  frequent  attacks  of  "influenza,"  and  some 
severe  headache  chiefly  on  the  left  side,  with  rheumatic  pains  in  her 
limbs.  During  this  period  the  nose  had  been  "  stopped  up,"  but  she  had 
only  now  considered  this  of  sufficient  impoi-tance  to  seek  advice. 

Examination  showed  a  condition  of  atrophic  rhinitis  with  ozsena  and 
muco-purulent  seci'etion,  more  pronounced  on  the  left  side,  on  which  the 
antrum  was  also  implicated.  An  easy  view  was  ol^taiuable  of  the  naso- 
pharynx from  the  front,  where  an  uneven,  irregular  band  could  be  seen 
stretchiug  across  from  one  Eustachian  cushion  to  the  other.  Posteriorly 
the  choanae  were  symmetrical  and  unobscured,  except  where  the  band 
crossed  about  their  middle. 

The  origin  of  the  condition  was  either  congenital,  the  residt  of 
scleroma,  or  syphilitic.  Against  syphilis  was  the  history  and  a  negative 
Wassermann,  and  no  support  could  be  found  to  the  view  that  it  might  lie 
due  to  scleroma. 

A  Caldwell-Luc  operation  was  performed  on  the  left  antrum,  and  the 
"  l)and  "  removed  with  a  conchotome  and  cold  snare. 

Histological  examination  revealed  a  tissue  resembling  adenoids,  thickly 
beset  with  lymph-follicles,  which  thus  very  strongly  suggested  its  pi'olmble 
congenital  origin,  since,  as  Chiari  had  pointed  out,  glandular  tissue  was 
never  found  in  scar-formation. 

The  patient  regained  complete  nasal  respiration,  and  under  treatment 
the  crusting,  etc.,  ceased.  The  author  has  been  able  to  find  only  one 
report  of  a  similar  case. 

Alex.  R.  Tweediei   * 


EAR. 

Beck.  J.  C-  Contribution  to  the  Pathology  and  Treatment  of  Oto- 
sclerosis. "  Annals  of  Otol.,  Khiuol.,  and  Laryngol.,"'  xxi,  p.  "203. 
Being  much  im})ressed  by  the  similarity  in  the  bony  changes  of 
osteomalacia  and  otosclerosis,  the  author  has  been  using  hyperdermic 
injections  of  adrenalin.  Tlie  technicjue  used  is  described.  Eleven  cases 
were  experimented  upon.  In  no  advanced  case  was  there  any  result  as  to 
hearing,  l)ut  in  one  tinnitus  ceased.  Three  cases,  less  advanced  in  type, 
iiriproved  in  hearing.  Macleod  Yearsletj. 

Braun,  A.— Deep  Temporal  Abscess.       "Annals  of  Otol.,  Rhinol.,  andl 

Laryngol.,"  xxi,  p.  170.  I 

Describes  three  cases  of  (lce[)  temporal  abscess  (under  the  temporal  ^ 

muscle),  and  discusses  pathology  and  treatment.     A  good  exposition  of  ai 

little-described  condition.  '  Macleod  Yeari^leij.     ■ 
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Sugar,  JJ^^'tiu( Budapest).  -^The  Works  of  the  late  Prof.  Andreas  Hogyes 
Ar>n.f  fVr''  ^fP^^'^^'^of  Associated  Eye-movements.- 
Monits.  1.  Uliren.,     \oar  4(J,  Nos.  6,  7,  8,  1\  and  12. 

fV,.^'^'"rf^'  ;"'''%f^^"'T'  *^  ^^^'''^  investigations  are  to  be  found  in 
Gen.an  literature,  tl.o  autlK.r  considers  the  original  report  to  he 
g-eat  interest  and  importance  a.  to  merit  a  verbatim  translation  t  -on  the 
Hungarian  articdes  hrst  published  in  the  Annals  of  the  Br.Jape.t  A  Ze^y 
ot  Science  in  1881.  This  account,  which  Sugar  prefaces  vith  a  s  ort 
Wgraphica  ske  cli,  forms  the  only  authorised  German  version  of  a  ost 
oideily,  elaborate  and  accurate  report  on  the  functions  of  the  semi 
circular  canals  and  associated  nystagmus. 

The  story  of  the  research'  and  its  results  commences  with  a  Ion- 
mtroduct^m  explanatory  of  the  initial  observations,  whicli  a  p^re  m? 
induced  Hogyes  to  pursue  his  studies  in  this  direction,  and  th ufled  ur, 
0  his  attempts  to  elucidate  the  origin  and  meaning  of  'the.e  pi  eiomVn^a 
by  e.x,.enmental  research  on  animals.  Reference" is  first  made  o  the 
normal  co-ordmate  movements  of  the  eyes  in  the  varying  positions  of  t le 
head,  and  the  relation  of  these  movements  to  the  various^centiS  m  c  ef 
The  observations  and  opinions  of  other  writer.s  thereon  are  caSTv 
weighed  and  compared  with  his  own,  which  he  is  thus  able  to  support  b'v 
the  help  of  tacts  gleaned  from  his  experiments  ^       ^ 

These  latter  at  first  were  directed  towards  the  accurate  observation  of 
the  results  of  rotation  on  rabbits,  and  it  is  somewhat  surprising  tolnd 
a  most  clear  illustration  of  the  mechanical   device  used^for   not    onl 
d  mV  tf  ir  '  ^'"'  t'  ^"^"  ^^^^^-^^t^ly  '-^nd  graphicallv  record  ng  on  a 

dim  the  resulting  nystagmus,  some  charts  of  which  are^included  Most 
deaded  notes  were  taken  of  both  stimuli  and  their  effects.  IndeedTo 
exhaustive  and  convincing  is  the  whole  work  that  one  cannot  he  n 
wondering  how  the  knowledge  of  this  research  and  its  immense  diS 
^S*t:JS.  "      "^  *'  ''"""  disseminated  throughout  il^^. 

With  this  physiological  foundation  HOgyes  then  proceeded  to  perform 
mious  destructive   esion.s  of  the  brain  and  cerebelkim,  and  to  noS  how 
he     normal     reactions  then  varied.     His  conclusions  at  this  su4  mav 
he  quoted  as  an  instance  of  the  clear  character  of  the  work,  and  of  Zl 
facts  noted  were  marshalled  as  he  progressed  : 

•"^l.  The  compensatory  or  passive  associated  eve-movements  V9^^v^\^^ 
unaffeced  after  destruction  of  (1)  The  optic  nerves  ;F2T the  c'reSa 
hen..pheres  and  great  basal  ganglia;    (3)  the  optic  tlilim  ;    (4)  the 

"2.  They  are  completely  lost  under  the  following  circumstances  •   (1) 
If    he  oculo-motor  muscles  or  nerves  are  completely  divide       (2)  ia 
destructive  lesion  is  performed  in  the  middle  line  between  the  m  ddle  of 
he  ant^erior  quadrigeminal  bodies  and  the  nuclei  of  the  eighth  neves 

mill  tie"'?:  >  i?H  '''''''^r  '''  ''"  ''''''''  ^^"^^-^^^'^  ^''^  divided   n  the 
n  Mn .  '  iV         f  eighth  nerve  on  each  side  is  divided  •  (5)  if  the 

membranous  labyrinth  on  each  side  is  divided  '  ^  ' 

cessa;  oirbvTn"\bv-'"''  ^  ^^'"'"-^  '''''''  '''  ^'''  ^P  '^   ««n^Plete 
essat.on    In    (1)    division   of    one    optic   nerve:     (2)    extirpation  of    ■^ 

m.spliere,  optic  thalamus,  and   anterior  part  ^f  the  an  W  cornort 
rtS;"i?n, -fV""  f'  ^-^?'^"dinal  ind  transverse  divisL  7'" 

m:uS;;:ousii!;;ri^r:!;ei:h;h^^^^^^  ^-^^*-^'  destruction  of  ti. 
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Next,  the  effect  of  various  stimuli  under  artificial  conditions  were  then 
iuvestif^ated  and  summarised,  and  then  the  whole  series  of  experiments 
having  been  passed  in  review,  the  first  part  of  the  paper  terminates  with 
the  conclusions  at  which  the  author  then  arrives.  These  consist  in  a 
relation  of  the  various  anatomical  parts,  the  integrity  of  Avhich  Hiigyes 
states  is  essential  for  the  appearance  or  production  of  these  "  involuntary 
associated  movements  of  the  eyes,"  supported  by  detailed  references  to 
the  results  of  his  experimental  research. 

Two  other  parts  follow  in  which  further  experimental  work  is 
described  and  deductions  drawn  therefrom.  The  article  concludes  with  a 
diagrammatic  scheme  illustrating  the  source,  route,  and  result  of  various 
stimuli. 

In  addition  to  the  very  large  amount  of  time  he  must  have  sj^ent  in 
evolving  the  data  on  which  his  account  is  based,  allusions  to  over  forty 
works  in  Hungarian,  French,  Dutch,  German  and  English  bear  ample 
testimony  to  Hiigyes'  untiring  efforts  to  unravel  the  intricacies  of  his 
subject. 

To  give  an  adequate  abstract  of  such  a  work  is  impossil)le,  and  the 
attempt  would  be  but  a  poor  tribute  to  its  value  and  the  labour  it 
represents.  Although  those  interested  in  it  may  find  nothing  that  now 
is  not  well  known,  still  it  is  well  worth  reading  if  only  from  an  historical 
point  of  view,  nor  can  they  help  being  astonished  that  a  quarter  of  a 
century  was  to  elapse  before  the  clinical  significance  of  these  experiments 
came  to  be  generally  recognised — and  that  mainly  through  the  agency  of 
Baniny  and  the  Vienna  School.  A.  R.  Tweedie. 

Shambaugh,  Geo.  E. — On  the  Origin  of  Compensatory  Tonus  after 
Destruction  of  the  Labyrinth.  '•  Annals  of  Otologv,"  etc.,  xxi, 
p.  697. 

Compensatory  impulses  that  develop  after  the  destruction  of  a  laby- 
rinth and  which  restore  the  disturbed  balance  in  equilibrium  may  have 
two  sources.    One  is  the  compensatory  increase  in  those  tone  impulses  from 
the  remaining  labyrinth   which  direct  nystagmus  to  the  opposite  side. 
But  it  is  clear  that  in  most  cases  the  restoration  of  equilibrium  is  accom- 1 
plished  by  a  compensatory  tonus  which,  in  part  at   least,  is  developed 
independent  of  the  opposite  labyrinth.     Shambaugh  cannot  accept  the  ' 
view  that  automatic  tonus  centres  exist  in  Deiter's  nucleus.     The  restore-  | 
tion  of  the  normal  extra-labyrinthine  tonus  is  not  suflUcient  to  restore  the  | 
disturbed  equilibrium  due  to   unilateral  loss  of  labyrinthine  impulses.  | 
Its  place  must  be  supplied  by  the  development  of  an  additional  tonus,  I 
developed  chiefly  from   the  extra-labyrinthine  impulses.     It  is  only  iu  I 
cases   of   long-standing   destruction    of    one  labyrinth  where  the  com- ! 
pensatory  tonus  from  the  remaining  labyrinth  supplants  completely  thisj 
compensatory  extra-labyrinth  tonus. 

The  restoration  of  e(juilibrium  which  follows  the  destructiim  of  bothj 
labyrintlis  is  never  a  complete  restoration  of  the  normal  e(|uilibrium.         j 

Mach'nd  Ycarslcij. 


PHARYNX. 

Sigmund,  Marx.     ("  On  Reflex  Cough."  etc.  i    Pharyngeal  Cough  and  its 
Treatment.     "  Zeits.  fur.  Olircnlicilk.,""  vol.  Ixv,  I^irt  IV. 
The  writer  records  eight  cases  in  wliicli,  l)y  treatment  directed  to  the 
tonsils,  he  was  able  to  entirely  i-elieve  a  distressing  convulsive  cough. 
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'I'lie  c'luinicter  ol'  tln'  (.•ou^di  is  tli;i<  it  occurs  in  iittacks  day  or  iii-^dit,  in 
the  intervals  of  which  tlic  paticiil  is  free  except  for  sii«,'ht  clearing' of  the 
throat.  At  the  heii^'ht  of  the  attack  copious  watery  secretion  liiav  flow 
from  the  eyes  and  nose  ;  usually  very  little  expectoration.  The  cou<.;li  is 
freipiently  initiated  by  hot  or  cold  drinks,  changes  of  temperature, 
laughing,  etc.  In  all  such  cases  the  tonsils  should  be  carefully  inspected,' 
not  only  by  depressing  the  tongue,  liut  by  drawing  the  anterior  pillar 
forwards  with  the  Killian  hook.  Frequently  this  examination  will  cause 
an  attack  of  coughing,  or  at  times  only  when  certain  cry])ts  of  the  tonsil 
are  probed  is  the  reflex  provoked,  and.  occasionally  only  "when  certain  very 
circumscribed  areas  are  examined.  It  is  important  not  to  confuse  the 
swallowing  and  retching  which  occurs  in  many  on  disturbing  the  tonsils 
with  the  true  convulsive  cough.  The  treatment  consisted  in  finding  such 
crypts  in  the  tonsils  as  were  occluded  by  plugs  and  slitting  tliein  up. 
The  small  operation  could  not  ahvays  be  completed  at  one  sitting,  and  in 
some  cases  solutions  of  silver  nitrate  were  applied  to  the  bottom  of  the 
crypts  after  slitting.  The  superficial  use  of  the  guillotine  is  useless,  as 
the  deeper  portions  of  the  lacunae  are  still  left ;  complete  enucleation  of 
the  tonsil  is  regarded  as  rather  too  severe  a  procedure,  but  might  be 
necessary  when  the  simple  process  of  slitting  up  the  crypts  had  failed. 

Lindley  Setvell. 
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"  Age  cannot  wither  her,  nor  custom  stale  her  infinite  variety,"  as 

said  of  Cleopatra,  may  be  said  without  any  great  exaggeration  of  The 

Medical  Annual     The  last  issue  keeps  well  "in-line  with  its  predecessors 

as  regards  freshness  and  fulness 

The  special  lirauches  with  which  we  are  mainly  concerned  have  been 
entrusted  this  year  to  Prof.  Chevalier  Jackson  and  Dr.  George  L. 
Eichurds,  both  of  whom  are  w'ell  known  to  our  readers. 

Among  the  communications  emanating  from  other  than  oto-laryngo- 
logical  specialists  we  find  reference  to  Pirie's  advocacy  of  X-ray  examina- 
tion of  the  temporal  bones,  which  seems  to  assume  a  symmetrical  condition 
as  normal.  Cheatle  has  shown  that  there  are  frequent  exceptions  to  this 
rule.  Abbe's  cures  of  recurrent  papillomata  in  the  larvnx  by  means  of 
radium  (p.  67)  Avill  interest  our  readers.  J.  J.  Perkins,'  in  his  report  on 
asthma,  quotes  Ephraim's  reiteration  of  the  value  of  adrenalin  and  his 
brouchoscopic  observations  on  its  action  (p.  115).  Ruttin's  reference 
to  ligation  of  the  internal  jugular  as  giving,  in  the  presence  of  sinus 
I  thrombosis,  the  highest  percentage  of  optic  papillitis  is  interesting  (p.  211). 
I  as  also  Beck's  oV)servations  on  the  treatment  of  otosclerosis  l)y''means  of 
adrenalin  (p.  216 ).  Tlie  writings  of  British  as  well  as  American  workers 
receive  consideral)Ie  attention  in  regard  to  the  larynx  as  well  as  the  ear. 
A  valuable  paper  on  "  Strictures  of  the  (Esophagus/'  bv  Walker  Downie, 
IS  reported  in  an  extensive  al)stract  (p.  367).  Charles"  A.  Clark's  paper 
on  "  The  Need  of  X  rays  in  the  Diagnosis  of  Oral  Sepsis  "  contains  a 
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very  disturbiuii^  indictment  of  "  l)ndges  "  and  "crowns"  in  dental  work 

(p;37i). 

The  articles  on  the  advances  in  the  various  branches  of  medical 
science  are  so  clear  and  so  well  selected  that  even  the  most  exclusive  of 
specialists  is  readily  led  to  peruse  them,  and  so  get  into  touch  again  with 
those  medical  subjects  from  which  his  special  studies  have  drawn  him 
aAvay.  For  the  specialist  nothing  could  be  more  desirable  than  such  an 
annual  revision,  while  for  the  general  practitioner  it  is  indispensable. 

Dnndas  Grant. 

John  and  Elizabeth.    By  Jay  Gee.     Preston  :  Geo.  Toulimer  &  Sons,  Ltd., 
1912. 

In  the  "Jay  Gee,"  who  thus  makes  his  debut  as  a  writer  of  "fiction 
with  a  j)urpose,"  we  believe  we  recognise  the  well-known  and  respected 
head  of  a  certain  institution  for  the  deaf  in  the  Midlands.  We  welcome 
his  "  romance  of  real  life"  as  calculated  to  increase  public  sympathy  for, 
and  interest  in,  a  very  important  class  of  the  comnruiity.  The  purpose 
of  the  novel  as  set  out  in  the  preface,  is  that  of  showing  the  great  dangers 
of  hereditary  dea-fness,  but  we  have  found  in  it  another  and  equally 
important  one — a  demonstration  of  what  can  be  done  for  the  deaf  by 
education.  In  this  connection,  note  must  be  taken  of  the  sym})atlietic 
character  sketch  of  Thomas  Arnold,  the  head  of  the  school  for  tlie  deaf 
at  which  the  heroine  is  educated. 

Briefly,  the  story  is  of  the  love  of  a  bank  clerk  for  his  chief's  daugliter,^ 
the  congenitally  deaf  Elizabeth.     His  wish  to  marry  is  beset  by  the  feanl 
of  deaf  offspring,  and  the  chapter   which   concerns  us  most  from   th^P 
medical  point  of  view  is  that  in  which  John  discusses  the  question  of    I 
hereditary  deafness  with   Arnold.     This   chapter  is  excellent  upon  the 
whole,  and  emphasises  the  very  vague  ideas  which  general  practitioners    ! 
seem  to  have  as  to  the  nature  and  causes  of  severe  deafness  in  children,    j 
There  are,  however,  certain  points  to  which  we  take  exception.     It  cannot   i 
be  said  that  there  is  as  yet  any  proof  that  the  occurrence  of  sporadic   I 
cases  of  congenital  deafness  presupposes  the  presence  of  a  "  taint "  or   j 
"  degeneracy  "  in  the  family  or  that  the  defect  is  likely  to  be  transmitted,   i 
With  a  subject  of  so  wide    and  far-reaching  a  nature — a  subject  which   i 
is  still  so  much  .'^nbjudice  that  the  most  expert  of  its  observers  scaively  j 
dare  to  venture  more  than  a  few  tentative  suggestions — it  is  most  unwisfi   I 
to  offer  statements  as  dogmatic  as  are  some  in  this  volume.     At  the  same  j 
time  we  welcome  the  little  romance  as  drawing  the  attention  of  the  lay  : 
pul)lic  not  only  to  the  question  of  deaf-mutism,  Imt  to  the  enormous  ' 
patience  which  enables  that  noble  and  self-sacrificing  army,  the  teachers  j 
of  the  deaf,  to  achieve  the  brilliant  results  which  those  who  work  amongst 
deaf  chiMren  Icnow  to  be  a  fact.  Macleod  Yeartdeij. 
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THE    OPERATIVE    TREATMENT    OF    PITUITARY 
TUMOURS. 

Although  the  site  of  pituitary  tumours  is,  not  merely  metaphorically, 
Itut  actually,  almost  within  touch  of  the  rhinologist^s  territory,  it  is 
only  within  the  last  three  or  four  years  that  the  nasal  specialist 
has  beg'un  to  take  more  than  a  perfunctory  interest  in  this  little 
region.  The  reason  for  this  neglect  is,  of  course,  that  pituitary 
disease  rarely  causes  symptoms  M-ith  which  the  rhinologist  is  called 
upon  to  deal.  It  is  true  that  long  before  the  days  of  radiography 
StClair  Thomson  had  postulated  pituitary  tumour  as  a  common 
cause  of  an  uncommon  disease,  viz.  cerebro-spinal  rhinorrhcea, 
and  that  epistaxis  and  anosmia  are  also  occasional  symptoms  of 
])ituitarv  tumour.  But  the  fact  remains  that  pituitary  lesions  do 
not  arrest  the  attention  of  the  rhinologist  as  they  do  that  of  the 
ophthalmologist,  for  instance,  when  they  interfere  with  vision,  or 
that  of  the  neurologist  when  they  induce  a  rise  in  intra-cranial 
pressure,  or  that  of  the  general  physician  Avhen  they  cause  errors 
in  metabolism. 

Thus  operations  upon  tumours  of  the  pituitary  body  when  first 
they  were  attempted  were  quite  naturally  performed  by  the  general 
surgeons  attached  to  the  neurological  clinics,  and  th&y,  cjuite  as 
naturally,  selected  as  their  route  of  access  the  subtemporal  or  sub- 
frontal  craniotomic  approach.  To  Paul  of  Liverpool  l)elongs  the 
merit  of  having  been  the    first    to    carrv    out    Horsley's    original 
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sugg'estion  of  sub-temporal  decompression,  v.hicli  operation,  with 
or  without  partial  extirpation,  Avas  for  a  time  the  only  one  resorted 
to  for  the  relief  or  arrest  of  increasino-  visual  impairment  due  to  the 
pressure  of  the  pituitary  tumour  upon  the  optic  tracts  or  commissure. 
Of  late,  however,  while  decom^jressive  craniotomy  is  still  the 
recognised  mode  of  relieving-  general  increase  in  intra-cranial 
pressure,  on  the  other  hand,  where  local  pressure  symptoms,  visual 
for  the  most  part,  are  the  most  obvious  and  urgent  features  in  the 
case,  the  less  serious  operation  by  the  nasal  route  has  largely 
become  the  operation  of  choice,  iu  the  first  instance  at  all  events. 

The  possibility  of  relieving  the  local  pressure  effects  of  a 
pituitary  tumour  by  operating  through  the  sphenoidal  .sinus  was 
first  suggested  by  Giordano  as  far  back  as  1897,  but  the  suggestion 
was  not  put  into  practice  until  1907,  when  Schloffer's  enterpri.se 
miirked  a  new  epoch  in  pituitary  surgery.  This  operator  carried  out 
an  extensive  exenteration  of  the  frontal,  ethmoidal  and  sphenoidal 
si u uses,  together  Avith  partial  removal  of  the  sellar  floor,  after  dis- 
placement of  the  nose  downwards  b}'  Ollier's  external  incision. 

The  palato-sphenoidal  route,  which  is  the  route  followed  in 
experimental  operations  on  the  lower  animals,  was  proposed,  as  a 
method  of  operating  on  the  human  subject,  by  Konig  in  1900,  and 
first  carried  into  effect  by  Ballance  in  1909,  but  his  patient 
unfortunately  died  from  haemorrhage  without  having  i-egained 
consciousness.  It  is  interesting  to  note  that  efforts,  as  the  paper 
l>y  Broeckhaert  in  the  present  issue  shows,  are  now  being  made  to 
revive  this  procedure  which  had  fallen  into  disuse. 

The  gradual  elimination  of  the  unnecessary  features  in  the 
extensive  exenterations  of  the  Schloffer  type  of  operation  need  not 
here  be  traced  out  in  detail,  as  they  can  be  gatliered  by  an  exami- 
nation of  the  illustrated  tabular  scheme  on  p.  363  et  seq.,  but  great 
credit  must  be  given  to  Yon  Eiselsberg  for  popularising  a  form  of 
this  upper  rhinotomic  operation  which,  besides  being  less  mutilat- 
ing, showed  the  natural  advantages  provided  by  the  nasal  septum 
as  the  guide  to  the  seat  of  the  disease,  without  opening  the  frontal 
and  ethmoidal  cells. 

The  next  step  must  be  associate*!  with  the  name  of  Halstei 
who  adopted  the  lower  rhinotomic  displacement  of  Eouge  as  tl 
iuitial  step  iu   the  ajiproach  by  way  of   the  nasal   septum.     T 
method  has  l)een  extensively  and  successfully  practised  by  Cushing,! 
who  comljines  it  when  necessary  with  a  l)itemporal  decompres.siveiyj 
craniotomy.    Cnshing's  brilliant  monogra])h  is  dealt  with  elsewhere. ' 

Last  and  l)y  no  means  least  the  endo-nasal  work  of  Hirsch  of 


?a^ 


Jniy.  1013.]  Rhinology,  and  Otology.  339 

\'KMnia,  .lating  from  l!)()!»,  .lenuuuls  special  attentiuu  from  us,  since 
It  18  liere  for  the  tivst  tiino  that  we  Hnd  the  rhinologist  taking-  a 
haiul  in  pituitary  operations.  It  is  obvious  tliat  an  expert  na^sal 
operator  is  likely  to  start  with  some  manipulative  advantages  over 
the  general  surgeon  in  the  performance  of  Hirsch^s  operations  by 
the  endo-nasal  route,  involving  as  they  do  such  highly  technical 
work  as  submucous  resection  and  sphenoidal  sinus  exenteration. 
For  this  reason  the  endo-nasal  operation  is  not  likely  to  find  much 
favour  in  the  eyes  of  the  average  general  surgeon.  Furthermore, 
although  the  neatest  and  least  destructive  of  all  pituitary  operations^ 
Hirsch's  method  is  open  to  the  objection  that  it  selects  the  longest 
route  of  approach,  and  in  its  final  .stages  it  supplies  us  without 
a  cramped  and  restricted  area  of  exposure. 

On  the  other  hand,  seeing  that  the  subjects  of  pituitary  disease 
are  usually  far  from  ideal  patients  for  operation,  there  are  obvious 
advantages  in  selecting  the  endo-nasal  method,  by  which  the  end 
iu  view  can  frequently  be  obtained  with  a  minimum  amount  of 
shock,  hf^morrhage  and  operative  interference.  Indeed,  as  Hirsch 
has  demonstrated,  the  operation  can  be  performed  under  local 
anaesthesia,  and  in  separate  stages,  if  need  be.  So  that,  even  if  a 
larger  craniotomic  interference  should  ultimately  prove  to  be 
necessary,  it  may  nevertheless  be  to  the  patient's  benefit  to  entrust 
the  primary  operation  through  the  nose  to  the  practised  hands  of 
the  rhinologist,  who  would  thus  divide  with  the  general  surgeon 
the  responsibility  for  the  operative  treatment,  just  as  the  ophdial- 
mologist,  the  physician  and  the  radiographer  co-operate  for  the 
purposes  of  diagnosis  and  medical  therapy. 

The  treatment  of  tumours  of  the  pituitary  body  is,  of  course,  at 
present  only  in  its  infancy.  What  the  future  may  have  in  store  in 
the  direction  of  improved  metiiods  of  organo-therapy,  of  radio- 
therapy, and  even  of  new  surgical  technique  one  cannot  foresee. 
But  it  is  worth  while  drawing  attention  to  Cushing^s  confident  expec- 
tation that  operation  on  pituitary  tumours  by  the  nasal  route  will 
come  to  be  as  safe  as  the  operation  for  the  removal  of  the  Gasserian 
ganglion  now  is  in  competent  hands.  Operative  risks  are  dimin- 
ishing, and  results  of  a  palliative  nature  are  increasing.  But  when 
we  come  to  consider  the  ultimate  fate  of  those  suffering  from  these 
and  other  brain  tumours,  our  optimism  is  dashed  by  the  reflection 
that  at  the  present  time  the  prognosis  as  regards  the  complete  and 
permanent  recovery  of  these  patients  is  not  in  the  least  promising, 
even  after  the  mo.st  skilful  operative  measures  ..see  p.  362). 

Ww.   Hill. 
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A  CONTRIBUTION  TO  THE  SURGERY  OF  THE  HYPOPHYSIS. 

By  Dr.  Jules  Broeckaert. 
Ghent. 

Translated  hi/  Chichele  Nourse.  F.R.C.S.Edix.^ 

The  surgery  of  the  hypophysis  cerebri,  although  a  development  of 
quite  recent  date,  has  been,  from  its  very  commencement,  a  subject 
of  keen  interest  to  rhinologists,  to  whom  the  idea  of  operating  on 
the  pituitaiy  gland  by  simple  methods,  carried  out  through  tlie 
natural  passages,  immediately  occurred. 

In  opposition  to  surgical  procedures  through  artificial  routes, 
Citelli,  West,  and  Hirscli  have  accordingly  proposed  rhinological 
methods  which,  according  to  their  authors,  have  a  real  superiority 
over  those  of  g-eneral  surg-eons. 

I  desired  to  ascertain  for  myself  the  comparative  value  of  each 
of  these  procedures  ;  and,  with  this  intention,  I  performed  a  certain 
number  of  operative  exercises,  the  result  of  which  is  here  made 
known. 

Anatomical  Facts. 

The  hypophysis  or  pituitary  gland  is  an  organ  attached  to  the 
lower  surface  of  the  cerebrum  by  a  narrow  pedicle,  the  stem  of  the 
hypophysis,  and  enclosed  in  the  sella  turcica  between  the  laminte 
of  the  sphenoid  and  the  two  cavernous  sinuses.  It  occupies  a 
fibrous  compartment,  the  roof  of  which  is  composed  of  a  diaphragm 
or  fold  of  dura  mater,  known  under  the  name  of  the  pituitary 
tentorium  ;  in  the  anterior  and  lower  part  of  the  dural  investment 
a  venous  plexus,  connected  with  the  anterior  coronary  sinus,  is  met 
with. 

1'he  gland  is  composed  of  an  anterior  lobe,  by  far  the  larger  of 
the  two,  called  the  hypophysis  proper,  and  of  a  posterior  lobe  also 
described  under  the  name  of  the  nervous  or  cerebral  lobe.  The 
first  is  developed  from  a  diverticulum  of  the  su])erior  wall  of  the 
primitive  buccal  cavity  ;  the  second  is  a  protrusion  of  the  floor  of 
the  middle  ventricle  from  the  inferior  surface  of  the  l)rain 
(Charpy). 

The  sella  turcica,  upon  which  the  pituitary  gland  rests,  normally 
forms  a  part  of  the  superior  wall  of  the  sphenoidal  sinus ;  and  is, 
from  a  surgical  point  of  view,  one  of  its  most  important  relations. 
The  thickness  of  this  wall  is  usually  very  slight,  and  in  certain 
cases  there  are  even  actual  dehiscences  at  this  point,  which    allow 
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a  perfect  eohesiou  of  the  mucous  lining  of  the  sinus  und  tlie  ilural 
investment. 

When  the  sphenoidal  sinus  is  very  large,  the  convex  base  of 
the  sella  turcica  often  forms  a  prominence  in  the  cavity  of  the 
sinus.  It  is  at  the  back,  on  a  line  with  its  sloping  part,  that  the 
osseous  vault  of  the  sinus  is  in  relation  with  the  pituitaiy  gland ; 
ill  its  anterior  part,  the  superior  wall  of  the  sphenoidal  cavity  is  in 
relation  witli  the  inferior  surface  of  the  first  frontal  convolution. 

However,  as  Levinger  has  observed,  and  as  I  have  been  able 
to  convince  mys^elf  in  the  course^of  my  researches  upon  the  cadaver, 
the  position  of  the  sella  turcica  in  relation  to  the  sphenoidal  sinuses 
is  most  inconstant.  Thus,  on  a  preparation  in  my  possession,  the 
hypophysis  is  in  the  centre  of  the  roof  of  the  sinus,  which  is  pro- 
longed far  downwards  and  backwards. 

At  other  times,  as  I  have  observed  in  several  specimens,  the 
sphenoidal  sinus  is  smaller  than  usual,  and  is  separated  from  the 
sella  turcica  by  a  very  thick  bony  wall. 

In  certain  cases  the  sphenoidal  sinus  is  found  to  lie  very  forward, 
and  the  sella  turcica  is  lodged  in  the  thickness  of  the  bone,  behind 
the  sinus  cavity. 

Finally,  I  must  mention  the  relative  frequency  of  a  large 
ethmoido-sphenoidal  cell,  which  is  found  between  the  sphenoidal 
sinus  and  the  base  of  the  cranium.  In  such  cases,  as  Furet  has 
observed,  the  roof  of  the  sinus  is  no  longer  in  relation  with  the 
cranial  cavity,  but  is  formed  by  the  floor  of  this  intruding  cell. 

It  must  be  borne  in  mind  also  that  the  sphenoidal  sinus  is 
divided  in  two  by  a  septum,  which  is  never,  so  to  speak,  situated 
in  the  median  line.  The  most  varied  arrangements  are  met  with 
here,  so  that  it  may  l)e  stated  with  Jacob  that  "inequality  is  the 
rule."  These  two  unequal  cavities,  of  an  irregularly  cuboid  form, 
are  situated  between  the  nasal  fossai  and  the  basilar  process  in  one 
direction,  and  between  the  base  of  the  cranium  and  the  pharynx 
in  the  other.  Their  anterior  wall  forms  the  remotest  part  of  the 
nasal  vault,  and  is  a  prolongation  from  the  cribriform  plate  of  the 
ethmoid.  Its  direction  is  slightly  inclined  from  above  downiwards, 
and  from  before  backwards,  and  it  is  continuous  with  the  inferior 
wall,  of  which  the  external  surface  corresponds  to  the  naso- 
pharyngeal region. 

The  anterior  wall  presents  a  free  surface  in  the  nasal  fossa,  on 
each  side  of  the  median  line,  and,  external  to  this,  a  rough  surface, 
larger  still,  hidden  by  the  posterior  extremity  of  the  ethmoidal 
labvrinth. 
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Operative   Methods. 

The  hypophysis  can  be  approached  either  by  the  iiitra-cranial 
route  or  by  the  extra-cranial  route  through  the  sphenoidal  sinus  ; 
hence  there  are  two  methods  of  hypophysectomy — intra-cranial 
hypophysectomy  and  trans-sphenoidal  hypophysectomy. 

I  will  not  dwell  upon  the  intra-cranial  operation,  which  can  be 
perforn^ed  by  tlie  temporal  or  by  the  fi'ontal  route.  This  method 
is  open  to  so  much  serious  criticism  that,  in  the  immense  majority 
of  cases,  if  not  invariably,  the  extra-cranial  methods  should  be 
pi'eferred  as  being  much  raoi'e  logical  and  practicable. 

Griordano  was  the  first,  in  1897,  to  recommend  removal  of  the 
hypophysis  through  the  trans-sphenoidal  route,  by  directly 
attacking  the  floor  of  the  sella  turcica.  However,  the  first  opera- 
tion of  this  kind  was  not  performed  until  nmch  later,  when 
Schloffer,  in  March,  1907,  successfully  removed  an  adenoma  of  the 
hypophysis  by  this  method. 

The  most  diverse  routes  have  been  suggested  in  order  to  reach 
the  sphenoidal  sinus.  Some  of  these  have  no  practical  interest, 
and  seem  hardly  applicable  to  the  living  subject.  We  may  thus 
dismiss  the  pharyngeal  route,  proposed  by  Loewe,  and  also  the 
maxillary  route.  These  cadaveric  operations  are  undoul^tedly  too 
mutilating,  and  may  be  resolutely  set  aside. 

The  palatine  route,  formerly  proposed  by  Konig,  and  long 
made  use  of  in  phj^siological  laboratories,  was  followed  twice  on 
the  living  subject  by  Durante  and  by  Stewart  and  Ballance.  It  is 
a  mode  which  attracted  me  from  the  outset  of  my  exercises  on  the 
cadaver,  and  which  I  carried  out  as  follows  : 

The  velum  of  the  palate,  rendered  tense  by  holding  the  uvula 
with  a  pair  of  forceps,  is  divided  completely  by  a  median  incision 
which  is  prolonged  forward  under  the  osseous  palate  half  way  to 
the  incisor  teeth.  By  the  aid  of  a  raspatory  the  muco-periosteum 
is  then  detached  in  two  flaps,  which  must  be  carefully  loosened  at 
the  posterior  edge  of  the  hard  palate. 

In  order  to  keep  apart  the  two  halves  of  the  divided  velum,  a 
thread  is  passed  through  each  half  of  the  uvula,  and  the  ends 
fixed  outside  the  mouth. 

The  horizontal  plate  of  the  palate  bones  is  then  removed  with 
bone-forceps.  The  ]iosterior  part  of  the  septum  remains  to 
be  dealt  with.  A  strong  pair  of  gouge-forceps  will  serve  to  umler- 
juino  the  septum,  and  to  cut  away  little  by  little  the  hard  vomer. 

Then  the  sphenoidal  siims  is  opened  with  a  gouge  and  mallet  in 
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the  UK'diau  Hue,  froiu  its  autero-interiitr  aspect,  Ijy  destroying'  the 
liit'urcated  edge  of  the  vomer  and  the  crest  of  the  sphenoid. 

The  sphenoidal  sinus  being  freely  opened,  the  situation  of  the 
]>osterior  and  superior  aspects  ol'  the  sinus  must  be  ascertained 
exactly,  and  the  septum  separating  the  two  sinuses  is  taken  away. 
Tlie  convexity  of  the  tioor  of  the  sella  turcica,  near  the  posterior 
limit  of  the  sinus,  is  then  attacked  with  a  narrow  chisel. 

The  opening  is  enlarged  in  l)rea(lth  tn  the  extent  of  more  than 
one  centimetre,  suiiicient  to  permit  the  introduction  of  the  forceps 
and  curettes  designed  to  remove  the  hypophysis  or  the  tumour. 

We  must  insist  upon  the  necessity  of  opening  the  superior  wall 
of  the  sinus  exactly  in  the  median  line  :  all  the  landmarks  should 
be  carefully  determined,  and  it  is  only  when  this  has  been  done 
under  the  control  of  artificial  light  that  the  operator  will  proceed 
with  gi-eat  delicacy  to  open  the  pituitary  chamber. 

Partsch  has  proposed,  as  a  palatine  route,  a  temporary  displace- 
ment downwards  of  the  whole  of  the  bony  palate.  The  same 
operation  was  undertaken  by  L()we,  who  advised  a  combination  of  the 
temporary  downward  displacement  of  the  palate  with  decortication 
of  the  face.  These  procedures  appear  to  me  very  inferior  to  that 
which  has  just  been  described,  and  even  to  those  which  frankly 
make  nse  of  the  nasal  route. 

The  nasal  route  is  that   which  so  far   has  been  preferred   by 

operators.       Out    of    fifty-four     hypophysectomies     collected     by 

Toupet,  thirty-three   were  performed  in  this  way.     But  in  order 

to  reach  the  sphenoidal  sinus  by  this  route,  what  varied  procedures 

have  been  suggested !     All   the   modes   of   temporary    rhinotomy 

I  h;ive  had  their  partisans  among  general  surgeons,  whilst  rhinolo- 

I  gists  have  set  aside  all   the   artificial  routes  in  order  to  confine 

I  themselves  exclusively  to  the  natural  passages. 

A.  3Iet]iod6-  by  Artificial  Routes. 

Access  to  the  nasal  fossa?  has  been  studied  by  the  median 
route,  by  the  lateral  route,  by  the  superior  route,  and  by  the 
inferior  route. 

Proust  and  Lecene  consider  that  Ollier's  vertical  and  bilateral 
osteotomy  is  the  operation  of  choice.  Schloffer,  von  Eiselsberg, 
and  others  prefer  the  lateral  refiection  of  the  nose  by  the  method 
of  von  Bruns  and  Moure. 

Besides  these  methods  generally  followed,  alhision  must  be 
made  to  that  of  the  American  Kanavel,  who  turns  the  external 
nose  upwards  by  a  U-sha]ied  incision  ;  and  to  that  of  Diaiti,  who 
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proposes  a  single  dorsal  incision  dividing  the  nose  from  top  to 
bottom  in  the  median  line,  so  that  it  can  be  opened  in  two  flaps. 
AVhatever  may  be  the  method  adopted  to  gain  access  to  the  nasal 
fossa?,  it  is  completed  by  evacuation  of  their  contents. 

This  important  stage  of  the  operation  consists  in  resection  of 
the  ethmoid,  of  the  septum,  and  of  the  inferior  and  middle  turbinals. 
The  whole  of  the  upper  part  of  the  nose  is  thus  completely  cleared. 
SchloiJer,  von  Eiselsberg,  Proust  and  others  do  not  resect  the  nasal 
septitm  completely,  but  take  care  not  to  interfere  with  its 
posterior  border,  so  as  to  leave  intact  the  posterior  orifices  of 
the  choana3,  and  to  respect  the  articulation  of  the  vomer  with  the 
sphenoid. 

Several  operators  follow  the  rhinotomy  by  the  ablation  of  the 
anterior  wall  of  the  frontal  sinus,  so  as  to  facilitate  access  to  the 
higher  part  of  the  nasal  cavity,  and  to  get  nearer  to  the  sella 
turcica.  I  agree  Avith  Kocher,  Goris  and  others  that  this  is  an 
absolutely  useless  complication  of  the  operation,  which  may  .very 
well  be  omitted. 

When  the  rhinotomy  has  been  performed  by  one  of  these 
methods  and  haemorrhage  has  been  checked,  the  operator  proceeds 
to  make  a  large  opening  into  the  sphenoidal  sinus  and  to  trephine 
the  sella  turcica. 

The  exact  situation  of  the  sphenoidal  sinus  is  generally  recog- 
nised by  the  two  openings  by  which  it  communicates  with  the 
nasal  fossae.  The  anterior  Avail  is  then  opened  Avith  the  curette  or 
the  cliisel,  and  the  septum  is  destroyed  with  cutting  forceps. 

When  all  bleeding  has  ceased,  and  Avhen  the  median  line  has 
been  exactly  localised,  the  sella  turcica  can  be  opened  and  the  dura 
mater  laid  bare.  In  acromegaly  and  in  cases  of  tumour  of  the 
hypophysis,  the  thinned  AA^all  often  bulges  into  the  sinus  and  can 
be  opened  by  a  stroke  of  the  curette  ;  at  other  times  it  is  necessary 
to  attack  the  postero-superior  wall  of  the  sinus  Avith  a  gouge, 
"  resting  the  handle,"  as  Schloffer  advises,  ''  upon  the  lower  edge 
of  the  nasal  fossae." 

We  need  not  dwell  upon  the  later  stages  of  the  operation  ;  the 
incision  of  the  dura  mater,  and  the  extirpation  of  the  hypophysis 
or  the  ablation  of  the  tumour.  Here  the  operator  must  be  guided 
by  the  peculiarities  of  each  case,  and  it  must  not  be  lost  sight  of 
that  many  tumours  of  the  hypophysis  are  really  cysts  which  only 
require  to  be  punctured  or  incised. 

For  the  removal  of  a  diseased  hypophysis  or  of  a  tumour  a  iluil 
curette  with  a  malleable  handle  is  to  be  preferred. 
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B.   ^[ef}lOlls   hij    Xatur((l   Hoiitts. 

Hirsoh,  West  aiul  Citelli  have  soug-lit  to  reach  the  hypophysis 
hy  opening  the  sphenoidal  sinus  through  the  endo-nasal  route. 
Their  methods  are  based  ou  the  same  principle,  that  of  opening  the 
sphenoidal  sinus  and  the  sella  turcica  in  the  median  line  without  a 
preliminary  rhiiiotomy. 

(1)  Hirsch's  Method. — To  Hirscli  belongs  the  merit  of  having 
performed  the  first  hypopliysectomy  by  the  endo-nasal  route.  The 
procedure  adopted  by  the  Viennese  operator  was  that  indicated  by 
Hajek  for  making  a  free  opening  into  the  sphenoidal  sinus.  In 
spite  of  the  successful  result  of  this  operation  Hirsch  has  since  given 
lip  the  method  he  then  followed,  which  required  several  sittings 
and  which  had  serious  draAvbacks. 

Since  then,  Hirsch  proposed,  and  has  performed  several  times 
riie  following  operation,  which  was  suggested  to  him  by  that  of 
Kocher.  The  latter  opened  the  superior  osseous  part  of  the  nose 
like  a  double  door,  by  a  Y-shaped  incision,  of  which  the  vei'tical 
part  followed  the  dorsal  line,  and  the  two  oblique  branches  divided 
the  nose  below  the  nasal  bones.  He  then  performed  a  submucous 
resection  of  the  whole  of  the  nasal  skeleton,  and  opened  tlie 
sphenoidal  sinus  and  the  sella  turcica  between  the  two  blades  of  a 
strong  speculum,  which  separated  the  two  layers  of  mucous  mem- 
brane and  crushed  the  lateral  masses  of  the  ethmoid. 

Hirsch  practises,  under  local  anesthesia,  submucous  resection 
of  the  whole  of  the  nasal  septum,  very  nearly  according  to  Killian's 
classic  operation  :  thus  he  removes  the  quadrangular  cartilage,  the 
perpendicular  plate  of  the  ethmoid,  the  vomer,  and  the  crest  of 
the  sphenoid.  By  carefully  detaching  the  mucous  membrane  of 
the  anterior  wall  of  the  sphenoid,  he  brings  clearly  into  view  the 
two  sphenoidal  ostia.  The  middle  turbinals  are  removed  if  neces- 
sary ;  after  which,  through  the  tunnel  obtained  by  separating  the 
two  layers  of  the  mucous  membrane  of  the  septum  by  means  of  a 
Killian's  speculum,  he  opens  both  sphenoidal  sinuses  in  the  median 
line  with  a  gouge,  destroys  their  septum  wath  cutting  forceps,  and 
breaks  through  the  wall  of  the  sella  turcica. 

(2)  West's  Method.— The  technique  that  West  has  described 
in  the  ArcJiic  fUr  Lari/ngologie  is  the  following  : 

(a)  Resection,  on  one  side,  of  the  middle  turbinal  and  of  a 
more  or  less  extensive  part  of  the  inferior  turbinal,  so  as  to  expose 
the  anterior  wall  of  the  sphenoidal  sinus.  Ablation  of  the  anterior 
wall  of  the  sphenoidal  sinus. 
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(h)  The  same  proceeding  on  the  other  side. 

(c)  The  formation,  by  the  aid  of  Jansen's  forceps,  of  a  long 
rectangular  window  in  the  nasal  septum.  This  opening  extends 
obliquel}'  from  behind  forwards  and  from  above  downwards,  from 
the  antero-inferior  surface  of  the  body  of  the  sphenoid  nearly  to 
the  columella. 

(d)  Resection  of  the  septum  between  the  sphenoidal  sinuses, 
and  opening  the  base  of  the  sella  turcica  in  the  median  line. 

(3)  Citelli's  Method. — At  the  same  time  that  West's  work 
appeared  Citelli  made  known  his  own  method  of  operating,  which 
is  similar  to  that  of  his  American  confrere  in  nearly  every  point. 

In  a  first  seance,  Citelli  removes  the  anterior  third  or  half  of 
the  inferior  turbinal,  the  middle  turbinal,  and  the  inferior  ethmoidal 
cells  of  one  side,  in  such  a  way  as  to  expose  to  view  nearl}'  the 
whole  of  the  anterior  wall  of  the  corresponding  sphenoidal  sinus 
and  the  anterior  part  of  its  inferior  wall.  Then,  with  a  sharp- 
pointed  knife,  used  for  intra-nasal  operations,  he  perforates  the 
septum  opposite  the  posterior  part  of  the  perpendicular  plate  of 
the  ethmoid.  Through  this  opening,  with  a  pair  of  pnnch-forceps, 
he  then  removes  the  posterior  extremity  of  the  perpendicular  plate, 
the  crest  of  the  sphenoid,  and  the  superior  angle  of  the  vomer, 
with  the  adjoining  part  of  its  posterior  border. 

Citelli  is  thus  content  to  make  a  small  window  one  centimetre 
square,  in  the  nasal  septum,  through  which,  in  a  second  seance,  he 
proceeds  to  open  the  sphenoidal  sinuses.  The  opening  made  in 
the  two  sinuses  is  then  enlarged  with  a  chisel  or  forceps,  by  open- 
ing more  freely  the  sinus  corresponding  to  the  nasal  fossa  through 
which  the  operation  is  conducted,  and  as  much  as  is  necessary  of 
the  septum  between  the  two  sinuses  is  removed. 

Choice  of  Operation. 

The  different  routes  which  have  just  been  described  all  present 
the   same    drawback,   namely,  the    great    distance    between    their 
starting-point  and  the  sella  turcica  at  which  they  terminate.     It  is  j 
for  this  reason  that  it  is  so   necessary  to  illuminate  the  field  of  ' 
operation,  and  to  select  a  route  which  will  give  a  sufficient  exposure, 
while  confining  the  mutilation  to  a  minimum. 

It  is  best  not  to  pronounce  a  jrriori  in  favour  of  one  or  other  of 
tlie  rhinological  methods.  While  it  must  be  recognised,  on  the 
one  hand,  that  we  rhinologists  succeed  in  attaining  considerable 
skill  in  performing  operations  in  narrow  and  deep  localities,  it  is 
no  less  true  that  in  this  en  so  a  procedui-e  should  be  selected  which 
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gives  a  sufficient  exposure,  and  which  is  likely  to  lead  to  the  best 
results. 

Now,  a  rhinotomy  is  not  such  a  difficult  or  disfiguring  operation 
rhat  it  must  necessarily  be  set  aside  in  favour  of  intra-nasal 
methods,  when  it  is  a  question  of  facilitating  an  operation  as 
serious  as  hypophysectomy.  It  is  thus  that  the  transmaxillo-nasal 
route,  made  popular  l)y  Moure,  has  aided  to  a  remarkable  degree 
the  performance  of  certain  operations  on  the  ethmoid  and  on  the 
cavum.  Why,  then,  should  we  judge  otherwise  when  the  object  is 
to  attack  the  sphenoid,  and  to  open  in  the  depth  of  the  sinus  the 
sella  turcica,  on  which  the  hypophysis  rests  ? 

Moreover,  in  order  that  a  method  of  hypophysectomy  should 
meet  Avith  our  approval,  it  must  also  allow  of  working  in  the 
median  line,  and  an  approach  to  the  sphenoidal  sinus  exactlv  in 
the  middle  and  not  from  one  side.  It  is  for  this  reason  that  the 
original  method  of  Hirsch,  having  the  great  drawback  of  necessi- 
tating the  lateral  opening  of  the  sella  turcica,  was  distincth'  bad. 
By  straying  ever  so  little  from  the  median  line  there  is  a  danger 
of  injuring  the  cavernous  sinus  or  the  internal  carotid,  and  the 
extraction  of  t)ie  tumour  is  rendered  almost  impossible. 

One  method,  which  I  hope  to  re-establish,  is  the  transpalatine 
method  mentioned  above.  The  resection  of  the  vault  of  the  palate 
and  the  opening  of  the  sinus  through  its  antero-inferior  wall 
greatly  facilitate  access  to  the  sella  turcica,  wliich  can  thus  be 
approached  from  below  upwards,  and  not  by  following  a  parallel 
plane,  as  is  often  the  case  in  following  the  nasal  route.  This  way, 
which,  moreover,  is  much  shorter  than  the  nasal  route,  gives  a  free 
e.Kposure,  and  the  artificial  light,  which  must  always  be  used,  can 
here  strike  directly  on  the  site  of  the  hypophyseal  cell. 

It  is,  in  fact,  the  road  which  leads  directly  to  the  superior  wall 
of  the  sinus,  at  least  in  the  generality  of  cases,  and  which  best 
permits  finding  the  bearings. 

If  a  number  of  median  sections  or  radiographs  of  the  human 
head  are  examined  it  will  be  observed  that  there  are  cases  in  which 
the  relations  between  the  sella  turcica  aud  the  sphenoidal  sinus  are 
such  that  the  nasal  route  seems  unfavourable  for  hypophysectomy, 
while  the  trans-palatine  route  Avould  lead  directly  towards  the 
sella  turcica.  In  others,  however,  serious  difficulties  would 
interfere  with  the  approach  to  the  sella  turcica  through  the  palate. 
It  follows  that  radiography  is  of  the  greatest  importance  here,  and 
That  no  operation  on  the  hypophysis  should  be  undertaken  without 
iiaving  examined  beforehand  whether  the  nnatomical   dispositions 
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will  permit  access  to  the  cell  containing  the  hypophysis  by  the 
route  Avhich  it  is  proposed  to  follow. 

The  trans-palatine  route,  which  constitutes  the  method  of 
selection  when  the  nasal  or  intra-nasal  route  is  unsuitable,  is 
hardly  mentioned  in  the  works  upon  the  surgery  of  the  hypophysis 
in  spite  of  the  great  success  v/hich  Dui-ante  obtained  by  it.  I  am 
convinced  that  its  advantages,  in  many  cases,  ai^e  not  merely 
theoretical  but  real.  I  believe  that  this  route  is  capable  of  giving 
excellent  results  ;  all  the  more  so  as  it  is  Avithin  the  capability  of 
every  surgeon,  which  is  not  always  the  case  with  the  intra-nasal 
route. 

Quite  recently.  Prof.  Preysing,  of  Cologne,  operated  by  this 
method  in  a  case  of  tumour  of  the  hypophysis,  and  he  was  able  to 
verify  the  i*elative  ease  of  this  mode  of  operating. 

If  statistics  alone  were  consulted,  the  intra-nasal  method  of 
Hirsch  would  appear  far  superior  to  all  the  others.  In  fact,  accord- 
ing to  Toupet,  who  has  collected  fifty-four  cases  of  extra-cranial 
hypophysectomy,  the  nasal  route  carries  a  total  mortality  of 
48  per  cent.,  while  the  intra-nasal  method  only  entails  a  mortality 
of  13  per  cent.  It  must,  however,  be  remarked  that  the  intra- 
nasal method,  which  was  employed  altogether  fifteen  times,  was 
practised  in  fourteen  of  these  cases  by  Hirsch,  who  had  only  to 
register  two  deaths.  But,  as  Toupet  very  judiciously  remarked,  it 
is  illogical  to  compare  the  statistics  of  a  single  surgeon  with  the 
combined  statistics  of  operators  of  unequal  value. 

It  is  to  be  feared  that  surgeons  less  experienced  in  this 
peculiai-ly  special  branch  of  surgery,  and  less  skilful  than  Hirsch, 
will  not  have  to  record  such  good  results,  and  must  also  recognise 
that  hypophysectomy  by  the  intra-nasal  route  is  far  from  being  an 
operation  relatively  harmless  and  exempt  fi-om  difiiculties. 

However  that  may  be,  I  asked  myself  if  there  was  a  real 
advantage  in  carrying  out  submucous  resection  of  the  septum, 
which  is  a  long  and  troublesome  operation,  and  always  requires 
considerable  expei'ience  in  nasal  surgery.  Indeed — and  upon  this 
point  I  am  in  perfect  agreement  with  Citelli  and  Levinger — I  see 
no  reason  why  Hirsch  approaches  the  sphenoid  between  the  two 
layers  of  the  mucous  membrane,  since  this  submucous  resection 
causes  as  much  risk  of  falling  in  of  the  nose  as  total  resection. 

Tlie  reasons  alleged  by  Hirsch  seem  to  me  to  be  founded  on 
very  frail  foundations,  and  I  consider  that  with  the  method  of 
local  anjesthesia  by  cocaine  and  adrenalin,  luemorrhage  constitutes 
a  factor  whicli  need  hardly  be  taken  into  account. 
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The  assumption  tliar  the  dauo-er  C)f  infection  is  reduced  to  a 
niiniinum  in  Hirsch's  method  is  a  pure  liypothesis  :  for  it  is  evident 
that  in  all  procedures  Avhich  follow  the  inter-nasal  route,  an  aseptic 
region  is  placed  in  communication  with  a  septic  one.  Nevertheless 
practice  has  shown  that  the  fear  of  meningitis  as  a  sequel  to 
operation  on  the  hypophysis  is  more  hypothetical  than  real,  since, 
out  of  fifteen  operations  followed  by  death,  only  three  cases  died 
from  meningitis. 

Analogous  considerations  have  led  West,  as  I  stated  above,  to 
suggest  cutting  a  long  rectangular  window  in  the  septum  ;  while 
Citelli  is  content  to  make  a  little  opening  near  the  extremity  of 
the  septum,  through  which  he  can  penetrate  into  the  sphenoidal 
sinus. 

I  have  ascertained  for  myself  the  difficulty,  even  on  the 
cadaver,  of  making  the  small  window  suggested  by  Citelli ;  it  i.s 
certain  that  in  the  living  subject  considerable  difficulties  would  be 
met  with  oftener  than  we  think. 

To  approach  the  sphenoid  by  a  very  small  opening  made  in  the 
septum  seems  to  me  quite  illogical  and  less  advisable  than  the 
larger  opening  practised  by  West.  The  same  conclusion  follows 
even  from  reading  the  work  of  Citelli ;  for  he  insists,  with  great 
truth,  on  the  dangers  of  opening  the  sella  turcica  without  follow- 
ing the  median  line,  but  at  the  side.  And  although  his  experi- 
ments were  made  only  on  twenty-two  bodies,  it  happened  sevei-al 
times  that  he  opened  the  sella  laterally  ;  generally  on  the  side 
opposite  to  the  nasal  fossa  through  Avhich  he  operated.  For  this 
serious  reason  I  do  not  believe  that  Citelli's  method,  however  simple 
and  rational  it  seems  to  be,  will  be  called  to  a  great  future.  As  a 
rhinological  method  that  of  West  is  preferable  although  open  to 
somewhat  similar  strictures. 

The  intra-nasal  method,  which  appeared  to  me  the  most  logical, 
as  well  as  the  easiest  to  execute,  and  which  keeps  clear  as  far  as  is 
possible  from  most  of  the  dangers,  is  one  which  consists  in  the 
preliminary  resection  of  the  greater  part  of  the  nasal  septum.  It 
may  perhaps  be  objected  that  in  making  such  a  complete  resection, 
the  operator  is  deprived  of  a  valuable  guide,  and  that  the  bearings 
of  the  median  line  may  become  very  difficult  to  find.  On  the 
contrary,  by  making  the  resection  in  the  way  I  am  about  to 
explain,  while  leaving  the  inferior  crest  of  the  insertion  of  the 
Vomer,  the  field  of  operation  is  notably  enlarged,  and  the  ultimate 
]n'ocedure  in  the  locality  of  the  sella  turcica  is  rendered  easier. 

The  procedure  is  as  follows  : 
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Tiifra-U'tsal  Operation  proposed  hi/  the  Author. 

(1)  After  cocaine  aiia^stliesia  and  iscbasmia  by  adrenalin,  a  small 
double-edged  knife  is  passed  into  the  left  nostril,  and  the  septum 
transfixed  from  one  side  to  the  other,  between  the  columella  and 
the  anterior  border  of  the  quadrilateral  cartilage.  The  transtixion 
begins  close  to  the  floor,  and  rises  to  the  level  of  the  insertion  of 
the  septum  into  the  bridge  of  the  nose. 

(2)  I'his  incision  allows  the  anterior  edge  of  the  quadrilateral 
cartilage  to  be  made  prominent  by  pushing  the  detached  columella 
outwards  tOAvards  the  right  nostril. 

(3)  AVhile  an  assistant  holds  the  columella  aside,  the  septum  is 
divided  from  before  backwards,  a  few  millimetres  above  the  floor 
of  the  nasal  fossfe.  This  can  be  done  with  cutting  forceps,  or  even 
with  a  special  narrow  gouge  with  lateral  guards,  made  on  the 
model  of  Delie's  gouge  for  the  removal  of  septal  spurs.  It  is 
sufficient  to  place  the  instrument  against  the  anterior  edge  of  the 
([uadrilateral  plate  a  few  millimetres  above  the  floor  and  press 
firmly  upon  the  handle,  in  order  thus  to  detach  completely  the 
septum  Ijelow.  If  the  bone  offers  some  resistance,  a  few  blows  of 
the  mallet  will  complete  the  division.  In  order  to  supervise  the 
proper  direction  of  the  gouge,  parallel  to  the  hard  palate,  the 
mallet  should  be  entrusted  to  an  assistant. 

(4)  The  quadrilateral  cartilage  is  divided  from  front  to  back  m 
a  line  parallel  with  the  bridge  of  the  nose,  but  leaving  a  strip  some 
millimetres  in  width.  The  division  of  the  bony  septum  is  then 
continued  either  with  bone  -  forceps  or  the  chisel  and  mallet, 
following  a  line  parallel  to  the  cribriform  plate  of  the  ethmoid, 
and  extending  to  the  body  of  the  sphenoid. 

(5)  The  septum,  thus  detached  above  and  below  is  gi-asped  with 
strong  toothed  forceps  and  separated  by  movements  of  rotation. 
All  that  still  remains  of  the  end  of  the  posterior  border  of  the 
septum,  including  the  crest  of  the  sphenoid,  and  the  superior  angle 
of  the  vomer  is  then  removed  with  cutting  forceps. 

(6)  The  resection  of  the  septum  having  been  thus  carrie<l  out 
and  all  bk-eding  stopped,  Killian^s  speculum  is  passed  into  the  left 
uustril  and  opened  widely  so  as  to  crush  the  middle  turbinals,  which 
are  in  the  way  on  each  side,  and  the  lateral  masses  of  the  ethmoid. 
Jf  necessary,  parts  which  might  be  obstacles  to  the  opening  of  the 
sphenoidal  sinus  should  be  resected. 

(7)  The  opening  of  the  sphenoidal  .•^iiius  and  the  trephining  of 
the  sella  turcica  is  easily  carried  out  between  the  two  blades  of  the  I 
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speculmu,  wliioli  the  assistant  holds  exactly  in  the  middle  line. 
The  interior  median  crest,  wliich  the  operator  has  taken  care  to 
leave,  here  serves  as  an  excellent  guide-line. 

There  are  certain  points  in  this  operation  upon  which  I  slumld 
like  to  insist  in  conclusion.  The  intra-nasal  route,  as  I  have  indi- 
cated it,  is  preferable  to  the  others  for  the  following  i-easons : 

(1)  The  displacement  outwards  of  the  columnar  cartilage  allows 
an  easy  approach  to  the  sphenoidal  sinus,  and  free  access  to  the 
median  part  of  its  anterior  wall.  It  leads  directly  to  the  sphenoidal 
sinus,  and  does  not,  like  the  other  routes,  follow  a  more  or  less 
oblique  line. 

(2)  It  does  not  demand,  like  the  method  of  Hirsch,  a  submucous 
resection,  which  is  generally  long  and  tedious.  Eesection  of  the 
nasal  septum,  without  preserving  the  mucous  layers,  is  a  relatively 
simple  procedure,  within  the  capabilitv  of  every  rhinologist,  and 
which  can  be  performed  in  a  very  short  time. 

(3)  By  leaving  the  dorsal  framework  the  nose  will  show  no 
tendency  to  collapse.  Resection  of  the  septum,  as  I  understand 
it,  is  an  ideal  operation  from  an  Eesthetic  aspect. 

(4)  Although  the  two  nasal  passages  ai*e  converted  into  one 
cavity  more  than  double  as  wide,  the  operation  has  the  great 
advantage  over  most  procedures  by  the  external  route,  that  it  leaves 
in  place  as  far  as  possible  the  turbinals  and  the  ethmoid  system. 

To  surgeons  who  do  not  care  to  adopt  the  intra-nasal  route, 
because  they  have  not  acquired  the  manual  dexterity  to  render  its 
performance  easy,  I  recommend  the  plan  of  making  a  wide  opening 
into  the  nose  before  resecting  the  septum. 

The  operation  which  I  prefer  in  this  case^both  from  the  aesthetic 
point  of  view  and  because  of  the  rapidity  with  which  it  can  be 
carried  out,  is  paramedian  vertical  rhinotomy,  of  which  the  following 
is  the  technique. 

With  strong  straight  scissors,  one  blade  of  which  is  introduced 
into  the  left  nostril,  the  skin  and  subjacent  cartilage  are  divided,  as 
far  as  the  nasal  bone,  and  the  incision  is  prolonged  with  a  scalpel 
on  the  bone  up  to  the  root  of  the  nose. 

The  flap  is  dissected  off,  freed  from  its  bony  attachments,  and 
turned  to  the  side  ;  and,  in  order  to  enlarge  the  orifice  of  entry  into 
the  nasal  fossa,  parts  of  the  nasal  bone  and  of  the  ascending  process 
of  the  superior  maxilla  are  resected. 

The  resection  of  the  cartilaginous  septum,  followed  by  crushing 
obstructing  turbinals,  is  then  carried  out  through  the  operation- 
wound  with  the  tfreatest  ease. 
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This  method^  which  reduces  the  mutilation  to  a  minimum,  g'ives  : 
an  exposure  sufficient  to  render  all  the  later  stages  on  the  ; 
sphenoidal  sinus  and  the  sella  turcica  convenient  and  easy.  By  I 
this  route  the  sphenoidal  sinus  is  reached,  not  by  following  the  roof  j 
of  tlie  nasal  fossfe,  as  in  the  operations  of  Schloffer  and  others,  but  j 
along  a  median  plane,  slightly  oblique  from  below  upwards.  I  think  j 
that  this  route  is  quite  as  good  as  that  named  by  Giordano  the  \ 
transethmoidal  route,  which  requires  the  complete  resection  of  the 
ethmoid,  and  an  evacuation  of  the  contents  of  the  nasal  cavity — a  j 
mutilation  very  often  useless.  | 

Conclusions. 

« 

(1)  Before  operating  on  the  hypophysis  it  is  important  to 
ascertain  on  a  successful  radiograph  that  the  anatomical  relations 
between  the  hypophysis  and  the  sphenoidal  sinus  do  not  contra- 
indicate  the  route  Avhich  it  is  proposed  to  follow. 

(2)  The  transpalatine,  being  the  shortest  and  most  direct 
route,  deserves  to  take  an  important  place  in  the  surgery  of  the 
hypophysis. 

(3)  Operations  by  the  nasal  or  intra-nasal  route  very  often  only 
allov/  an  incomplete  evacuation  or  curettage  of  the  hypophyseal 
cell. 

(4)  The  intra-nasal  route  is  the  most  conservative,  but  is  only  i 
capable  of  affording  good  results  in  the  hands  of  rhinologists.  ' 

(5)  In  the  methods  of  West  and  Citelli  there  is  a  risk  of  opening  1 
the  sella  turcica,  not  in  the  median  line  but  on  one  side,  which 
might  be  productive  of  disasters.  I 

(6)  The  method  of  Hirsch,  Avhich  includes  submucous  resection  i 
of  the  septum,  is  long  and  fatiguing,  and  demands  unusual  j 
dexterity.  Total  resection  of  the  nasal  septum,  with  preservation  of  j 
the  dorsal  arch,  is  superior  to  it  from  an  festhetic  point  of  view,  and  j 
also  in  the  time  taken  in  performing-  it.  i 

(7)  Resection  of  the  septum  may  be  preceded  with  advantage  by  , 
a    wide    opening    into    the    nasal    fossae.       Vertical    j^aramedian 
rhinotomy  is  the  operation  of  choice. 
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A  CRITICAL  NOTE  ON  THE  VALUE  OF  PITUITRINE  PREPARA- 
TIONS IN  REDUCING  OPERATION  OR  POST-OPERATION 
HAEMORRHAGE. 

By  James  Donelan,  M.Ch.,  M.B., 

Siirpfeon  to  the  Throat  Depai-tment  of  the  Italian  Ho.?pital.  London. 

My  attention  wa.s  called  at  the  beginning  of  this  year  to  the 
probable  value  of  the  preparations  of  pituitrine  in  lessening 
bleeding  in  the  course  of  operations  on  the  throat  and  nose.  Prof. 
Citelli's  enthusiastic  account  of  his  experiences  published  in  the 
Bolletiuo^  for  April  decided  nie  to  make  a  trial. 

This  author^  first  of  all,  refers  to  the  encouraging  results  that 
have  followed  the  more  general  use  of  the  extract  of  the  posterior 
lobe  of  the  pituitary  body  in  physiological  solution  prepared  and 
sold  by  various  well-known  firms.      He  speaks  with  an  unexampled 
entliusiasin  of  its  action  in  stimulating  the  contraction  of  the  muscle- 
fibre  cells  of  the  vessels.     He  claims  that  no  one  before  him  has 
used  pituitrine  in  ha?morrhage  other  than   uterine.     He  has  con- 
ducted a  large  number  of  experiments  with  the  preparation  of  one 
firm,  and  on  these  he  bases  the  present  communication.     In  manv 
cases    of  inferior   turbinotomy   he    has  injected    ^    to    1    cm.   sub- 
cutaneously  a  few  minutes  before  or  after  the  operation,  with  the 
result   "that  plugging  was  rendered  superfluous.'^     Similarly,  in 
oases  of  nasal  polypi,   in   tonsillectomies,   in  sinus   operations,   in 
spontaneous  epistaxis,  haemoptysis,  and  especially  in  malarial  hfemo- 
i>hilia.     "  In  all   these  cases   the  results  have  been  more   or  less 
splendid,"  and  he  regards  pituitrine  as  a  most  precious  medicament 
for  the  physician  as  well  as  for  the  surgeon.     He  finds  it  valuable 
not  only  for  its  action  on  the  muscular  coats  of  the  blood-vessels, 
but  also  for  its  tonic  influence  on  the  cardiac  muscle.     He  injects 
usually  subcutaneously  in  the  arm,  but  a  more  prompt  action  can 
be  secured  by  the  intra-muscular  or  iutra-venous  method.    Latterly 
lie  has  given  1  cm.  before  operation  and  a  second  similar  dose  if 
required  three  or  four  hours  after. 

I  am  soi'ry  that  my  ov>-n  experience  enables  me  to  take  only  a 
omewhat  qualified  view  of  the  ha?mostatic  powers  of  these  prepara- 
ions. 

I  have  used  them  in  twenty-five  cases,  including  five  intra-nasal 
operations,  according  to  my  method,  on  the  maxillary  antrum,  in 

*  Citelli,  Prof.,  Florence,  "  Pituitrine  in  Operative  and  Spontaneous 
Icemorrhage  of  the  Eespiratory  Passages,"  Boll.  d.  Mai.  d.  Orecch.  d.  Gola  e.  d.Naso, 
"renze,  April,  1913. 
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one  of  which  both  antra  were  opened,  twelve  middle  turbinectomies, 
six  tonsillectomies,  and  two  mastoids. 

I  fonnd  that  the  dose  ^  cm.  was  practically  useless,  and  that, 
generally  speaking,  1  cm.  gave  little  better  result  as  regards 
bleeding  during  operation.  In  more  prolonged  operations,  like 
those  on  the  mastoid  antrum,  the  result  appeared  to  be  better  in 
one  of  my  cases.  In  the  other  it  was  difficult  to  form  an  opinion  as 
the  patient  had  had  a  partial  operation  many  years  previously,  and 
a  great  number  of  small  vessels  had  formed  in  the  mass  of  fibrous 
tissue  and  these  gave  unusual  trouble,  I  could  not  perceive  any 
diffei'ence  in  the  amount  of  bleeding  following  the  turbinectomies, 
except  that  it  was  certainly  greater  than  in  cases  where  adrenalin  was 
employed.  In  the  operations  on  the  maxillary  antrum  the  bleeding 
during  the  operation  seemed  not  to  be  influenced  by  the  drug;  on 
the  other  hand  there  seemed  less  ooziug  of  blood  afterwards. 

Generally  speaking,  from  this  experience  one  does  not  feel 
inclined  to  set  aside  adrenalin  or  even  hydrogen  peroxide  as  a 
method  of  checking  bleeding  during  operation  in  favour  of  these 
preparations.  While  they  have  the  same  disadvantage  as  adrenalin 
in  retarding  the  onset  of  general  anesthesia,  they  do  not  appear  so 
certain  in  their  action  either  during  or  after  operation.  Their  chief 
use  would  probably  be  to  support  the  heart  and  obviate  the  effects 
of  shock. 


ROYAL    SOCIETY    OF     MEDICINE  -  SECTIONS    OF 
NEUROLOGY    AND    OPHTHALMOLOGY. 


Combined  Meeting,  March  5  and  12,  1913. 


DISCUSSION    ON    DISEASE    OF    THE    PITUITARY    BODY. 

Cases  of  Disease  of  the  Pituitary  Body.^ 

Notes  of  Three  Cases.     By  H.  L.  Eason,  M.S. 

( 1 )  Pituitary  Tumour  with  Symptoms  of  Dystrophia  Adiposo-geuitalis, 
and  (2)  A  Pituitary  Tumour  with  Early  Acromegaly.  By  Gordon 
Holmes,  M.D. 

Two  Cases  of  Bitemporal  Hemianopsia,  witli  other  Evidence  of 
Pituitary  Tumour.     By  N.  Bishop  Harman,  F.R.C.S. 

Pituitary  Disease.     By  Theodore  Thompson,  M.D. 

Pituitary  aud  (?)  Adrenal  Syndrome.     By  H.  G.  Turney,  M.D. 

Precocious  Developuieut  iu  a  Bov,  aged  eight.  Bv  F.  J.  Poynton, 
M.D. 

'  For  detaiLs  of  these  cases  see  Proc.  Roy.  Soc.  Med.,  April,  1913,  vol.  vi.  No.  6. 
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Pituitarv  Tiunour.  Bv  T.  Gkainger  Stewart,  M.D.,  aud  Herbert 
Parsons,  F.E.C.S. 

A  Typical  Case  of  Acromegaly,  with  Signs  of  Regression.  By  S.  A. 
KiNNiER  Wilson,  M.D. 

Pituitary  Tumour ;  Symptoms  of  Failure  of  Posterior  Lt)be  Function. 
By  T.  GrRAiNGER  Stewart,  M.D.,  and  Elmore  Brewerton,  F.E.C.S. 

Pituitary  Tumour  (Lorain  Type)  ;  Small  Adult  Body  with  Retarded 
Sexual  Development,  but  no  Adiposity  ;  Failure  of  Function  of  Anterior 
Lobe.    By  T.  G-rainger  Stewart,  M.D.,  and  R.  Rutson  James,  F.R.C.S. 

Case  of  Acromegaly.     By  W.  H.  Willcox,  M.D. 

Acromegaly :  Pituitary  Tumour  showing  the  Failure  of  the  Fields 
for  Colour  before  the  Failure  of  the  White  Field.  Bv  R.  W.  Doyne, 
F.E.C.S. 

The  Structure  and  Functions    of  the  Pituitary  Body. — E.  A. 

Schafer,  F.R.S. — SuDnnary  and  Conclusions:  (1)  The  pituitary  body  is 
developed  partly  from  the  ectoderm  of  the  buccal  cavity,  partly  from  that 
of  the  neural  canal.  It  is  therefore  partly  epithelial  and  partly  nervous 
in  origin. 

(2)  The  portion  derived  from  the  buccal  epithelium  consists  of  two 
portions,  termed  the  })ars  anterior  seu  glandularis  and  the  j^'^'^'s  inter- 
media. 

(3)  Thenars  anterior  is  composed  of  large  closely-packed  epithelium 
cells,  between  which  are  very  numerous  and  large  blood-capillaries  of  a 
sinusoidal  nature.  Many  of  the  cells  are  tilled  with  eosinophile  granules; 
some  have  basophile  granules,  others  are  clear  or  only  slightly  granular. 
It  is  probable,  but  not  certain,  that  these  are  different  phases  of  the  same 
kind  of  cell. 

(4)  The  2)ars  intermedia  contains  fewer  cells,  with  less  distinct 
granules,  and  is  less  vascular.  Many  of  the  cells  are  converted  into 
hyaline  material  which  passes  into  the  ^yars  nervosa. 

(o)  The  jjrtrs  nervosa  is  mainly  composed  of  neuroglia,  but  it  also 
contains  the  hyaline  material  just  mentioned  and  numerous  interstitial 
granules.  This  material  is  traceable  into  the  cerebrospinal  fluid  within 
the  iufundibulum  of  the  third  ventricle.  Probably  both  the  hyaline  and 
granular  material  are  derived  from  cells  of  the  jjars  intermedia. 

(6)  There  is  usually  a  cleft  in  the  middle  of  the  gland  along  which 
the  organ  is  easily  separable  into  an  anterior  and  a  posterior  lobe.  The 
posterior  lobe  thus  separated  contains  most  of  the  |)rt  rs  intermedia  and 
the  whole  of  the  pars  nervosa. 

(7)  The  anterior  and  posterior  lobes  appear  to  serve  different  func- 
tions, the  anterior  lobe  being  related  to  the  general  growth  of  the  body, 
and  especially  of  the  skeleton,  whilst  the  posterior  lobe,  which  includes 
the  j^ars  intermedia,  probably  serves  to  promote  the  contractility  aud 
increase  the  tone  of  plain  muscular  tissue  generally,  as  well  as  of  the 
heart,  and  to  excite  the  activity  of  certain  glands — viz.  the  kidney  and 
mammary  gland. 

(8)  Some  functions  of  the  organ  might  be  conceived  to  be  carried  out 
I  through  the  agency  of  nei-ves,  but  it  is  much  more  pi'obable  that  the 
I'^'laud  produces  its  action  by  means  of  chemical  agents  or  hormones  which 
bass  either  directly  or  indirectly  into  the  blood,  and  through  this  fluid 
I  influence  other  and  distant  organs. 

I  (9)  In  the  case  of  the  pars  anterior  no  such  hormone  has  hitherto 
been  separated.  But  thei-e  is  reason  to  believe  that  the  influence  of  this 
part  of  the  gland  on  growth  is  not  produced  through  nerves ;  for  in  the 
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first  place  the  pituitarv  receives  but  few  uerve-fibres,  and  such  as  there 
are  maiuly  go  to  the  blood-vessels  ;  aud  secondly,  it  is  difficult  to 
explain  the  effect  of  hvperplasia  of  the  jxtrs  anterior  iu  producing  the 
hvpertrophy  of  the  skeleton  which  occurs  in  giants  and  acromegahcs 
othei-wise  than  bv  assuming  that  the  enlarged  gland  is  giving  to  the 
blood  a  greater  amount  than  normal  of  a  hormone  which  stimulates  the 
growth  of  the  skeleton,  and  probably  of  connective  tissue  generally. 
Such  a  honnone  doubtless  passes  directly  into  the  sinusoidal  capillaries 
from  the  gland  cells,  which  are  sometimes  arranged  around  the  capillaries 
like  the  epithelium  of  an  ordinary  gland  around  its  alveoli  and  ducts. 

(10)  In  the  case  of  the  |/«7-"s  intermedia  and  pcrs  nervosa  (posterior 
lobe)  a  definite  hormone  can  be  obtained  in  solution.  It  is,  however, 
doulitful  if  it  has  vet  been  fully  isolated,  although  Houssay  claims  to 
have  recentlv  succeeded  in  obtaining  it  in  a  crystalline  form.  There 
seems  no  necessitv  to  conclude  with  v.  Cyon  that  the  effects  caused  by 
intravenous  injection  of  extracts  of  the  posterior  lobe  are  produced 
bv  stimulation  of  nerves  within  the  gland. 

(11)  The  hormone  obtained  from  the  posterior  lolje,  to  which  various 
names— such  as  pituitriu.  infundibulin,  hypophysin— have  been  given, 
resembles  iu  some  of  its  effects  the  hormone  obtained  from  the  medulla 
of  the  suprarenal  capsules,  but  it  is  both  chemically  and  physiologically 
a  different  bodv,  appearing  to  act  directly  upon  the  protoplasm  of  cells, 
and  not,  as  in  the  case  of  the  suprarenal  hormone,  upon  that  portion  of 
the  cell  with  which  the  sympathetic  fibres  are  connected. 

(12)  It  is  at  present  uncertain  whether  there  is  only  one  hormone 
present  in  the  saline  extract  of  the  posterior  lobe.  It  is,  however,  prob- 
able that  the  effects  upon  secretion  are  Ijrought  about  by  a  different 
agent  or  agents  from  that  which  causes  contraction  of  involuntary  muscle. 

(13)  The  hormone  or  hormones  of  the  posterior  lobe  appear  to 
be  formed  from  certain  cells  of  the  jjars  intermedia,  which  undergo 
enlaro-ement  and  degeneration  into  hyaline  and  granular  bodies.  These 
bodies  push  their  way  or  are  forced  through  the  interstices  of  the  neuro- 
glial tissue  of  the  jxjrs  nervosa,  where  many  of  them  break  down  into 
a  hvaliue  material  and  granules:  they  eventually  pass  bodily  into  the 
infiindibulum  of  the  third  ventricle,  "where  they  are  alisorbed  by  the 
cerelirospinal  fluid.  It  is  probably  in  this  way,  and,  therefore,  by  an 
indirect  path,  that  the  hormones  of  the  posterior  lobe  get  into  the  vascular 
system. 

(14)  Some  relationship  appears  to  exist  between  the  thyroid  gland 
and  the  pituitarv  bodv.  This  is  indicated  by  the  enlargement  of  the 
pituitarv  bodv  and  the"  formation  within  it  of  colloid-containing  vesicles, 
as  the  result  of  removal  or  atrophy  of  the  thyroid.  If  this  relationship 
indicates  a  vicarious  nature  in  "the  functions  of  these  organs  it  is 
probablv  one  which  is  limited  to  the  production  of  the  hormones  which 
affect  nutrition,  especially  that  of  the  connective  tissues,  since  these 
tissues  are  known  to  be  influenced  by  changes  both  of  the  thyroid  body 
aud  of  the  j'fvs  anterior  of  the  pituitary  l)ody.  But  that  other  tissues 
may  also  be  influenced  is  evidenced  by  the  symptoms  which  are  produced 
on  "removal  or  destruction  of  either  glaud,  prominent  amongst  these  being 
defects  of  the  nervous  system.  .     . 

(16)  There  seems  to  lie  some  sort  of  correlation  between  the  pituitarj 
body  and  the  sexual  organs,  since  iu  cases  in  which  there  is  reason  to 
thiiik  that  deticiency  ofpituitary  secretion  exists,  a  condition  of  sexual 
infantilism  liecomes" established,  "and  the  secondary  sexual  characters  may 
remain  undeveloped,  or.  iu  males,  may  exhibit  a  feminine  type. 
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The  Eye  Changes. 

Mr.  J.  Herbert  Fisher  said  :  As  ophtlialmologists,  the  pheuomeua 
of  pitiiitarv  disease  with  whioh  we  are  more  deeply  iuterested  are 
uaturally  those  dependent  upon  implication  of  the  visual  pathways.  The 
ophthalmic  appearances,  if  any,  which  we  see  are  those  of  primaiy 
atrophy  of  the  optic  discs.  In  early  stages  disturbances  of  function  may 
exist  where  no  pallor  is  conspicuous,  but  the  evidence  of  descending 
change  may  be  expected  to  be  not  long  delayed.  When  any  intra-cranial 
mass  exerts  pressure  directly  upon  the  visual  pathways,  primaiy  atrophy 
usually  results ;  we  should  recollect,  however,  that  slight  evidences  of 
papillo?denia  are  sometimes  present  in  association  with  enlargements  of 
the  hypophysis,  and  that  even  unilateral  choked  disc  may  be  present  in 
the  late  stages  of  pituitary  tumours  :  the  more  extrenie  papillitis  has 
usually  been  found  associated  with  complete  primary  atrophy  of  the  other 
optic  nerve :  the  growth  is  raising  the  general  intra-cranial  pressure, 
while  one  optic  disc  is  sheltered  from  the  effects  of  such  pressure 
by  the  direct  involvement  in  the  tumour  mass  of  the  intra-cranial 
portion  of  the  optic  nerve  and  of  the  optic  foramen.  In  pituitaiy  cases, 
as  in  all  cases  of  degenerative  change  in  the  optic  nerve,  the  wise 
ophthalmic  surgeon  hesitates  to  pronounce  on  the  amount  of  vision 
which  an  eye  with  a  pale  optic  disc  may  ba  expected  to  retain. 

Much  painstaking  work  has  been  done  with  the  object  of  tracing  in 
minute  detail  the  various  fibres  and  bundles  of  fibres  of  which  the  optic 
nerves  ai'e  composed ;  most  attention  has  naturally  been  devoted  to  the 
papillo-macular  fibres,  and  the  course  of  such  of  these  as  decussate  in  the 
optic  commissure.  I  confess  that,  for  the  purpose  of  clinical  diagnosis, 
we  ai-e  not  as  yet  able  to  put  such  knowledge  to  much  practical  use, 
and  it  would  be  of  but  little  assistance  to  us  to  enter  upon  it  here.  With 
the  broad  facts  of  the  crossing  of  the  fibres  from  the  nasal  half  of  each 
retina,  including  a  large  decussation  of  the  macular  fibres,  in  the  optic 
commissure  everyone  agrees.  It  is  also  generally  admitted  that  in  the 
optic  tracts  the  fibres  which  have  crossed  in  the  commissure  from  the 
opposite  side  are  found  to  occupy  an  inferior  and  peripheral  situation, 
while  the  uncrossed  fibres  form  a  bundle  centrally  placed. 

Tiie  ophthalmic  surgeon  works  chiefly  with  his  perimeter  in  recog- 
nising and  observing  pituitary  disease.  For  want  of  perimetry  in  cases 
of  optic  atrophy  I  feel  sure  much  interesting  material  is  overlooked.  The 
typical  condition  is  one  of  bitemporal  hemianopia,  but  the  statement  by 
no  means  covers  the  question.  Nettleship  ^  emphasised  for  us  facts 
which  Forster,  Treitel  and  Doyne  had  previously  pointed  out — viz.  that 
cases  of  central  scotoma,  at  first  glance  simulating  tobacco  amblyopia, 
exist,  in  which  extension  of  the  scotoma  eventually  results  in  bitemporal 
hemianopia.  Taking  into  consideration  the  large  size  of  the  macular 
bundle,  Nettleship  thought  that  disease  involving  the  anterior  angle  of 
the  commissure  might  explain  these  cases  and  their  progress.  Dean  and 
Usher's  experiments  are  probably  the  most  conclusive  as  to  the  course  of 
the  macular  fibres  in  the  chiasma.  My  diSiculty  in  regard  to  pituitary 
tumours  is  to  conceive  how  they  can  press  first  at  the  anterior  angle  of 
the  commissure — if  they  had  eroded  the  anterior  inferior  wall  of  the  sella 
turcica,  invaded  the  sphenoidal  air-cells  and  then  extended  through  their 
roof,  they  might  reach  the  required  point.     In  Nettleship's  cases  there 
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was  uo  evidence  of  siuiis  disease  ;  nowadays,  we  have  the  advantage  of 
X  rays  to  eliminate  or  prove  bone  erosion.  He  then  narrated  a  case  of 
pituitary  tumour  with  an  expanding  central  scotoma  as  the  first  symptom 
in  the  second  eye,  when  the  first  was  already  blind.  X  rays  showed 
destruction  of  the  dorsum  sellse,  but  none  of  its  anterior  wall  or  floor. 

On  the  other  hand,  he  narrated  another  case  in  whom,  with  total 
blindness  of  one  eye,  the  vision  in  the  other  was  beginning  to  be  affected 
in  what  he  had  previously  suggested  is  the  most  usual  way — viz.  by  a 
loss  of  temporal  field  which  first  reveals  itself  in  the  upper  periphery. 

This  case  may  be  Cjuoted  in  some  slight  support  of  what  Mr.  Doyne 
has  advanced — viz.  that  hemianopia  of  the  colour-sense  may  precede  that 
of  the  form-sense,  and  give  us  a  guide  for  prognosis.  Gushing  agrees, 
and  has  reported  cases,  and  I  believe  Mr.  Treacher  Collins  could  quote  us 
a  case  in  support.  Perhaps,  in  favour  of  disturbance  of  the  colour-sense 
as  an  early  phenomenon,  is  the  fact  that  patients  often  complain  that  they 
see  everything  as  if  through  a  "  blue  haze." 

We  have  also  to  recollect  that  in  a  proportion  of  the  cases  of  pituitary 
body  enlargements,  homonymous  hemianopia  is  the  symptom  in  the 
earlier  development  of  the  case ;  indeed,  it  is  said  to  be  about  half  as 
probable  as  a  bitemporal  hemianopia.  I  am  c|uite  certain  that  an  evenly 
balanced  loss  of  temporal  field  in  each  eye  of  simultaneous  onset  is  the 
exception  and  not  the  rule.  In  many  cases  one  eye  is  already  blind,  and 
we  learn  by  the  history  that  its  vision  went  from  the  temporal  side  only 
when  the  patieut  first  consults  us  for  failure  of  the  second  eye ;  such 
failure  is  found  to  be  developing,  as  an  upper  temporal  loss  of  field, 
perhaps  preceded  by  a  more  advanced  hemiachromatopsia,  or  as  a  centi-al 
scotoma  expanding  into  the  temporal  field.  Moreover,  there  are  cases 
where  one  eye  having  reached  total  bhndness,  w-hile  the  other  preserves 
the  nasal  field,  some  change  in  the  incidence  of  the  lesion  exactly  reverses 
the  visual  result  in  the  two  eyes.  Optic  nerves  are  not  in  these  cases 
always  as  atrophic  as  the  pallor  of  their  papillae  would  suggest,  and  the 
successes  as  regards  recovery  of  vision  of  cases  where  pituitary  cysts  have 
burst  or  been  evacuated  by  operation  must  be  borne  in  mind. 

We  have  gone  far  enough  to  enable  us  to  appreciate  that  the  visual 
symptoms  dependent  upon  enlargement  of  the  hypophysis  are  variable, 
and  that  direct  pressure  on  the  optic  chiasma,  so  glibly  invoked,  is  far 
from  being  a  satisfactory  explanation  of  most  of  the  cases.  It  is  quite 
true  that  experimentally  a  sagittal  section  through  the  middle  of  the 
chiasma  w^ould  cause  immediately  a  symmetrical  bitemporal  hemianopia. 
Can  we  conceive  of  a  tumour  originating  in  the  interpeduncular  space 
producing  by  its  pressure  on  the  chiasma  effects  so  definite  and  precise  ? 
It  would  require  almost  a  knife  edge  to  do  it ;  the  transverse  measure- 
ment of  the  whole  chiasma,  including  the  non-decussating  fibres  at  each 
lateral  angle,  is  not  more  than  |  in.  It  is  even  still  more  difficuit,  on 
this  generally  accepted  basis,  to  explain  the  cases  of  bitemporal  hemi- 
anopia which  develop  by  an  expanding  central  or  paracentral  scotoma. 
I  have  quoted  a  case  this  evening  where  one  eye  having  become  com- 
pletely blind,  its  original  failure  starting  by  loss  of,  or  in,  its  temporal 
field,  failure  is  now  advancing  in  the  otlier  eye  by  means  of  a  scotoma 
expanding  into  its  temporal  field,  after  at"  least  a  year  of  interval. 
Simultaneous  and  anything  like  symmetrical  development  of  bitemporal 
hemianopia  is  not  common  in  the  cases  we  are  considering.  Homony- 
mous hemianopia  may  be  the  feature.  In  my  experience  loss  of  one 
temporal  field,  followed  by  loss  of  the  nasal  field  in  the  same  eye,  and 
after  an  interval  by  loss  of  the  temporal  in  the  other  eye.  is  as  common  a 


July,  1913.]  Rhinology,  and  Otology.  359 

sequence  of  events  as  the  development  of  a  bitemporal  hemiauopia  ;  it 
seems  likely  that  half-vision  tields  for  the  colour-sense  may  precede 
heniianopia  of  any  character  when  caused  by  pituitary  enlar^'ement. 
Cases  which  indicate  undoubted  change  in  the  incidence  of  the  injurious 
pressure  are  on  record,  as  well  as  those  of  unexpected  recovery  after 
spontaneous  rupture  or  operative  tapping  of  cystic  swellings.  The 
pituitary  body  is  securely  ensconced  in  the  bony  sella  turcica,  its  stalk- 
depending  through  the  small  aperture  in  the  diaphragma  sellse  of  dura 
mater.  When  it  enlarges,  skiagrams  prove  that  it  expands  most  often 
by  erosion  of  the  posteriorly  overhanging  dorsum  sellae  ;  tlie  anterior 
boundary  of  the  sella  turcica  is  seldom  disturbed.  Tumours  of  the  hypo- 
physis may  burst  into  the  sphenoidal  air-cells  anteriorly  and  thence 
through  their  lateral  walls  into  the  orbits ;  the  initial  bony  difficulty 
having  been  overcome  the  gi'owth  secures  room  for  unimpeded  extension 
in  these  directions.  Laterally  the  cavernous  sinuses  bound  the  sella 
turcica,  the  bony  walls  being  here  deficient ;  the  sinuses  are  very  tough 
and  offer  firm  resistance ;  the  third,  fourth,  or  first  division  of  the  fifth 
nerve  in  the  outer  wall  may  be,  though  they  are  but  rarely,  implicated  by 
pituitary  tumours ;  the  sixth  nerve  in  the  floor  of  the  sinus  groove  under 
the  carotid  artery  still  more  rarely  is  pressed  upon.  Anosmia  is  not 
uncommon — in  post-mortem  examinations,  the  olfactory  lobes,  or  their 
roots  forming  the  antero-lateral  boundaries  of  the  anterior  perforated 
spots,  are  often  found  to  be  involved,  but  this  is  in  the  last  stages  of  the 
disease.  I  should  be  glad  to  know  whether  neurologists  think  the 
anosmia  present  in  a  proportion  of  pituitary  cases  could  be  attributed  to 
involvement  of  the  uncinate  gyrus.  Epileptiform  attacks  ushered  in  by 
an  olfactory  or  gustatory  aura  are  not  uncommon. 

Personally,  my  cogitations  are  leading  me  to  the  conclusion  that  the 
visual  phenomena  in  many  of  the  cases  are  explained  by  traction  effects  on 
the  visual  pathways  as  the  tvimour  extends  upwards  behind  the  chiasma 
and  between  the  optic  tracts  in  the  interpeduncular  space.  A  tumour 
fairly  symmetrical  in  outline  would  stretch  the  decvissatiug  fibres  in  the 
chiasma,  while  in  no  way  di-agging  on  the  direct  fibres,  and  gives  us  a 
bitemporal  hemianopia  ;  it  is  conceivable  that  the  highly  specialised  func- 
tion of  the  macular  fibres  might  be  more  readily  injured  than  that  of  the 
other  fibres  in  the  chiasma ;  on  a  traction  hypothesis  the  expanding 
scotoma  cases  are  to  be  understood,  and  hemiachromatopsia  can  be  recog- 
nised as  a  symptom  which  it  would  be  very  difficult  to  accept  on  a  direct 
pressure  hypothesis.  If  the  tumour  mass,  having  already  caused  a  bi- 
temporal hemiauopia,  increased  now  moi'e  to  the  right  than  to  the  left 
side,  it  would  probably  drag  on  the  left  optic  nerve  as  a  whole,  or 
accentuate  the  angle  between  the  left  optic  nerve  and  the  left  optic  tract ; 
in  either  way  the  fibres  from  the  temporal  half  of  the  left  retina  would 
now  suffer  by  dragging,  and  the  eye  would  be  rendered  blind  ;  the  tumour 
expanding  to  the  right  would  diminish  the  acuteness  of  the  angle  or  curve 
formed  by  the  right  optic  nerve  and  the  right  tract,  and  the  uncrossing 
fibres  fi'om  the  right  retina  might  long  preserve  their  function. 

A  pituitary  tumour  growing  in  the  interpeduncular  space  asymmetric- 
ally and  from  the  first  lying  more  to  the  right  than  to  the  left  of  the 
median  line  might,  I  think,  be  expected  to  injure  by  traction  first  tlie 
decussating  fibres  from  the  left  optic  nerve  and  then  its  non-decussating 
fibres  before  any  fibres  of  the  right  optic  nerve  become  unduly  stretched  ; 
as  the  crossing  fibres  from  the  right  retina  became  involved,  loss  of  tem- 
poral field  on  this  side  would  be  expected  to  occur,  either  centrifugally 
or  centripetally.     The  possibility  that  a  displaced  optic  nerve  may  receive 
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iujurious  pressure  from  the  bouy  optic  foramen  on  that  side  towards 
which  it  is  displaced  cau  also  be  conceived.  In  the  rarer  cases  of 
homonymous  hemiauopia  direct  pressure  on  the  optic  ti-act  concerned 
is,  no  doubt,  the  true  explanation;  in  the  tract  the  uncrossed  fibres  seem 
to  be  afforded  the  more  sheltered  situation. 

I  think  the  idea  of  traction,  rather  than  of  direct  pressure,  fits  in 
better  with  the  clinical  facts  and  the  anatomical  possibilities.  I  am 
inclined  to  think  also  that  it  is  more  compatible  with  the  recovery  of 
physiological  function,  which  in  a  few  fortunate  instances  has  occurred. 

The  question  is  one  Avhich  may  be  of  interest  not  only  from  an 
academic,  but  from  a  very  practical  point  of  view.  Although  up  to  now 
operative  treatment  of  pituitary  tumours  has  been  in  the  direction  of 
reaching  the  sella  turcica,  either  for  decompression  or  in  the  rather  futile 
hopes  of  meeting  witli  a  cyst  or  removing  a  growth,  by  the  trans-nasal 
route,  it  seems  likely  that  a  safer  and  more  surgical  methoil  may  be 
devised  through  a  fronto-temporal  opening  of  the  cranium.  In  the  hands 
of  a  cerebral  surgeon  who  recognises  his  own  limitations  and  those  of  his 
patient,  this  route  seems  the  more  hopeful.  The  decision  of  the  points 
1  have  raised  may  be  of  the  first  importance  in  enabling  the  surgeon  to 
decide  from  which  side  to  attack  the  growth. 

One  more  question  :  If  this  is  to  be  the  method,  would  a  free  removal 
of  the  bone  and  opening  of  the  dura  mater  on  the  opposite  side  at  the 
same  time  allow  any  more  freedom  for  elevation  and  displacement  of  the 
brain,  and  thus  give  more  ready  access  to  the  pituitary  region  ?  For 
experimental  purposes  on  dogs  Paulesco  found  this  bilateral  opening  of 
much  assistance.  The  point  could  be  readily  settled  by  a  surgeon  on  the 
cadaver. 

I^A  bilateral  procedure  has,  as  a  matter  of  fact,  been  employed  several 
times  by  Gushing  in  his  "  biitemporal  method''  and  a  l)ifrontal  operation 
has  been  performed  by  McArthur.  Init  perhaps  Mr.  Fisher  has  in  view 
elevation  of  the  anterior  half  of  the  skull-cap  elevating  both  frontals  and 
both  squamosals. — Ed.] 


The  Operative  Treatment. 

Dr.  William  Hill  dealt  with  the  question  of  operative  treatment. 
Surgical  decompression  and  even  partial  removal  had  now  been  carried 
out  on  the  continent  and  in  America  in  such  a  considerable  uuml>er  of 
cases  with  so  much  sul)stantial  relief  that  there  was  every  likelihood  that 
a  good  deal  of  operative  activity  would  centre  around  pituitary  tumours 
in  this  country  in  the  immediate  future.  He  was  not  qualified  to  discuss 
tlie  indications  for  operation  or  for  deciding  when  the  craniotomic  and 
when  the  naso-sphenoidal  route  was  to  be  preferred;  but  as  a  nasal 
surgeon  who  had  recently  opened  the  floor  of  the  pituitary  fossa  by  the 
simplest  nasal  method,  he  felt  qualified  to  criticise  from  a  rhinologist's 
point  of  view  the  formidable  technique  employed  abroad  by  general 
surgeons  who  had  embarked  on  these  operations.  For  the'  moment 
sin-geons  here  were  likely  to  lie  dominated  by  the  teachings  of  Gushing 
on  account  of  the  brilliant  operative  experiences  and  results  recorded  iu  j 
his  recently  publishe-l  and  remarkable  monograph.'  From  the  point  of ' 
vifw  (.f  the  rlunologist,  however,  Gushing's  favoured  method  of  operating 

'  See  p.  382  of  the  present  issue  of  the  Journal  of  L.\rynoologt,  RHiNOLoay, 
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was  uuuecessarily  sauguiuarv  and  severe,  and  teehuically  iuferior  iu  luauy 
respects  to  the  more  artistic  procedure  of  Hirscli,  a  Vienna  rliinologist. 
Cushiui,'  had  played  a  meritorious  part  in  sliowiug  that  the  mutihiting, 
extensive  and  dangerous  exenterations  ot"  the  Schlott'er  type  of  operation 
were  no  longer  necessary,  and  that  excellent  access  could  Ije  obtained  to 
the    sphenoidal    siniises    by  a    much    less    forniidal)le    method — viz.    by 
adopting  Halstead's  modification  of  Rouge's  infra-labial  operation.     But 
displacement  of  the  external  nose,  even  by  a  mitigated  operation,  is  not 
the  route  which  would  naturally  suggest  itself  to  a  rhinologist  in  order 
to  exeuterate  the  two  sphenoidal  sinuses,  which  is  after  all  only  one  step 
removed   fi-om   resecting   the   floor   of   the    sella    turcica.     Submucous 
resections  of  considerable  portions  of  the  cartilaginous  and  bony  nasal 
septum  are  of  almost  daily  occurrence  iu  a  rhinologist's  practice,  and 
these  operations  ai'e  invariably  done  jjer  vias  naturales — through  one  or 
other  nostril.     It  is  true  the  amount  of  septum  i-esected  is  not  usually  so 
extensive  as  required  in  approaching  the   sellar  floor,   but  it  is  a  quite 
simple  and  almost  bloodless  operation  to  make  a  large  submucous  tunnel 
to  the  rostrum  of  the  sphenoid,  and  is  often  done  under  local  anaesthesia. 
Rliinologists,  not  perhaps  frequently,  l>ut  at  all  events  occasionally,  open 
the  sphenoidal  cavities,  anil  this  can  always  be  done  through  the  nasal 
passages  with  certainty  and  precision  under  the  guidance  of  the  eye  ;  and 
to  follow  up  a  large  submucous  septal  resection  with  exenteration  of  both 
sphenoidal  sinuses,  and  removal  of   their  septum,  is  not  an  operation 
wliich  a  uasal  expert  would  regard  as  likely  to  put  special  strain  on  his 
surgical  resource  and  skill.     Should  the  patient's  anterior  uarial  opening- 
be  small,  and  it  is  desired  to  have  a  wider  proximal  end  to  the  long  muco- 
membranous  tunnel  leading  to  the  sellar  floor,  it  is  quite  easy  to  slit  up 
one  nostril  forwai'ds  and  upwards  as  carried  oiit   in   a  recent  case  by 
Mr.  Grraham.     The  patient  that  he  (Dr.  Hill)   had  operated  on  at  St. 
Mary's  Hospital  (at  the  request  of  Dr.  Leonard  Williams,  who  transferred 
her  to  him  from  the  French  Hospital)   was  a  pronounced  acromegalic 
with  polyglandular  lesions,  and  as  the  nostril  was  about  twice  as  large 
as  normal,  he  had  not  employed  Mr.  Graham's  modification,  but  carried 
out  the  pure  Killian-Hirsch  operation.    Mr.  Grraham's  auxiliary  incisions, 
either  through  the  nostril  as  just  mentioned,  or  of  Assuring  the  tip  of 
the  nose  and  columella,  as  the  deviser  himself  preferred,  were,  in  his  (the 
speaker's)  opinion,  valuable  modifications  in  the  technique  of  the  Killian- 
Hirsch  operation.     Of  course,  our  difficulties  were  not  at  an  end  wdien 
the  sphenoidal  sinuses  were  fully  exenterated  ;  to  proceed  to  the  removal 
of  the   sellar   floor   had   been    spoken  of   as   a   mere   extra   step,   but, 
admittedly,  if  one  did  not  keep  a  good  line,  it  might  be  a  dangerous 
step,  and  it  sometimes  terminated  in  a  leap  in  the  dark.     There  should 
be  no  danger  of  wounding  the  cavernous  sinuses  and  the  carotid  arteries 
if  one  were  careful  to  chisel  in  the  middle  line.     It  is  an  even  more 
serious  matter  to  perforate  too  high  up,  as  not  only  the  circular  sinus  and 
carotid  arteries  might  be  wounded,  but  injury  to  the  optic  chiasma  would 
increase  the  visual  defects  which  the  operation  had  been  primarily  under- 
taken to  relieve.     Of  course,  there  were  some   unavoidable   risks.     We 
might  be  unlucky  enough,  as  in  the  case  he  (Dr.  Hill)  had  operated  on, 
to  encounter  a  large  vascular,  malignant  tumour  which  had  invaded  the 
dura  mater  and  the  veins  connecting  the  two  cavernous  sinuses.     In  several 
recorded  cases  where  death  occurred  from  either  primary  or  secondary 
haemorrhage  an  identical  condition  of  affairs  was  found.     We  cannot 
always  expect  to  find  cysts  or  slow-growing  adenomas,  which  are,  of 
coui-se,  the  most  favourable  lesions  to  deal   with.     Dr.  Harris's  patient 
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was  much  relieved  for  a  few  weeks  by  a  decompression  operation  per- 
formed by  Mr.  G-raham.  by  a  modification  of  the  Killian-Hirsch  method, 
but  did  not  survive  more  than  three  days  after  removal  of  a  considerable 
piece  of  the  tumour  two  months  later.  In  this  case  also  the  post-mortem 
examination  disclosed  a  large  malignant  tumour  extending  up  to  and 
involving  the  floor  of  the  third  ventricle,  the  major  part  of  the  tumour, 
as  in  the  speaker's  case,  being  above  the  floor  of  the  diaphragma  sellse. 

He  had  recently  looked  up  the  operation  mortality  in  the  first  hundred 
i-ecoi'ds  he  had  happened  to  come  across  of  cases  of  surgical  interference 
hy  the  nasal  route.  This  number,  recorded  by  twenty-nine  different 
operators,  by  no  means  included  all  the  records  of  the  published  operative 
results  to  date,  but  was  sufficiently  large  and  instructive  for  the  purpose 
in  view.  The  total  operation  mortality  in  these  hundred  cases  was 
twenty-four.  Of  forty  patients  operated  on  by  the  superior  nasal  route — 
/.  e.  either  by  Schloli'er's  original  rhinotomic  method  or  by  mitigated 
modifications  of  the  same — fifteen  had  died  as  the  immediate  result  of 
surgical  interference,  an  oper.ition  mortality  of  about  37  per  cent.  Of 
thirty-one  patients  operated  on  by  the  lower  nasal  route — the  Rouge- 
Halstead  method— four  only  had  died,  a  mortality  of  about  13  per  cent. ; 
whilst  of  twenty-nine  cases  operated  on  by  the  endo-nasal  method  of 
Hirsch  four  also  had  died,  which  worked  out  at  between  18  per  cent,  and 
14  per  cent.  If  we  took  the  immediate  operative  results  of  the  two 
surgeons  who  had  done  the  largest  number  of  these  operations,  we  found 
that  Gushing  had  four  deaths  out  of  twenty-six  cases  operated  on  by  the 
Eouge-Halstead  method,  and  Hirsch  had  three  deaths  out  of  twenty- six 
cases  operated  on  endo-nasally  by  the  Killian-Hirsch  method — the  deaths 
in  these  two  latter  lists  being  due  rather  to  the  uusuitability  of  the  cases 
for  operative  interference  as  found  at  the  post-mortem  examination  than 
to  ei'rors  in  operative  technique. 

He  would  not  go  into  statistics  of  temporaxy  or  of  prolonged  improve- 
ment brought  about  by  per-nasal  operations,  but  a  perusal  of  the  mono- 
graph of  Gushing  and  of  the  long  paper  by  Hirsch  in  Friinkel's 
Archiv.fur  Larynyologie^  would  show  that  very  substantial  amelioration 
of  some  symptoms  was  obtained  by  operation  in  a  considerable  number 
of  these  unfortunate  patients. 

He,  in  common  probably  with  most  present,  cherished  no  illusion  that 
pituitary  surgery  by  the  nasal  or  any  other  route  was  likely  to  prove  a 
very  specially  inviting  field  for  operative  aggressiveness.  Anyone  who 
thought  otherwise  would  do  well  to  study  carefully  the  convincing  paper 
by  their  President  of  that  evening  (Dr.  Tooth)^  on  500  cases  of  brain 
tumour  in  which  the  disastrous  results,  in  most  cases,  of  any  operative 
measures  beyond  mere  decompression  were  clearly  brought  out.  Ehino- 
logists  hei-e  had  not  appeared  keen  to  embark  on  this  recent  extension  of 
nasal  surgery,  but  there  would,  he  thought,  be  no  difiiculty  in  inducing 
some  of  them  to  do  their  best  to  oblige  their  neurological  confreres, 
]»rovided  the  latter  could  make  a  suitable  case  selection. 

Dr.  Hill  demonstrated,  by  the  aid  of  large,  coloured  wall  diagrams, 
the  most  extensively  used  nasal  routes  of  approach  to  the  pituitary  fossa, 
and  exhibited  the  following  tabular  scheme,  which  includes  nearly  all  the 
operations  practised  or  suggested. 

A  star  (*)  indicates  the  methods  which  will  appeal  to  general 
surgeons,  and  a  double  star  (**)  those  likely  to  be  favoured  by  rhinologists. 

'  See  p.  378  of  this  issue  of  the  Journal  of  Lartngologt,  Ehinologt,  and    , 
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Central  Nasal — /.  e.  Septal  Routes. 

A.  Endo-nasal  Method. 

**  (1)  The  Killiau-Hirsch  method  :  Commeuciug  with  Killiau's 
resectiou  of  the  septuui,  followed  bv  resection  of  the  anterior  walls  and 
septum  of  the  sphenoidal  sinuses  +  removal  of  the  floor  of  the  sella  turcica 
originated  and  carried  out  many  times  (Hirsch,  and  later  by  Hill  once). 


B.  External  Rhinotomic  Methods. 

**  (2)  Enlargement  of  one  anterior  uarial  opening  by  an  anterior 
incision  forwards  and  upwards,  followed  by  the  Killian-Hirsch  operation 
(Graham). 

**  (3)  Vertical  fissure  of  the  tip  of  nose  and  columella,  followed  bv 
the  Killian-Hirsch  operation  (G-raham) .  (Transverse  fissure  of  coluiunell'a 
alone  suggested  by  Kanavel.) 


Hematoma  beneath  capsi/te 
of  Tumour 


Speculum 


•jV  Post.  Clin.Proe 


Accessory 
Sinus 


Ant^  wall  of  Sellar 
fo3Ss  removed 

AntC  wall  of  Sphenoidal 
Sinus  remoi/ed 


Fig.  1. — Diagram  bj-  Dr.  Hill  of  the  endonasal  decompression  operation. 
(Killian-Hirsch  methodi  performed  by  him  on  Dr.  Leonard  Williams's 
patient.  Post  mortem  a  post-operative  hcematoma  was  found  and  also  an 
accessory  air  sinus  in  the  basi-sphenoid.  The  Killian  speculum  should 
have  blades  9  cm.  long  in  order  to  reach  the  sphenoidal  sinuses.  The 
alternative  auxiliary  incisions  used  by  Mr.  Graham  are  indicated  by  dotted 
lines  a.t  G  G  and  ^f  g  ;  the  latter,  in  cases  of  narrow  noses,  can  be  extended 
upwards  slightly  to  the  left  of  the  mid-line  as  far  as  the  root  of  the  nose, 
the  nasal  bone  divided,  and  half  the  external  nose  turned  to  the  left  as  an 
osteoplastic  flap  (Linhart's  rhinotomy). 

(4)  Lariche's  external  transverse  naso-labial  incision  with  upward 
displacement  of  the  cartilaginous  external  nose,  followed  by  septal 
I  resection,  etc.  (Kanavel,  Mixter). 

*  (5)  Sublabial  oral  incision  (a  miniature  Rouge  operation)  with 
upward  displacement  of  the  cartilaginous  external  nose,  followed  by 
(Submucous  resection  of  septum,  etc.  (suggested  by  Lowe,  but  first 
carried  out  by  Halstead  and  later  adopted  by  Gushing). 

(6)  Vertical  central  fissure  of  the  whole  of  the  external  uose  with 
temporary  separation  of  osteoplastic  flaps,  followed  by  submucous  septal 
resection,  etc.  (suggested  by  Lijwe). 

(7)  Kocher  limits  the  fissure  to  the  bony  external  nose. 
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*  (8)  Bruus"  lateral  osteoplastic  displacement  of  tlie  external  nose  to 
the  right,  followed  by  septal  resection,  etc.  (Eiselsberg,  Stunime,  Thor- 
burn,  etc.). 

*  (9)  Ollier's  inverted  U-shaped  incision  with  downward  vertical 
osteoplastic  displaceruent  of  the  external  nose,  followed  by  septal  resection, 
etc.  (Hochenegg,  Kocher.  etc.). 

(10)  Allaudale's  operation.  Avhich  includes  Eouge's  snblabial  elevation 
of  nose  +  separation  of  the  maxillae,  osseous  palate,  etc.  (Koenig,  Lowe). 


Fig.  2. — Initial  sublabial  incision  in  the  Eoiige-Halstead  operation.     (After 

Halstead.) 


Septal     ^^         ^   s^ 
Cartilage'  ^ " 


Fio.  3. — Eouge's  upward  displacement  of  the  nose  preparatory  to  submucous  j 
septal  i-esection,  etc.     (After  Halstead,  slightly  altered.)  | 

I 
(11)  Bucco-palato-septal  route — partial  resection  of  the  hard  palatj 
and  of  posterior  part  of  septum,  etc.,  through  the  mouth  (suggested  b 
Koenig  and  Liiwe,  but  first  employed  by  Ballance).  | 

In  all  of  these  septal  routes  one  or  both  middle  turbinals,  and  eve: 
the  inferior  tribvmals,  can  be  removed  either  at  the  time  of  operation  0, 
a  few  days  beforehand.  The  lateral  compression  of  the  lateral  ethmoid:' 
regions  by  means  of  a  nasal  dilator  through  the  muco-membranou 
septal  tunnel,  as  carried  out  by  Kocher,  and  by  Gushing,  is,  however,  aj 
that  is  reallv  necessarv.  ( 
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a.  EndniKtsal  Method. 
(12)  Hajek's  imilatenil  etlimoidal  exeuteratiou,  followed  by  resection 
of  postei-o-siiperior  region  ot:  vomer  +  removal  of  the  anterior" walls;  and 
septum  of  sphenoidal  sinuses,  etc.  (Hirsch,  West). 


Fig.  4.— Brims'  lateral  osteoplastic  displacement  of  the  external  nose  ;  the 
first  stage  in  V.  Eiselsberg's  septal  rente  operation  (8).  This  probably 
affords  the  shortest  septal  ronte  to  the  sellar  floor.     (After  Bosworth.) 


5-  Fig.  6. 

Figs.  5  and  6.— Proust's  semi-diagrammatic  illustrations  (slightlv  modified) 
of  two  stages  of  Schloffer's  operation.  The  cross  (X)  in  Fig.  6*  shows  the 
centre  of  the  sellar  floor,  the  removal  of  which  is  the  next  stage. 

B.  External  Rliinotomic  Methods. 
(13)  Chiari"s  operation  carried  out  bv  an  incision  (allied  to  Langen- 
beck's  and  Moure's)  Ijetween  the  side  of  the  bouv  nose  and  orbit,  with 
removal  of  the  nasal  process  of  the  maxilla,  followed  bv  ethmoidal 
exenteration,  etc.,  as  in  Hirsch's  ethmoidal  method  (12)  described  above 
iChiarij. 
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(14)  Moure's  external  rhinotomy,  followed  by  etlimoidal  and  sphe- 
noidal exenteration,  etc.,  as  above. 

(15)  Watson- Williams's  osteoplastic  fronto-ethuioidal  operation  4- 
sphenoidal  exenteration,  etc.     (Suggested.) 

These  mainly  ethmoidal  routes  are  probably  destined  to  become 
obsolete. 

External  Rhinotomies  with  Combined  Septal  and  Ethmoidal 

Resections. 

(16)  Schloffer's  operation  commenced  with  downward  displacement  of 
the  external  nose  by  Ollier's  incision  with  a  frontal  prolongation ;  the 
upper  part  of  the  septum  was  removed,  and  fi'ee  exenteration  of  the 
frontal,  ethmoidal  and  sphenoidal  sinu.ses  on  each  side  carried  out,  even 
the  OS  planum  being  removed.  Hochenegg  used  Bruns'  incision,  and 
made  a  temporary  osteoplastic  flap  to  expose  the  frontal  sinus.  Eiselsberg 
and  others  adopted  this  latter  method  for  a  time. 

(17)  Dialti  resected  the  same  areas  as  Schloffer,  but  used  a  Y-shaped 
incision,  exposing  the  frontal  sinuses  and  fissuring  the  whole  of  the 
external  nose  in  the  mid-line  vertically. 

(18)  Kocher  formerly  fissured  only  the  bony  part  of  the  external 
nose,  using  a  central  vertical  incision  and  a  transverse  one  at  each  end, 
and  gaining  access  by  turning  aside  the  lateral  osteoplastic  flaps  ;  the 
subsequent  exenterations,  however,  were  nearly  as  extensive  as  those  of 
Schloffer  and  Dialti. 

(19)  The  above  unnecessarily  extensive  and  severe  procedures 
gradually  gave  place  to  a  mitigated  Schloffer  type  of  operation  in  which  ' 
the  external  nose  was  displaced  either  by  Ollier's  or  by  Bruns'  method, 
and  partial  ethmoidal  exenteration  was  carried  out  on  one  side  only  (the  I 
frontal  sinuses  not  being  touched),  the  upper  part  of  the  septum  1 
was  resected  and  the  sphenoidal  sinuses  opened  up  and  their  septum  I 
removed,  etc. 

It  is  becoming  more  and  more  obvious  that  there  is  no  necessity  to 
add  to  the  difficulty  and  danger  by  opening  the  ethmoidal  cells  at  all,  as 
removal  of  one  or  both  of  the  middle  turbinals,  or  even  compi-ession 
alone  of  the  lateral  ethmoidal  regions,  gives  sufficient  room  if  one  of 
the  submucous  septal  routes  is  employed.  (See  Septal  Route  operations  ' 
above.) 

Othee  Routes. 

(20)  Supi-ahyoid  lateral  pharyngotomy  and  opening  up  the  floor  of 
the  sphenoidal  sinuses  by  way  of  the  nasopharynx.     (Suggested  by  Lowe.) 

*  (21)  Lateral  subtemporal  craniotomy  (unilateral  method  first  carried 
out  V)y  Paul  on  Horsley's  suggestion  ;  also  employed  by  Horsley,  Gushing, 
Dalgren,  etc.     Bilateral  metliod  now  employed  by  Gushing,  etc.). 

*  (22)  Anterior  frontal  craniotomy  (unilateral  method  suggested  by  i 
Krause  and  carried  out  by  McArthur,  etc.  Bilateral  method  suggested  ' 
by  Kiliani  and  carried  out  by  McArthur,  etc.). 

The  craniotijinic  operations  of  Horsley  and  Krause  have  been  usefully  ; 
employed  in  some  instances  for  decompression  and  for  partial  removal  of 
large  tumours.  Gushing  has  operated  by  the  bi-temporal  route  in  some  j 
cases  where  a  previous  operation  by  the  naso- sphenoidal  route  had  proved 
insufficient  on  account  of  the  size  of  the  tumour,  which  had  extended  far  i 
beyond  the  limits  of  the  pituitary  diaphragm  and  involved  the  infundi-  i 
buluni  and  floor  of  the  tliird  ventricle,  etc.  l 

Mr.  Graham  said  all  lie  had  to  remark  was  that,  having  escaped  the 
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dangers  which  Dr.  Hill  euumerated,  it  was  (|uite  possible  to  eviscerate 
the  pituitary  fossa.  But  if  the  growth  had  got  beyoud  the  fossa  opera- 
tion was  uot  of  any  great  use  beyond  decompression.  If  it  were  possible 
to  make  the  confident  diagnosis  of  growths  restricted  to  the  fossa,  there 
was  no  reason  why  they  should  not  be  removed  completely,  particularlv 
in  the  case  of  adenomata  and  cysts. 

Dr.  Grainger    Stewart    showed  a   specimen  of  pituitary  tumour 
from  a  patient  whose  first  symptoms  commenced  in  1903  with  pain  in 
the  upper  division  of  the  left'fifth  nerve,  followed  by  a  gradual  onset  of 
paralysis  of  the  left  third  nerve.     The  pain  was  paroxysmal,  and  it  was 
thought  it  might  be  due  to  syphilic  meningitis  or  tumour.    He  was  radio- 
graphed, but  nothing  abnormal  was  seen.     He  was  treated  with  anti- 
syphilitic  remedies,  but  without  any  benefit.     He  was  next  seen  twelve 
months  afterwards.     At  that  time  "he  was  completely  blind  in  the  left 
eye,  and  had  temporal  hemianopsia  in  the  right.     In  December,  1904, 
the  patient,^who  was  under  the  care  of  Sir  William  Gowers,  was  operated 
on  by  Sir  Victor  Horsley,  who  removed  the  bone  on  the  left  side  of  the 
head  in  the  frontal  region,  and  exposed  the  tumour  by  lifting  up  the  left 
frontal  lobe.    The  left  side  was  chosen  because  the  cranial  nerve  symptoms 
were  left-sided,  and  the  presumption  was  that  the  tumour  would  extend 
more  to  the  left  side  than  to  the  right.     The  tumour  was  visible  at  the 
operation,  and  Sir  Victor  Horsley  scraped  some  of  it  away  with  a  spoon. 
The  patient  recovered  perfectly  naturally  from  the  operation,  but  the 
whole  tumour  was  not  removed.     Unfortunately  there  was  practically  no 
alleviation  of  the  symptoms.     As  the  pain  along  the  distribution  of"  the 
fifth  nerve  continued,  another  operation  was  done  six  months  later,  in 
1905.     Sir  Victor  Horsley  this  time  removed  the  left  Gasseriau  ganglion. 
The  pain  then  stopped  and  the  patient  remained  practicallv  in  the  same 
condition  as  before  the  operation,  with  the  exception  of  being  free  from 
pain.     About   three   months   after   the   operation  he  sudde'nlv  became 
hemiplegic  on  the  right  side  with  aphasia.     For  seven  years  he"^remained 
aUve,  and  though  he  completely  lost  his  vision,  he  recovered  his  speech 
after  he  had  been  aphasic  for  two  years.     It  was  not  until  the  last  three 
' -r  four  years  that  he  began  to  develop  glandular  symptoms  ;  he  became 
very  adipose,  his  complexion  became  pale  and  waxy,  his  sexual  organs 
regressed,  and  his  hair  began  to  come  out.     This  case  resembled  the  one 
which  was  shown  at  the  last  meeting— a  man,  aged  fifty-one,  who  for 
many  years  had  had  adiposity  and  sexual  regression  tvpical  of  deficient 
action  of  the  posterior  lobe  of  the  pituitary  gland.   He  "wished  to  mention 
ithe  case,  shown  last  week,  which  Mr.  Rutson  James  had  sent  to  him,  and 
which  corresponded  to  the  Lorain  type.    The  patient,  a  girl,  aged  twentv, 
who  looked  like  a  child  of  fourteen,  had  an  infantile  uterus,  but  some 
pubic  and  axillary  hair.     Her  symptoms — headache,  vomiting,  etc.— were 
'jf  a  year's  duration.     At  first  they  recurred  every  month,  so  that  her 
mother  thought  they  were  connected  with   menstruation.     Later    she 
leveloped  fits  and  signs  of  general  intracranial  pressure,  with  failure  of 
nsion.     She  was  an  example  of  affection  of  the  pituitary  body,  in  which 
here  was  true  infantilism  ;  her  sexual  organs  w-ere  infantile!!  but  there 
I'vas  no  adiposity  or  increase  of  sugar  tolerance.     She  gave  a  verv  well- 
iiiarked   thermic   reaction   on  injecting  extract   of  anterior  lobe  'of  the 
l^-^uitary.    Therefore  he  suggested  she  was  an  example  of  hvpopituitarism, 
|ittecting  chiefly  the  anterior  lobe.     If  the  thermic  test  was  of  value,  she 
•^as  sufPering  from  deficiency  of  that  lobe. 

With  regard  to  the  treatment  of  pituitary  cases  in  general  there  was 
10  doubt   that    the   majority  of    these   patients   would   live  for   years 
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Avitliout  operation,  aud  the  only  object  of  operative  interference  seemed 
to  be  to  save  the  sight.  If  that  coiikl  be  satisfactorily  carried  out  by 
nasal  operation,  he  believed  that  much  of  the  difficulty  which  at  present 
confronted  the  profession  would  be  removed.  It  was  now  possible  to 
diagnose  these  cases  very  much  earlier  than  when  one  had  to  rely  upon 
the  development  of  ophthalmic  symptoms.  That  being  so,  he  ctid  not 
see  whv  in  a  short  time  it  should  not  be  possible  to  treat  the  glandular 
manifestations  of  such  cases  by  extracts  of  either  the  anterior  or  the 
postei'ior  lobe  of  the  pituitary  body,  according  to  the  results  of  the 
different  tests  which  were  applicable  to  such  cases,  and  by  timely 
operation  by  the  nasal  route  to  retard  or  prevent  the  loss  of  vision. 
Careful  examination  shouLl  permit  of  appropriate  post-operative  glandular 
treatment  to  compensate  for  the  disturbance  or  destruction  of  the  gland 
consequent  upon  operation. 

Radiography  of  the  Pituitary. 

Dr.  Theodore  Thompson  said  he  wished  to  draw  attention  to  certain 
radiographic  appearances  in  cases  of  pituitary  enlargement.     The  radio- 
grams were  all  taken  by  Dr.  Gilbert  Scott,  Radiographer  to  the  London 
Hospital.     The  taking  of  these  radiograms  requires  great  care,  and  a 
special  apparatus  has  been  devised  by  Dr.   Scott  to  ensure  the  accurate 
apposition  of  the  orbital  plates  and  a  clear  view  of  the  sella  turcica.     In 
the  normal  sella  turcica  the  appearances  are  fairly  constant.     The  cavity 
is  roughly  circular  in  outline  in  the  radiogram.     The  diameter  of  the 
circle  is  about  1"2  cm.  and  the  posterior  clinoid  process  is  separated  from 
the  anterior  clinoid  process  by  about  I  cm.     The  posterior  clinoid  process 
may  be  sharply  pointed,  or  have  a  blunted  or  bulbous  end.     The  base  of 
the  fossa  is  formed  by  dense  bone,  which  throws  a  strong  shadow.     In 
pituitary    enlargement   the    appearances   differ  considerably   in  various 
cases.     He  showed  two  cases  of  pituitary  tumour ;  in  the  one  there  is 
bitemporal  hemianopia  but  no  sign  of  acromegaly  or  infantilism ;  in  the 
other  there  is  typical  acromegaly  without  any  limitation  in  the  fields  of 
vision.       In  the  case  of   bitemporal   hemianopia  the  pituitary  fossa  is 
shallow  and  greatly  enlarged,  and  the  striking  feature  is  the  separation 
of  the  anterior  and  posterior  clinoid  processes,  which  now  are  separated 
to  a  distance  of  2"3  cm.     In  this  case  the  growth  has  evidently  enlarged 
upwards  and  involved  the  optic  chiasma.      In  the  case  of  acromegaly 
without  ocular  symptoms  the  appearances  are  very  different.     There  is 
marked  enlargement  of  the  sella  turcica  in  a  dowuAvard  direction,  and  the 
dense  bone,  which  in  normal  cases  forms  the  floor  of  the  cavity,  is  eroded. 
The  cavity  is  now  about  3  cm.  in  diameter,  the  enlargement  having  taken 
place  chiefly  in  a  downward  and  forward  direction.    The  clinoid  processes 
are  not,  however,  widely  separated,  being  only  distant  1"5  cm.  instead  of  i 
the  normal  1  cm.     In  this  case  there  is  clearly  an  enlargement  of  the  | 
anterior  lobe  of  the  pituitary  gland,  which  has  not  spread  upward  to  any  I 
extent  and  has  not  involved  the  optic  chiasma.    This  relation  between  the 
radiographic  appearances  and  the  clinical  symptoms  of  pituitary  disease  is 
important,  but  the  relationship  will  not  be  a  CQUstant  one,  for  an  enlarge-  ' 
ment  of  the  anterior   lobe   may  spread   upwards  and  involve  the  optic 
chiasma,  and  thus  give  the  coml)ined  ]ncture  of  acromegaly  with  ocular  ' 
symptoms.     It  would,  however,  be  interesting  by  examination  of  a  large 
uunil)er  of  cases  to  determine  whether  any  correlation  exists  between  the  ' 
degree  of  involvement  of  the  ocular  syniptoms  and  tl.e  separation  of  the  ; 
clinoid  processes. 
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Mi:.  Herbert  Tilley,  President  of  the  Section,  in  the  Chair. 

Cyst  of  the  Pituitary  Fossa ;  Operation  by  the  Nasal  Route.— 
C.  I.  Graham,  F.R.C.S.— Femule.  aoe.l  tliirtv-seven  :  ;ianiitt«',l  to  St. 
Marv's  Hospital  iiiuler  Dr.  Wilfred  Harris  oil  November  8,  1912,  for 
failing-  sight  for  eighteen  mouths,  temporal  headaches,  drowsiness, 'slow 
mental  reaction,  and  incontinence  of  urine  for  several  mouths. 

On  admission :  Articulation  good  :  slow  reaction  time ;  drowsv  • 
right  temporal  headache.  Eight  eye— blind,  optic  atrophv.  pupil  shows 
only  consensual  light  reflex.  Left  eye— vision  present  in  nasal  field, 
pupil  dilated  and  shows  neither  direct  nor  consensual  light  reflex! 
Urine  normal,  16  to  24  oz.  daily ;  no  trace  of  sugar  in  urine  for  twenty- 
four  hours  after  administration  of  7|  oz.  ghiicose.  Skiagram  shows 
pituitary  fossa  flattened  out  and  enlarged.  Temperature  98-4=  F., 
pulse  82,  respiration  20. 

By  November  26  the  drowsiness  had  increased  almost  to  coma: 
incontinence  of  urine  and  faeces:  eyesight  worse;  respirations  had 
slowed  to  nine  or  ten  per  minute.  Urotropine  (90  gr.)  was  o-iveu  bv  the 
mouth.  '  ^ 

Operation  (November  27.  1912)  :  Half  an  hour  before  operation 
morphine  (i  gr.)  and  atropine  (^^  gr.)  were  injected  subcutaueouslv. 
A  quarter  of  an  liour  before  operation  both  uasal  fossa?  were  packed  with 
gauze  strips  soaked  in  1  in  1000  adrenalin  containing  5  per  cent, 
cocaine.  Anaesthesia  was  induced  by  the  intravenous  injection  of  ether 
solution.  The  uasal  vestibules,  the*  upper  lip,  and  neighbouring  skin  of 
the  face  were  painted  with  tincture  of  iodine  (B.P.)  and  a  Sterilised 
cloth  was  laid  across  the  lower  part  of  the  face,  a  hole  being  cut  in  the 
cloth  to  admit  of  access  of  the  nose.  Illumination  was  obtained  bv 
means  of  a  Nernst  light  reflected  from  a  frontal  mirror.  One  assistant 
was  employed  to  keep  the  field  of  operation  free  from  blood.  The 
mcision,  which  was  made  through  the  skin,  commenced  at  the  tip  of 
tbe  nose  and  was  carried  to  the  upper  lip,  dividing  in  its  course  the 
columella  and  about  ^  in.  of  the  philtrum,  keeping  accuratelv  in  the 
middle  hue.  The  free  edge  of  the  septal  cartilage  was  defined  \and  the 
sv-in  of  the  vestibule  raised  from  each  side  of  the  septum.  It  was  at 
tins  stage  that  the  oozing  of  blood  from  minute  points  caused  consider- 
able delay  in  raising  the  vestibular  skin,  but  the  difficultv  was  overcome 
Ijy  assiduous  mopping  :  and  from  this  stage  to  the  completion  of  the 
operation  the  haemorrhage  was  insufiicient  to  cause  inconvenience 
regular  mopping  being  all  that  was  necessarv.  The  mucous  membrane 
was  easily  raised  from  the  sides  of  the  septum  and  the  elevation  was 
carried  back  to  within  1  in.  of  the  posterior  edge.  A  speculum  with 
narrow,  o  m.  blades  lield  the  mucous  flaps  aside  during  the  removal  of 
■Hat  part  of  the  septum  Avhich  corresponded  in  autero-posterior  depth 
with  the  ijiLsed  mucous  flaps,  and  in  vertical  depth  with  the  skin  incision, 
file  tip  ot  the  nose  l^eing  finuly  upturned  bv  the  hand  holding  the 
^peculum  The  mucous  membrane  over  the  posterior  ed^re  and  upper 
part  ot  the  vomer  was  raised  bv  means  of  a  dental  "  stopper  "'  which 
erminates  m   a   single   corkscrew   turn:  the   excursion  of   the    instru- 
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iiieiit  along  the   posterior  edge   of   the   vomer   was   controlled   by   the 
index-fiucrer  of  the  left  hand  in  the  post-nasal  space.     Killian's  long 
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I 


uasal^speculuni  ^vith  flat  blades,  h  in.  by  4^  in.,  was  then  substituted 
for  tlie  smaller  instrnment.  and  the  vomer  was  twisted  from  its  attacli- 
ment  to  the  sphenoid  bv  means  of  Luc's  ethmoidal  forceps.  As  it  ^\as 
found  that  the  middle  turbinals  encroached  upon  the  mucous  membrane 
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tmiuel.  they  were  foivibly  separated  by  means  of  a  metal  glove- stretcher, 
with  screw  attachment  on  the  handles,  the  blades  being  inserted  into 
the  timnel.  The  mucous  membrane  was  then  elevated  from  the  anterior 
surface  of  the  sphenoid  so  that  the  ostia  of  the  sinuses  were  clearly 
lirought  into  view.  The  anterior  wall  and  intersinous  septum  of  the 
sphenoid  were  removed  by  means  of  small  blunt  iiooks  and  Luc's 
ethmoidal  forceps.  The  sinuses  were  symmetrical,  and  there  was  no 
liidging  to  indicate  the  position  of  the  pituitary  fossa.  The  position  of 
I  he  pituitary  fossa  was  found  by  taking  a  line  which  commences  at  the 
i miction  of  the  alfe  nasi  and  upper  lip,  and  runs  upwards  and  backwards 
towards  the  junction  oi  the  pinna  with  the  side  of  the  head,  and  this 
line  will  be  foiuid  to  pass  immediately  beneath  the  lower  and  outer 
margin  of  the  orbit.  A  line  commencing  at  the  same  spot  and  traversing 
the  lowest  part  of  the  cavity  of  the  orbit  will  be  found  to  encroach  upon 
the  optic  chiasma.  The  opening  into  the  pituitary  fossa  was  made  by 
jilaciug  a  long  chisel  parallel  to  the  correct  line,  with  the  chitting  edge 
luainst  the  roof  of  the  sphenoidal  sinus,  and  then  cracking  the  bone 
iiy  a  few  gentle  taps  of  a  hammer,  a  mastoid  burr  Avith  a  small  head 
completing  the  stage.  Immediately  the  bone  was  removed  there  was 
;i  rush  of  from  1  to  2  dr.  of  blood-stained  fluid,  and  when  the  fluid  was 
removed  dura  mater  was  found  to  be  lying  against  the  opening.  After 
enlarging  the  opening  in  the  bone  the  dura  mater  was  incised,  and  as 
this  gave  rise  to  brisk  haemorrhage  on  the  two  repeated  attempts  at 
exploration,  the  operation  was  concluded  by  swabbing  out  the  area  of 
operation  with  mops  soaked  in  1  in  4000  aqueous  solution  of  mercury 
biniodide,  and  then  inserting  a  suture  near  each  extremity  of  the  skin 
incision,  and  sealing  the  wound  by  collodion  and  cotton-wool. 

Before  consciousness  returned  respirations  were  24,  temperatvire  97°  F.. 
pulse  100.  During  the  first  twenty-four  hours  after  the  operation  there 
was  great  thirst,  frequency  of  micturition,  and  polyuria  (100  oz.).  She 
was  excited  and  garrulous. 

The  local  after-treatment  consisted  of  instillation  of  hydrogen  peroxide 
into  the  nasal  fossae,  followed  by  gentle  irrigation  with  normal  saline. 
Sixty  grains  of  urotropine  were  given  by  the  mouth  upon  the  third  and 
fourth  days  after  operation  respectively,  then  from  the  fifth  day  to  the 
seventeenth  inclusive  45  gr,  Avere  given  daily. 

December  12  (fifteen  days  since  operation)  :  No  incontinence  since 
operation ;  the  patient  is  practically  normal  with  the  exception  of  the 
sight,  which  she  thinks  has  improved  slightly.  She  has  been  getting  up 
daily  since  December  10. 

The  patient  left  the  hospital  on  December  17,  1912,  twenty  days  after 
the  operation. 

Dr.  Dan  McKenzie  said  that,  so  far  as  he  knew,  this  was  the  first 
case  of  the  kind  which  had  been  operated  upon  in  Britain,  and  Mr. 
G-raham  was  to  be  congratulated  upon  his  success.  A  fair  number  of 
cases  had  been  dealt  with  successfully  abroad.  He  thought  the  object  of 
selecting  the  route  for  submucous  resection  was  to  minimise  the  chances 
of  infection,  and  that  probably  contributed  to  the  success.  With  rega?jd 
to  the  non-recovery  of  sight,  he  supposed  that  to  be  due  to  the  fact  that 
the  damage  to  the  eye  had  lasted  too  long. 

Meeting  on  March  7,  1913. 

Specimen  of  Cerebral  Tumour  which  involved  Pituitary 
Fossa;  Microscopical  Section.— C.  I.  Graham,  F.R.C.S.  — The  case  was 
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shown  at  the  meeting  of  the  Section  on  January  lU,  1913,1  after  operation 
on  November  27,  1912.  A  second  operation  was  performed  on  Januaiy 
29,  1913,  because  of  recurrence  of  marked  drowsiness  and  headaches. 

Because  some  difficulty  in  separating  the  muco-perichondrial  flaps 
made  by  the  previous  operation  was  anticipated,  it  was  decided  to 
approach  the  pituitary  fossa  by  way  of  the  left  nasal  fossa  proper ; 
therefore  the  ventricle  of  the  left  vestibule  was  laid  open  by  an  incision 
I  in.  in  length,  which  began  at  the  opening  of  the  naris  and  terminated 
at  the  tip  of  the  nose.  Next,  the  left  middle  turbinal  was  reduced  in 
size,  and  after  a  few  drops  of  blood  were  removed  on  wool  pledgets,  a 
vertical  incision  was  made  in  the  mucous  membrane  which  had  previously 
covei-ed  the  fi'ont  Avail  of  the  sphenoidal  sinus.  When  the  mucous 
membrane  was  separated  laterally,  some  difficulty  was  experienced  in 
distinguishing  the  dura  from  the  adjacent  Iwne ;  after  defining  the 
opening  into  the  fossa  by  means  of  a  probe,  more  bone  was  removed  by 
means  of  a  |iu.  burr.  Then  the  dura  "vvas  removed  by  Luc's  forceps  and 
the  fossa  explored.  A  piece  of  growth  was  removed  the  size  of  half  a 
walnut,  which  appeared  to  be  of  a  papillomatous  nature.  The  i>atient 
l)ore  the  operation  very  Avell  and  next  day  was  well  enough  to  be  moved 
to  another  ward  in  the  hospital,  but  the  same  uight,  thirty  hours  after 
operation,  suddenly  collapsed. 

Post-mortem. — Cerebral  convolutions  flattened.  An  encapsulated 
growth  the  size  of  a  small  golf-ball  was  found  in  the  position  of  the 
infundibulum  in  the  floor  of  the  third  ventricle,  distorting  the  optic  tracts 
and  raising  the  basal  ganglia.  There  was  a  breach  in  the  capsule  of  the 
growth,  where  it  lay  over  the  pituitary  fossa ;  the  fossa  contained  a 
markedly  compressed  pituitary  section,  but  no  growth  was  found  in  the 
fossa.  The  entire  floor  of  the  fossa,  which  was  very  large,  had  been 
removed,  the  boundaries  of  the  opening  being  the  cavernous  sinuses 
laterally,  the  olivary  eminence  anteriorly,  and  the  dorsum  sellse 
posteriorly.  There  was  no  effusion  of  blood,  nor  was  there  any  evidence 
of  sepsis. 

Provisional  diagnosis  of  perithelioma  by  microscopic  examination 
CDr.  Spilsbury). 

Brain,  with  large  Pituitary  Tumour,  from  Patient  who  died 
from  Haemorrhage  alter  Partial  Removal  of  Floor  of  Sella  Turcica. 
— W.  Hill,  M.D. — "Woman,  aged  thirty-two,  was  sent  by  Dr.  Leonard 
Williams  to  St.  Mary's  Hospital  for  the  operation  of  decompression  of 
pituitary  region.  She  was  of  massive  biiild,  and  presented  marked 
external  signs  of  acromegaly  in  skull,  face,  limbs,  etc.  The  skiagram 
showed  great  enlargement  and  flattening  of  the  pituitary'  fossa  with 
double  outline.  There  was  bitemporal  hemianopsia.  She  suffered  from 
drowsiness  and  marked  mental  hebetude.     A  large  goitre  was  present. 

A  portion  of  the  floor  of  the  pituitary  fossa  was  perforated  with  a 
mastoid  hand  burr  of  medium  size  after  the  sphenoidal  sinuses  had  been 
(jpened   (and  their   septum   removed)   through  a  tunnel  made  by  sub- 
mucous  resection   of   the   nasal    septum ;    a    Killiau  incision  only  was 
em])loyed  and  made  on  the  right  side  of  the  septinn.     On  withdrawal  of 
the  burr  after  it  had  sunk  into  the  fossa,  mainly  through  the  roof  of  the  i 
larger  right  sphenoidal  sinus,  there  was  a  very  free  flow  of  venous  blood,  I 
which  was  sto[)ped  by  plugging  with  gauze  dipped  in  adrenalin  solution.  | 
On  removing  the   plug  a  few  minutes  later  the  oozing  was  slight,  and  ' 
soon  almost  stopped.     A  large  fresh  nia)-ine  sponge  was  inserted  in  the 
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uaso-pluirvnx,  but  the  sphouoielal  sinuses  were  not  plugged,  as  it  was 
(leciiled.  after  consultation  with  Dr.  Williams  and  Mr.  Cxrahaiu,  that  even 
continuous  oozing  was  preferable  to  damming  up  blood  in  the  cranial 
cavity,  and  so  increasing  intra-crauial  pressure.  A  severe  haemorrhage, 
unfortunately,  occurred  two  hours  later,  and  the  loss  was  so  great  that 
the  sphenoidal  sinus  was  lightly  plugged  with  gauze  soaked  in  peroxide 
of  hydrogen.  As  a  good  deal  of  haemorrhage  came  on  again  later,  and 
the  pulse  was  bad,  tinner  plugging  was  resorted  to  and  bleeding  arrested, 
but  the  patient's  condition  became  gradually  worse,  with  marked  collapse 
and  syncope,  evidently  the  result  of  increased  intra-crauial  pressure,  and 
she  died  eight  hours  after  operation. 

Po.'ft-mortem :  The  convolutions  on  the  vertex  were  flattened,  and  the 
pituitary  fossa  was  found  to  be  of  enormous  size,  filled  with  a  soft, 
apparently  malignant  growth  into  which  haemorrhage  had  taken  place  ; 
the  tumour,  after  emerging  from  the  large  ring  in  the  dura  mater, 
expanded  to  the  size  of  a  Victoria  plum  and  merged  in  the  base  of  the 
brain  ;  its  thin  capsule  was  bulged  anteriorly  and  to  the  right  by  a  large 
hsematoma.  There  was  no  1)lood  anywhere  in  the  subdural  or  subarach- 
noid spaces,  but  there  was  an  excess  of  cerebro-spinai  fluid.  The 
unperforated  part  of  the  floor  of  the  sella  was  bared  and  eroded,  and 
showed  no  trace  of  dura  mater.  The  right  cavernous  sinus  was  apparently 
intact,  but  the  operation  hole  was  close  to  it,  and  possibly  a  rotten  vein 
leading  from  it  to  the  opposite  sinus  was  opened  by  the  burr,  or  the 
bleeding  may  have  been  from  the  tumour  itself. 

The  case  was,  as  it  turned  out,  cjuite  unsuitable  for  operative  inter- 
ference, and  well  illustrates  the  dilemma  with  which  one  is  confronted 
when  severe  bleeding  ensues  in  pituitary  fossa  operations. 

Dr.  W.  Hill  added  that  in  this  case  there  was  no  protecting  dura 
mater  present,  and  that  probably  explained  the  tremendous  haemorrhage 
when  the  burr  perforated  the  sellar  floor.  His  view  was  that  the  purely 
endo-uasal  Killiau-Hirsch  operation  was  not  always  the  best.  There  Avas 
in  the  woman  he  was  speaking  of  a  condition  specially  favourable  for  that 
operation,  however,  in  that  she  was  an  acromegalic  and  her  anterior  nares 
were  vei-y  large,  and  there  was  no  absolute  necessity  to  resort  to  Mr. 
Graham's  auxiliary  incisions  of  either  splitting  the  end  of  the  nose  or  of 
slitting  up  one  nostril.  In  an  ordinary  case,  however,  he  would  enlarge 
the  anterior  narial  opening  forwards  and  upwards,  to  get  a  wider  proximal 
opening,  as  Mr.  Graham  had  done  in  his  second  operation.  If  a  general 
sui'geou  undertook  a  pituitary  decompression  it  would  be  better  for  him  to 
choose  the  Oilier  or  the  v.  Bruns  operation  of  displacement  of  the  external 
nose,  because  that  would  bring  him  an  inch  nearer  to  the  floor  of  the 
pituitary  fossa.  For  a  rhinologist,  hoAvever,  there  were  no  inherent 
diflBculties  connected  with  the  Killian-Hirsch  endo-nasal  approach  apart 
from  haemorrhage  in  acromegalic  subjects.  With  increased  experience 
one  would  probably  come  to  look  upon  it  as  a  fairly  easy  operation,  biit  a 
large  tunnel  must  be  made  so  that  one  could  touch  the  sellar  protrusion 
with  the  finger.  One  must  not  resect  too  near  the  roof  of  the  sphenoidal 
sinus,  as  there  woidd  be  danger  of  wounding  the  optic  chiasma — the  real 
bugbear  of  these  operations.  The  cavernous  sinuses  could  lie  avoided  by 
keeping  to  the  middle  line,  but  one  mi;st  take  one's  chance  as  regards 
finding  large  inter-sinus  veins,  a  very  vascular  malignant  tiunour,  and 
absence  of  dura  mater,  a  combination  encountered  in  this  instance  and  in 
several  uther  recorded  cases  which  had  succumbed  to  haemorrhage. 

Mr.  Graham  said  he  had  been  struck  with  the  advantage  of  splitting 
the  nose  instead  of  working  through  the  nostril.     He  advised  the  surgeon 
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who  contemplated  the  operation  not  to  attempt  it  through  the  nostril 
unless  he  first  split  the  vestibule.  And  that  splitting  should  be  started  by 
the  median  incision.  Another  disadvantage  of  the  Hirsch  operation  was 
that  the  columella  was  there  the  whole  time,  and  that  caused  a  deviation 
of  the  instrument  from  the  middle  line.  His  incision  to  the  tip  of 
the  nose  only  could  be  enlarged  upwards  if  necessary,  and  then  one 
would  be  brought  almost  as  close  to  the  tumour  as  by  any  other  method. 
He  had  used  peroxide  of  hydrogen  for  a  considerable  time,  but  did  not 
believe  much  in  it.  Pressure  was,  in  his  \-iew,  better  ;  nothing  for  bleeding 
in  the  sella  turcica  excelled  plugging  with  sterilised  gauze  straight  on  to 
the  spot,  as  one  would  plug  any  bone  cavity. 

Mr.  "VVaggett  said  the  Section  should  feel  indebted  to  Dr.  Hill  and 
Mr.  G-raham  for  bringing  forward  their  cases,  which  served  to  illustrate 
the  fact  that  Avhereas  the  operative  technique  formed  an  interesting  and 
tempting  branch  of  nasal  surgery,  the  general  subject  of  pituitary 
disease  was  still  in  its  infancy.  At  the  present  time  it  Avas  not  even 
known  how  much  of  the  gland  could  be  removed  without  producing 
infantilism.  It  was  to  be  hoped  that  at  the  International  Congress  in 
August  the  literature  would  be  brought  up  to  date. 

Mr.  Pike  said  that  five  years  ago  in  Vienna  he  saw  Prof.  Eiselsterg 
do  an  operation  on  such  a  case  in  a  Avoman ;  Prof.  Tandler,  the  Professor 
of  Anatomy,  devised  the  operation  first  on  the  cadaver,  and  was  present 
at  the  operation,  as  also  was  the  radiographer.  The  head  of  the  patient 
was  lying  over  the  end  of  the  table,  in  the  surgeon's  lap,  and  he  opei'ated 
through  the  nose. 

Mr.  O'Malley  said  that  when  in  Vienna  he  had  seen  Hirsch  do  one 
of  his  cases,  and  there  were  certain  features  of  the  technique  which  struck 
him  at  the  time  as  being  somewhat  extraordinary.  The  opera^tion  was 
performed  in  the  out-patient  department  of  the  ear  clinic  at  the 
Allgemeine  Krankenhaus,  under  local  anaesthesia,  and  the  patient  sitting 
upright  on  a  stool.  The  septal  route  indicated  by  Dr.  "William  Hill  in 
the  diagrams  shown  that  day  was  the  one  adopted.  It  was  done  Avith 
biting  forceps  ;  he  did  not  see  a  chisel  used.  Soft  adenomatous  material' 
was  taken  aAvay,  and  the  patient  was  sent  back  to  the  ward.  Three 
weeks  later  the  patient  seemed  to  be  doing  Avell.  There  was  not  more 
haemorrhage  than  one  saAv  in  submucous  resections. 

Case  of  Pituitary  Growth.— C.  I.   Graham.  F.R.C.S.— S.  P— , 

aged  forty-three,  is  under  the  care  of  Dr.  Wilfred  Harris  for  failing 
eyesight  of  six  years'  duration,  giddiness  and  frontal  headaches,  dull 
and  heavy  in  appearance,  but  answers  quickly  and  intelligently ; 
amenorrhoea  thirteen  years ;  none  of  the  usual  external  signs  of 
acromegaly.  She  is  unable  to  read,  write,  or  seAv,  and  can  only 
distinguish  faces  of  persons  close  to  her.  Her  field  of  vision,  left  eye  for 
white,  has  definitely  contracted  since  1907,  while  the  right  eye  is  blind, 
except  for  large  Avhite  objects  in  upper  nasal  field.  The  left  pupil  reacts 
well  to  light  thrown  in  any  direction  :  the  right  pupil  reacts  badly  to 
light.  She  has  right  optic  atrophy  and  left  optic  neuritis.  There  is 
ptosis  of  both  eyes.  On  February  2,  1913,  8  oz.  of  glucose  Avere 
administered  by  mouth :  42  oz.  of  urine  Avere  collected  in  the  succeeding 
twenty-four  hours,  Avhich  shoAved  no  trace  of  sugar,  the  specific  gravity 
being  1020.  Skiagram  shows  enlargement  of  sella  turcica  Avith  apparent 
erosion  of  dorsum  sellae. 

The  exhibitor  intends  to  perform  a  decompressive  operation  by  the 
nasal  route  when  the  mouth  is  in  a  more  healthv  condition. 
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Meeting  of  January  10,  1912;  Monatss.f.  Ohrenh.,  Year  46,  No.  10. 


Prof.  Chiari  in  the  Chair. 


Abstract  of  Proceedinijs. 

A  Woman  after  Removal  of  a  Tumour  of  the  Hypophysis 
Cerebri  under  Local  Anaesthesia  by  the  Author's  Method.— Oskar 
Hirech.  The  patieut  was  a  girl,  aged  sixteen,  who  before  the  operatiou, 
six  Aveeks  previously,  showed  well  that  fatty  deposit  in  connection  with 
the  genitalia  and  disturbance  of  sexual  functions  associated  witli  this 
anomaly— catanienia  had  not  yet  commenced.  Loss  of  sight  accom- 
panied by  headache  had  occurred  some  three  years  ago,  and  when  first 
seen  in  November,  1911,  the  following  note  was  made  :  Right,  temporal 
hemianopsia,  vision  ^'^  ;  left,  blind.  In  this  month  the  right  middle 
turbinal  was  removed,  and  a  week  later  the  hypophysis  was  approached 
by  way  of  a  sul>mucous  septal  resection.  The  mucous  membrane  separated 
easily,  and  the  sphenoidal  sinus  was  then  exposed  with  a  chisel  and  the 
opening  completed  with  punch  forceps.  The  posterior  wall  was  now 
seen  to  be  bulged  forwards  within  1  cm.  of  the  anterior  boimdary  by  the 
tumour.  This  was  removed  in  a  similar  way  for  an  area  about  H  x  | 
cm.  and  then  the  dura  beneath  split,  the  tumour  lifted  out  and  a 
portion  of  its  tissue  taken  away.  As  there  was  i-eason  to  suppose  the 
tumour  was  of  a  large  size  a  glass  tube  bent  at  right  angles  was  then 
introduced  in  firm  application  with  the  surface  of  the  growth,  whilst  its 
other  end  was  connected  with  an  aspirating  apparatus,  and  thus  the 
remainder  of  its  contents  evacuated.  A  strip  of  iodoform  gauze  was 
then  laid  in  between  the  layers  of  mucous  membrane.  The  histological 
report  was  that  the  growth  consisted  of  an  adenomatous  tumour  of  the 
anterior  lobe  of  the  hypophysis  cerebri.  During  the  first  fortnight  the 
temperature  gave  some  anxiety,  reaching  as  high  as  40'5  C,  but  apart 
from  this  the  convalescence  was  uneventful,  and  at  the  end  of  the  fourth 
week  the  patient  appeared  in  exceedingly  good  health.  Her  vision  was 
now  ~f'-,  whilst  instead  of  her  previous  lazy  indifference  she  became  active 
and  most  communicative.  Her  weight,  liefore  the  operation  64  kg.,  now 
was  only  58  kg.,  and  a  normal  growth  of  hair  appeared  in  the  axillae  and 
over  the  mons  veneris. 

He  had  considered  that  the  tumour  must  be  of  large  dimensions  from 
the  fact  that  although  the  X-ray  picture  only  showed  a  moderate  enlarge- 
ment of  the  sella  turcica,  yet  the  optic  chiasma  was  involved,  and  this 
stinictui-e  did  not  lie  in  the  sulcus  as  usually  described  in  anatomy  books 
hut  about  1  cm .  further  forward.  In  support  of  this  latter  point  he  showed 
a  photogi'aph  of  a  median  sagittal  section  from  a  hardened  specimen 
prepared  by  Prof.  Hochstetter. 

As  the  vision  had  not  much  improved  the  lesion  of  the  optic  nerves 
must  have  been  so  severe  as  to  permanently  destroy  more  power  of 
recovery. 

He  had  perfonned  this  operation  eighteen  times  with  two  deaths,  and 
Spiesk  had  lately  published  an  account  of  another  with  a  good  result. 
He  knew  of  fifty-four  operations  on  the  hypophysis  by  other  methods, 
twentv-two  of  which  had  died. 
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A    Man,    aged    Sixty  -  five,    with     Dyspnoea.  —  Marschik. — 

Examination  showed  a  yellow  cylindrical  tumour  attached  to  the  inner 
and  anterior  aspect  of  the  first  tracheal  ring-,  rather  to  the  left  side,  of 
cartilaginous  hai'dness,  and  not  associated  with  any  inflammatory  signs. 
As  the  patient  would  not  allow  an  approach  from  outside  it  was  removed 
with  the  thermocautery  via  the  lai-yux.  It  was  probably  a  chondroma 
or  choudro- sarcoma,  but  the  histological  report  was  not  yet  to  hand. 

A  Man,  aged  Forty-two,  with  Slowly  Increasing  Right  Ex- 
ophthalmos for  the  last  Six  Months. — The  patient  had  been  sent 
on  from  the  eye  clinic  as  he  had  a  nasal  discharge  associated  with  polypi. 
As  investigation  of  the  nose  did  not  discover  any  cause  in  this  region, 
and  there  was  reason  to  suspect  an  intra-orbital  growth,  an  exploratory 
operation  was  performed,  which  revealed  a  definitely  encapsuled  tumour 
lying  to  the  inner  side  of  the  orbit  and  reaching  back  almost  to  the  optic 
foramen,  which  was  easily  removed  with  a  snare.  In  structure  it  proved 
to  be  a  cavernoiis  ancjioma.  The  exophthalmos  was  immediately 
restored,  the  oedema  slowly  subsided  and  the  vision  and  movements  were 
now  normal. 

A  Histological  Examination  of  the  Temporal  Bones,  from 
a  Case  in  which  Bilateral  Bony  Stapes-ankylosis  was  Diagnosed 
during  Life  (Otosclerosis;.  — Gustav  Briihl. — Sandwiched  between 
a  long  critical  and  historical  survey — surely  of  little  other  value  than  as 
testimon}'  to  the  exhaustive  monographical  research  of  the  author  (and, 
by  the  way,  the  excellent  classic  by  Denker  is  not  mentioned) — and  a 
discursive  debate  as  to  the  correct  terminology  and  pathology  of  the 
condition,  Briihl  gives  a  most  excellent  description  of  some  sections  taken 
from  a  young  single  woman,  aged  thirty-nine. 

The  patient  was    admitted   to   the   Dalldorf  Lunatic  Asylum    witl 
religious  mania  on  March  1,  19II.      She  was  the  youngest  of  a  familj 
of   fifteen.     A  gradually  progressive   deafness  had  commenced   at  hei 
nineteenth  year.     She  had  slight  tinnitus  but  never  giddiness,  and  there! 
was  no  spontaneous  nystagmus.     No  other  instance  of  deafness  in  theJ 
family  was  known.    The  objective  examination  revealed  nothing  abnormal,! 
and  the  functional  tests    led  to   the   diagnosis   of    "  otosclerosis   with 
bilateral   stapes-ankylosis."      Five    months   later   the   patient   died    of 
phthisis. 

A  histological  account  in  great  detail  is  supported  by  fourteen  good 
illustrations.  The  areas  of  altered  bony  tissue  Avere  chiefly  located 
between  the  cochlea  and  foramen  ovale,  the  stapes  fixed  by  bony- 
ankylosis  most  marked  anteriorly,  whilst  the  cochlear  capsule  and  its 
contents  Avere  not,  or  only  very  slightly,  involved^a  similar  condition 
occurring  on  either  side.  The  new-formed  bone-tissue  and  its  associated 
blood  -  supply  corresponded  in  appearance  with  other  sections  of 
otosclerosis,  and  thus  the  histological  examination  corroborated  the 
diagnosis  made  intra  vitatn. 

The  argumentative  discussion  which  centres  around  the  pui*ely  labora- 
tory point  of  view  seems  quite  to  have  eclipsed  the  clinical  import  of  this 
most  interesting  case,  which  illustrates  above  all  the  great  parts  Avhich 
mental  stress,  physical  strain  and  circulatory  disturbances  play  in  the 
aetiology  of  this  condition.  It  Avould  have  been  most  interesting  to  have 
had  sections  of  other  parts  of  the  skeleton.  Alex.  B.   Tweedxe. 
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PITUITARY  GLAND. 

Frazer.  J.  Ernest, — The  Earlier    Stages   in  the  Development   of    the 
Pituitary  Body.     "  Lam-et,"  September  28,  1912,  p.  875. 

A  short  account,  with  more  than  usual  detail,  of  the  early  state  of  the 
pituitary  body.  This  body  is,  as  everyone  knows,  formed  by  an 
upgrowth  from  the  primitive  mouth  (Rathke's  pouch),  meeting  a  pro- 
trusion (the  infundibulum)  from  the  forel)rain. 

Before  the  end  of  the  first  (foetal)  month  there  is  a  comparatively  large 
and  open  recess  passing  up  from  the  upper  part  of  the  early  mouth  cavity 
and  placed  in  contact  with  the  back  aspect  of  the  optic  recess  of  thefore- 
l)rain.  This  stage  in  the  pituitary  development  is  interesting,  because  it 
shows  the  definite  relations  to  each  other  of  the  regions  from  which  the 
[)arts  of  the  complete  structure  will  grow.  This  is  described  in  detail 
in  Frazer's  paper,  which  requires  to  be  read  in  extenso  to  be  appreciated. 
The  result  of  this  growth  is  that,  in  the  middle  of  the  third  month,  the 
originally  simple  stomodseal  pouch  has  been  divided  into  a  pharyngeal 
part  in  the  roof  of  the  naso-pharynx  and  the  free  edge  of  the  septum,  and 
an  upper  intra-cranial  part  that  is  forming  the  "  glandular  "  portion  of 
the  pituitary  body.  The  intermediate  or  basal  part  of  the  pouch 
disappears  in  the  base  of  the  skull.  The  occasional  presence  of  a  bony 
canal  suggests  that  it  may  sometimes  persist,  though  it  is  not  improbable 
that  this  may  be  only  a  persistence  of  vascular  tissue  in  some  cases.  The 
cavity  of  the  infundibular  growth  apparently  disappears  during  the  third 
month,  the  process  being  composed  mainly  of  neural  cells  continuous  with 
those  in  the  floor  of  the  third  ventricle,  but  with  a  layer  of  fibres  on  their 
ventral  side.  In  the  fourth  mouth  fibres  have  appeared  among  the  cells. 
To  sum  up :  during  the  second  and  third  months  Rathke's  pouch,  at  its 
dilated  upper  end,  grows  up  on  both  sides  of  an  infundibular  or  neural 
process,  and  encloses  its  proximal  part,  leaving  its  distal  end  freely 
projecting  behind.  At  the  same  time  lateral  groups  of  epithelial 
processes  spring  from  the  front  aspects  of  the  pouch  margins,  and  a 
central  group  from  its  front  aspect  between  these.  The  lateral  groups 
extend  from  below  upwards,  and  thus  reach  the  cornua  that  enclose  the 
neural  part,  and  in  the  interval  thus  occurring  between  them  as  they  pass 
Itackward  the  central  group  comes  to  the  surface.  The  groups,  enlarging, 
form  the  great  mass  of  the  gland  in  the  fourth  month  and  push  the 
cavity  to  the  back,  where  it  lies  luader  the  neural  portion.  The  buccal 
portion  loses  its  connection  with  the  naso-pharynx  about  the  beginning  of 
the  third  month  or  later,  but  a  persistent  tract  remains  below  the  skull 
running  dow'n  the  back  of  the  nasal  septum  to  the  angle  between  the 
latter  and  the  soft  palate.  Frazer  has  never  seen  any  tendency  of  the 
neural  part  to  invade  the  buccal  portion,  or  to  throw  out  any  processes 
whatever.  Madeod  Yearsley. 

Lodge.  S. — Cases  Illustrating  some  Intra-cranial  Conditions  of  General 
Interest.     -  Brit.  Med.  Journ.,"  March  16,  1912. 

In  this  paper  seven  cases  of  disease  of  the  pituitary  gland  are 
recorded. 

Acromegaly  was  the  chief  clinical  manifestation  of  five  of  these,  and 
adiposity  with  sexual  infantilism  of  the  reversive  form  of  the  remaining 
two. 
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One  patient  sixfEei-ecT  from  "  uncinate  fits."  Tlie  report  of  an  autopsy 
made  on  a  subject  of  acromegaly  with  gigantism  presents  some  interesting- 
details  of  the  morbid  anatomy  of  the  larynx,  nose  and  ear  in  that 
particular  syndrome. 

The  transphenoidal  route  was  adopted  for  draining  a  pituitary  cyst  in 
two  patients.  In  one  an  osteoplastic  flap  of  the  nose  was  turned  to  one 
side ;  and,  in  the  other,  the  nose  was  turned  up  by  a  large  sublabial 
approach.  The  septum  nasi  was  I'emoved  with  its  mvicosa  attached  in 
both  operations.  The  writer  would  strongly  i-ecommend  in  preference  to 
either  of  these  methods  that  elaborated  by  Gushing. 

The  sublabial  incision  is  not  more  than  2  cm.  in  length.  The  septum  is 
removed  submucously  through  a  submucous  resection  speculum,  the 
cavum  sellae  is  entered,  and  the  floor  of  the  pituitary  fossa  removed ; 
hsemorrhage  is  arrested,  the  septal  mucosae  fall  together,  and  the  sub- 
labial incision  is  closed.  One  of  Cushing's  patients  after  a  simple 
decompression  resumed  her  occupation  after  an  interval  of  seven  days. 
■Jushing  fui'ther  points  out  that  a  sellar  decompression  facilitates  radio- 
therapy, applied  thi'ough  the  nares :  and.  in  states  of  hypopituitarism, 
will  reduce  the  amount  of  pars  posterior  gland-substance  required  for 
efficient  opotherapy.  Author  s  Abstract. 

McCarthy  and  Karsner. — Adeno-carcinoma  of  the  Thyroid  with  Meta- 
stasis to  the  Cervical  Glands  and  Pituitary :  A  Contribution  to 
the  Pathology  of  Abnormal  Fat  Formation.  "  Amer.  Journ.  Med. 
Sci.,'"  vol.  cxliv,  No.  6. 

Among  the  clinical  varieties  of  excessive  and  aberrant  fat  formation, 
the  form  known  as  Adiposis  dolorosa  was  found  by  the  authors  to  be 
associated  with  lesions  of  the  pituitary,  thyroid,  and  sexual  organs,  and 
of  seven  cases  examined  i^ost-mortem  by  other  observers,  lesions  of  the 
thyroid  consisting  of  atrophy  with  compensatory  hypertrophy  were  noted 
in  all,  while  tumours  of  the  pituitary  were  present  in  three  cases  and 
pathological  lesions  of  the  gland  in  two  others. 

Similar  features  are  presented  by  some  of  the  other  varieties  of  lipo- 
matosis, and  while  one  of  the  cases  here  described  appeared  to  represent 
an  intermediate  type  between  adiposis  dolorosa  and  adiposis  cerebralis, 
and  showed  an  adeno-carcinoma  of  the  pituitary  body,  the  other 
(described  in  much  detail)  presented  features  of  the  three  groups— 
adiposis  cerebralis,  symmetrical  adeno-lipomatosis,  and  adiposis  dolorosa 
— and  was  associated  with  adeno-carcinoma  of  both  thyroid  and  pituitary 
glands.  In  this  second  case  the  lesion  of  the  pituitary  was  regarded  not 
as  a  metastasis  from  the  thyroid,  but  as  the  result  of  a  compensatory 
over-action,  followed  by  a  degenerative  process  predetermined  in  its 
nature  by  an  already  existing  similar  condition  in  the  thyroid. 

Thomas  Guthrie. 

Hirsch,  Oskar  (Vienna). — The  Operative  Treatment  of  Tumours  of  the 
Hypophysis  Cerebri  by  Endonasal  Methods.  ••  Aivhiv  fur 
LaryugoL,"  vol.  xxvi,  Part  III. 

In  this  important  paper  Dr.  Hirsch  gives  a  detailed  account  of  the 
pioneer  work  on  which  he  has  lieen  engaged  during  the  past  three  years. 
His  experience  of  operations  on  the  pituitary  body  by  the  endonnsal  route 
is  uniciue.  and  the  present  paper  is  l>ased  on  a  series  of  twenty-five  cases 
treated    in    this    way.     Four   of    the  cases   have   been  already  reported 
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(Archie  fur  Lari/iiiiol..  vol.  xxiv,  1910).  but  the  description  of  tlieni  is 
liere  repeated  in  full,  together  witli  details  as  to  their  sulisequeut  history. 

Cases  of  tumour  of  the  hypophysis  nuiy  be  divided  into  three  groups, 
according-  to  the  symptoms  which  they  exhibit:  (1)  Cases  of  well-marked 
acromegaly,  with  enlargement  of  the  hands,  feet,  nose,  tongue  and  jaw, 
thickening  and  pigmentation  of  the  skin,  increase  of  hair  on  the  body, 
enlargement  of  the  larynx  (hoarseness)  and  of  the  thyroid  gland.  The 
sexual  functions  are  altered,  and  disturbances  of  vision  are  common. 
(•2)  Degeneratio  adiposo-genitalis.  Increase  of  the  body-fat  together 
with  loss  of  sexual  function,  and  very  often  certain  trophic  changes,  such 
as  falling  out  of  the  hair,  brittleuess  of  the  nails,  disturbances  of  svreat 
and  urine  secretion,  and  lethargy.  Visual  disturbances  are  the  rule. 
(3)  Disturbance  of  vision  without  striking  changes  in  the  general  con- 
dition. Even  in  these  cases,  however,  careful  inquiry  will  almost  always 
disclose  the  presence  of  one  or  more  of  the  symptoms  mentioned  in  the 
second  group.  The  visual  disturbance  takes  the  form  in  this,  as  in  the 
I'th.er  groups,  of  diminution  of  acuity  and  contraction  of  the  visual  field. 
The  latter  shows  itself  very  frequently  as  a  bitemporal  hemianopsia,  and 
is  as  such  almost  pathognomonic  of  pituitary  growths.  In  the  early 
stages  colours  are  alone  affected. 

The  diagnosis  of  pituitary  tumours  is  based  on  a  consideration  of  the 
general  symptoms  pi-eseuted  by  the  case,  a  careful  examination  of  the 
eyes,  and  the  discovery  by  radiography  of  a  widened  sella  turcica. 

In  approaching  the  hypophysis  by  the  endonasal  route  the  choice  lies 
between  two  methods— the  ethmoidal  and  the  septal.  In  both  local 
anfesthesia  is  employed.  The  first  is  carried  out  in  three  or  fovu-  separate 
stages  at  intervals  of  a  few  days  as  follows:  (1)  Excisiou  of  the  middle 
turbinal  of  one  side ;  (2)  removal  of  the  posterior  and  some  of  the 
anterior  ethmoidal  cells  of  the  same  side,  so  as  to  lay  bare  the  whole 
anterior  wall  of  the  sphenoidal  sinus  ;  (3)  removal  of  the  latter  so  as  to 
expose  the  widened  sella,  which  is  opened  either  at  once  or  in  a  fourth 
stage.  In  the  septal  method,  approach  to  the  sphenoidal  sinus,  and  so  to 
the  pituitary  body,  is  obtained  by  a  submucous  resection  of  the  septum. 
Both  sphenoidal  sinuses  are  openetl  in  the  mid-line,  and  the  whole  opera- 
tion is  carried  out  in  one  sitting,  unless  narrowness  of  the  olfactory 
fissure  renders  necessary  a  previous  removal  of  both  middle  turl)inals. 
This  method  entails  less  risk  than  the  ethmoidal  of  infection  from  the 
nasal  cavities.  It  was  employed  by  the  author  in  all  the  cases  except 
one.  In  performing  the  operation  the  most  scrupulous  aseptic  pre- 
cautions are  observed,  the  instruments  being  re-sterilised  at  frec^uent 
intervals  during  the  course  of  the  operation.  Anaesthesia  is  secured  by 
the  application  of  cocaine  and  touogen  solutions,  and  by  infiltration,  with 
Schleich's  No.  2  solution,  of  the  whole  septal  mucosa  from  the  sphenoidal 
sinus  forward  to  the  menil)rauous  septum.  The  operation  is  carried  out 
with  the  patient  in  the  sitting  position.  After  removal  of  the  greater 
part  of  the  cartilaginous  and  bony  septum,  and  the  rostrum  sphenoidale, 
the  anterior  wall  of  the  sphenoidal  sinuses  is  cut  away.  This  exposes  the 
widened  sella  turcica,  in  which  a  transverse  incision  is  now  made  with  a 
chisel,  and  through  this  a  special  hook-shaped  elevator  is  passed  and 
inserted  between  bone  and  dura.  By  traction  with  the  elevator  the  bony 
shell  of  the  tumour  is  broken  away,  and  it  is  further  removed  with 
cutting-forceps  so  as  to  expose  as  large  an  area  of  dura  as  possible.  A 
flap  of  dura  is  turned  down,  and  the  tumour  pierced  in  order  to  discover 
whether  or  not  it  is  cystic.  If  it  is,  as  much  of  the  cyst-wall  as  possible 
is  excised.     If  solid,  the  tumour  is  removed  with  the  curette,  the  latter 
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being  used  maiuly  iu  a  downward,  direction,  and  only  witli  tlie  greatest 
gentleness  latei'ally  and  upward.  The  operation  is  completed  by  the 
insertion  between  the  niuco-periosteal  flaps  of  a  strip  of  iodoform  gauze. 
The  patient  leaves  hospital  in  from  eight  to  ten  days. 

The  results  of  the  opei-atiou  are  considered  in  reference  to  the  opera- 
tive mortality  and  to  the  influence  exercised  on  the  disease.  The  aiithor 
performed  twenty-six  of  these  operations  (one  of  the  twenty-five  cases 
being  operated  on  twice),  with  a  fatal  result  in  three  cases — a  mortality- 
rate  of  11 '5  per  cent.  By  the  addition  of  two  cases  operated  on  by 
Spiess  and  Holmgren  the  mortality  is  reduced  to  10"  7  per  cent.  This 
compares  very  favourably  with  the  mortality-rate  shown  by  other 
methods  of  operation,  which  varies  fi-om  13' 7  per  cent.  (Gushing)  to 
37'8  per  cent.  (Schloffer's  method).  Of  the  author's  three  fatal  cases,  one 
died  on  the  twentieth  day  after  opei*ation  of  meningitis,  the  patient,  who 
was  maniacal,  having  removed  the  nasal  plug  and  thus  probably  caused 
infection  of  the  wound.  The  second  case  died  on  the  eighth  day  from 
acute  pneumonia,  while  the  third  death  occurred  shortly  after  the  opera- 
tion from  haemorrhage  into  the  third  ventricle,  and  Avas  thus  clearly  the 
direct  result  of  the  operation. 

In  reference  to  the  effect  produced  liy  the  operation  on  the  disease, 
the  author's  records  show  three  cases  in  which  the  condition  remained 
unaffected,  five  in  which  a  temporary  improvement  (lasting  two  to  six 
months)  took  place,  and  fourteen  in  which  the  improvement — very  marked 
in  some  of  them — still  persists.  The  chief  benefit  consisted  of  restoration 
of  vision  and  recovery  from  mental  disturbances. 

The  outcome  of  these  operations  depends  on  the  natui'e  and  extent  of 
the  tumoui-s  and  on  the  power  of  recovery  of  the  optic  tracts  and  nerves. 
Cystic  tumours  and  those  that  are  whollj'  or  mainly  intra-sellar  give  the 
best  results. 

In  the  author's  opinion  resort  should  be  had  to  operation  in  all  cases 
of  tumour  of  the  pituitary  body  with  progressive  visual  disturbance, 
whether  the  tumour  appears,  as  shown  by  radiography,  to  be  chiefly 
intra-sellar  or  chiefly  intra-cranial.  The  indications  are  less  clear  iu  cases 
of  acromegaly  without  visual  disturbance,  but  in  view  of  the  intra-sellar 
situation  of  the  tumour  in  such  cases,  there  should  be  good  prospect  of 
permanent  cure,  especially  if  future  work  shows  a  further  reduction  in  the 
operative  mortality.  Thomas  Guthrie. 

Lee.  John  Robert. — Cyst  of  the  Pituitary  Gland,  with  Pressure  Symptoms: 
Operation;  Recovery.  "Australian  Medical  Journal."  October 
26,  1912. 

This  case  is  of  interest  on  account  of  the  route  followed  in  the  opera- 
tion for  the  removal  of  a  cyst  of  the  pituitary  gland.  It  will  be  evident 
that  such  a  route  might  be  followed  in  dealing  with  certain  diseases  of 
the  sphenoidal  sinus.  The  patient  was  a  girl,  aged  ten,  suffering 
from  polyuria  and  symptoms  of  intra-ci'anial  pressui-e,  e.  g.  headache, 
vomiting,  giddiness,  and  impairment  of  vision.  Operation :  The  upper 
lip  was  retracted,  and  an  incision  about  an  inch  long  was  made  down  to 
the  base  of  the  vomer.  The  muco-periostium  of  the  vomer  and  ethmoidal 
plate  was  separated  by  means  of  very  small,  then  increasing  sizes  of, 
Hegar's  metal  dilators.  The  nasal  septum,  including  the  vomer  and 
etlimoidal  plate,  was  nipjwd  out  piecemeal.  As  space  was  obtaine<l  hy 
removal  of  bits  of  the  septum  the  dilators  were  pushed  on  until  gradually 
the  muco-periostium  from  both  sides  of  the  septum  was  separated  intact. 
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The  whole  of  the  vomer  and  ethmoiil  plate  was  removed  until  uhimatelv 
the  l)asi-spheuoid  was  reached.  A  yood  view  of  the  base  of  the  skull  in 
this  region  was  olitained  by  keepini?  the  passage  open  with  a  long 
Killian's  speculum,  the  light  being  thrown  in  from  a  forehead  mirror. 
Htpinorrhage  was  effectively  controlled  by  swilling  with  pure  peroxide  of 
hydrogen.  The  V-shaped  process  of  the  articulation  of  the  vomer  with 
the  sphenoid  was  a  guide  to  the  proper  locality  on  sphenoid.  An  opening 
with  a  small  trephine  into  the  sphenoidal  sinus  was  continued  througli 
its  posterior  wall  into  the  sella  turcica.  A  cyst  cavity  containing  three 
drachms  or  clear  fluid  was  opened  into.  Through  preserving  the  muco- 
periostium  of  the  septum  the  nasal  fossa  was  not  opened  into,  and  the 
probabilities  of  sepsis  avoided.  A.  J.  Bradij. 


EAR. 

Jones,  Hugh  E. — The  Operative  Treatment  of  Aural  Vertigo  due  to 
Causes  other  than  Suppuration.  "  Liverpool  Medico-Chirunrieal 
Journ.,'' July,  1912. 

Ablation  of  the  labyrinth  for  uon-suppurative  aural  vertigo  was  first 
performed  by  Lake  in  1904,  and  siuce  then  not  more  than  about  twenty 
cases  have  been  done.  An  operation,  which  differs  in  having  for  its 
object  the  i-eduction  of  tension  in  the  labyrinth  by  simple  opening  of  the 
perilymphatic  space  of  the  external  semi-circular  canal  with  preservation 
of  auditory  and  vestibular  functions,  was  performed  by  Jenkins  in  1911. 

Suitable  cases  for  ablation  seem  to  be  those  pure  labyrinthine  cases, 
in  which  the  vestibular  organ  still  responds  to  experimental  stimulation, 
and  in  which  recurrent  attacks  interfere  with  their  duties  in  otherwise 
healthy  persons,  where  the  hearing  is  good  in  one  ear  and  defective  in  the 
other,  and  where  falls  are  likely  to  be  dangerous  and  the  symptoms  cause 
sevei-e  mental  distress.  Unsuitable  cases  are  those  in  which  rapid  and 
complete  destruction  of  the  vestibular  function  has  occurred,  and  also 
functional  and  toxic  cases  and  those  with  lesions  of  the  ceuti'al  nervous 
system.  Aural  vertigo,  resiilting  from  lesions  of  the  external  or  middle 
ears,  should  be  rather  treated  liy  attention  to  these  regions.  Even  in 
cases  of  true  Meniere's  disease,  old  age,  or  severe  general  disease,  or  an 
inability  to  refer  the  symptoms  definitely  to  one  ear,  operation  is  contra- 
indicated. 

Lake  obtained  his  object  of  complete  destruction  of  the  branches  of  the 
vestibular  nerve  by  first  doing  a  radical  tympano-mastoid  operation,  and 
then  opening  the  vestilnile  both  above  and  below  the  aqueductus 
Fallopii. 

The  author,  however,  considers  this  unnecessary.  By  his  method  the 
iintnun  is  first  freely  opened  as  in  Schwartze's  operation  until  the  inner 
wall  is  exposed  and  a  good  view  of  the  prominence  of  the  external  semi- 
circular canal  obtained.  This  is  opened  by  Lake's  chisels,  and  its  outer 
wall  removed  forwards  into  the  vestibule.  The  vestibular  cavity  is  curetted, 
especially  its  upper  posterior  and  internal  walls  with  the  ampullary 
openings  of  the  superior  and  external  canals.  The  posterior  limb  of  the 
external  canal  can  also  be  followed  backwards  and  the  am}>idla  of  the 
posterior  canal  destroyed.  The  cavity  is  swabbed  out  with  an  antiseptic 
fluid  and  the  wound  closed,  being  drained  until  the  stitches  are  removed 
on  the  fourth  day.     The   author   has   operated  on  four   cases    by   this 
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method.     The  first  three  were  reported  iu  the  Proceedings  of  .ihe  Royal 
Society  of  Medicine,  March,  1912. 

The  fourth  case,  an  adult  male,  was  oj^erated  on  iu  February,  1912. 
He  had  suffered  from  repeated  severe  attacks  of  vertigo  with  partial 
deafness  in  one  ear  for  a  year.  Ten  days  after  operation  the  wound  was 
healed,  and  the  caloric  reaction  absent  on  the  operated  side.  At  the  time 
of  writim^'  the  vertigo  was  cured,  the  ear  was  completely  deaf,  and  there 
was  a  slight  tinnitus.  A.  J.    Wright. 

Day.  Ev/ing  W. — Subdural  Drainage  in  Purulent  Meningitis  and  Brain 

Abscess  :  Reports  of  Two  Cases,  with  Autopsies.      '•  Annals  of 

Otology,  Ehinology  and  Laryngology,"  vol.  xx,  p.  394. 

The  conclusions  drawn  from    Dr.   Day's  two  cases   are:    (1)   Dura 

drainage  is  effective  over  a  limited  area,  but  extends  some  distance  beyond 

the  drain.    (2)  These  dural  areas  were  found  at  the  autopsy  comparatively 

normal.     This  is  probably  due  to  the  fact  that  the  dural  drain  is  most 

active  at  first,  and  ceases  after  thirty-six  to  forty-eight  hours,  probably 

caused  by  the  blocking  of  the  arachnoid   spaces  leading  to  the  drained 

area,  which   also  protects   it   from  re-iuvasion.    (3)  To    be  effective  in 

general    meningitis  many  drains  on  both   sides  of  the  skull  would   be 

necessarv.     Without  having  had  an  opportunity  to  test  it,  lavage  of  the 

cerebro-spinal  subarachnoid  spaces,  as  proposed  by  Barr,  appeals  most 

strongly  to  the  writer.  Macleod  Yearsley. 


REVIEWS. 
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The  Pituitary  Body  and  its  Disorders:  Clinical  States  produced  hy  Dis- 
orders of  the  Hypophysis  Cerebri.  By  Harvey  Gushing,  M.D., 
Associate  Professor  of  Surgery,  the  Johns  Hopkins  University,  »fcc. 
Pp.  341.  319  illustrations.  Philadelphia  and  London:  J.  B. 
Lippincott  Company.     Price  18s.  net. 

Within  recent  years  the  surgical  attack  upon  pituitary  tumours  has 
proceeded  by  way  of  the  sphenoid.  Within  recent  years,  also,  the  knowledge 
of  the  disturbances,  local  and  constitutional,  produced  by  pathological 
states  of  the  hypophysis  has  taken  giant  strides.  For  these  reasons  we 
propose  to  devote  an  amount  of  space  greater  than  usual  to  the  review  of, 
Prof.  Cushing's  book,  the  most  comprehensive  and  authoritative  on  the 
subject  which  has  so  far  appeared.  In  doing  so,  we  shall  not  attempt  to 
give  more  than  an  abstract  resume  of  the  matters  thei'ein  ti'eated.  For 
details  we  refer  the  reader  to  the  book  itself. 

Anatomically  the  pituitary  body  is  developed  in  two  parts — the 
anterior,  originating  like  the  thyroid  gland  from  an  epithelial  outgrowth 
from  the  bucco-pharyngeal  cavity  ;  and  the  j^osterior,  formed  from  the 
base  of  the  anterior  cerebral  vesicle  (the  ueuro-hypophysis  or  pars 
nervosa).  In  the  subsequent  development  of  the  foetus  the  anterior  or 
pharyngeal  portion  is  cut  off"  from  its  site  of  origin  by  the  growth  of  the 
bone  of  the  sphenoid,  and  comes  to  embrace  the  pars  nervosa  like  a  cup 
and  ball.  This  dual  constitution  of  the  gland  persists  throughout  life  and 
the  line  of  cleavage  between  them  can  be  demonstrated  without  difficulty, 
although  as  a  matter  of  fact  this  line  of  cleavage  does  not  precisely 
represent  the  division  between  the  two  parts,  for  the  anterior  supplies  a 
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pars  iiiteniicdld  wliicli  inllieros  so  intiiiKitoly  to  the  pars  nervosa  that  the 
Hue  of  division  Avlieu  it  is  made  comes  to  be  between  the  anterior  lobe  and 
the  pars  intermedia.  The  neuro-hypoplivsis,  pars  nervosa  or  posterior  lobe 
is  connected  with  the  tuber  cinereum  by  means  of  the  infuudibuluni  in 
which  is  contained  the  infundibular  recess  continuous  with  the  cavity  of 
the  third  ventricle  of  the  brain,  into  Avhich  apparently  the  secretion  of  the 
posterior  lobe  jiasses. 

HIstoIiKjicalli/  the  three  parts  differ  from  each  other.  The  anterior 
lobe  is  composed  of  columns  of  eosinophile,  basophile  and  neutrophile 
cells  surrounding  large  sinusoidal  blood-spaces — an  arrangement  which 
suggests  that  the  secretion  of  this  part  of  the  hypophysis  passes  direct 
into  the  circulation.  The  thin  pars  intermedia  is  made  up  of  neutrophile 
cells,  which  tend,  here  and  there,  to  form  acini  containing  a  colloid 
material,  which  colloid  material  has  lieen  traced  by  Gushing  through  the 
substance  of  the  pars  nervosa  (which  is  largely  neuroglial  in  structure) 
as  far  as  the  ventricle.  It  is  believed  that  this  colloid  material  is  the 
secretion  of  the  posterior  lobe  (if  Ave  look  upon  the  pars  intermedia  as 
part  of  the  posterior  lobe),  and  that  it  finds  its  way  into  the  ventricles  and 
so  finally  into  the  cerebro- spinal  fluid. 

In  a  manner  which  recalls  the  thyroid  gland,  accessory  pituitary 
glandules  may  be  found  in  adult  life  anywhere  between  the  infundibulum 
and  the  pharynx,  and  it  is  the  incomplete  involution  of  the  pharyngeal 
stalk  which  produces  the  familiar  pouch  of  Eathke.  In  addition  to 
vestiges  such  as  these  which  are  occasional,  there  are  others  Avhicli  seem 
to  be  constant ;  one  a  small  epithelial  body — the  pharyngeal  hypophysis — 
situated  in  the  mucous  membrane  just  behind  the  alse  of  the  A^omer,  and, 
in  dogs  at  all  events,  a  small  '•parahypophysis''  lying  in  the  dura. 
These  bodies  may  possess  some  physiological  function. 

Physiology. — It  was  Pierre  Marie's  Avork  on  acromegaly  (1885-1890), 
that  first  drew  attention  to  the  internal  secretion  of  the  hypophysis.^ 
The  following  is  a  summary  of  the  results  and  opinions  hitherto  obtained 
and  at  present  held. 

The  single  injection  into  the  circulation  of  an  extract  of  the  whole 
u'land  leads  to  a  genei'al  rise  in  blood-pressure  from  contraction  of  the 
arterioles  all  over  the  body.  This  arteriole  contraction,  however,  does 
not  affect  the  kidneys,  where,  indeed,  the  vessels  are  actually  dilated,  a 
phenomenon  which,  coupled  with  a  simultaneous  stimulation  of  the  renal 
epithelium,  leads  to  free  diuresis.  The  general  arteriole  constriction  is 
part  of  a  general  stimulation  of  involuntary  muscle-fibre  which  is  mani- 
fested also  in  uterine,  vesical  and  intestinal  contractions. 

In  addition  to  these  effects,  there  is  noticeable  also  a  lowering  in  the 
assimilation  limit  for  carbohydrates,  and  a  galactagogue  action. 

The  repeated  use  of  injections  of  the  whole  gland  extract  in  animals 
is  followed  by  emaciation  and  some  other  changes  of  minor  interest. 
Skeletal  overgrowth,  the  acromegalic  type,  has  not  so  far  been  produced 
by  administering  the  gland  extract  to  healthy  animals. 

E.rfirpafion  of  the  Gland. — Complete  removal  is  followed  hy  death, 
and  partial  removal  by  the  series  of  changes  Avhich  are  kuoAvn  as 
hypojiituitarism.  These  changes  A-ary  according  to  Avhether  the  animal  is 
young  or  adult.  In  the  young  animal  there  is  a  general  increase  in 
adiposity,  increased  tolerance  for  sugar,  lowered  body  temperature, 
skeletal   undergrowth,  psychic  dulness,  and  a  persistence  of   sexual  in- 

'  See  "  Essays  on  Acromegaly,"  by  Dr.  Pierre  Marie  and  Dr.  Soiiza-Leite  ;  also 
"  Acromegaly,"  by  Dr.  Maximilian  Sternberg,  both  of  which  are  easily  accessible 
to  English  readers  in  the  Xow  Sydenham  Society  publications. — D.M. 
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fantilism.  In  the  adult  similar  distui-bances  occur,  the  place  of  the  last- 
mentioned  phenomenon  being  taken  bv  regressive  sexual  changes.  These 
expei'imental  results  find  their  correlative  in  diseases  of  the  pituitary  in 
man.  Before  puberty,  for  example,  hypopituitarism  from  disease  induces 
a  svmptom-complex  correspondmg  to  those  just  mentioned  in  young 
hvpophysectomised  animals;  it  is  known  as  "Frohlich's  type"  of  pituitary 
disease. 

With  regard  to  the  tolerance  for  sugar  induced  by  an  insufficient 
pituitary  secretion  a  word  of  amplification  is  necessary.  The  glycogenic 
function  is  influenced  by  the  secretion  of  the  posterior  part  of  the  gland, 
since  injection  of  the  extract  of  this  lobe  is  followed  by  glycosuria,  while 
its  diminution  (whether  experimental  or  pathological)  leads  to  a  high 
tolerance  for  siigars,  a  deficient  glycogenolysis,  and  the  resultant 
accumulation  of  fat  in  the  body. 

Pathology. — Acromegaly  and  gigantism  have  been  supposed  to  be  due 
to  an  increase  in  the  secretion  of  the  anterior  lobe  of  the  pituitary. 
But  as  these  states  may  occur  without  any  great  increase  in  tlie  bulk  of 
the  gland  this  view^  has  been  doubted.  At  the  same  time  it  is  possible 
that  hypersecretion  may  exist  without  an  enlargement  of  the  gland,  just 
as  Graves's  disease  may  occur  without  a  goitre.  In  G-raves's  disease,  how- 
ever, the  structui-e  of  the  thyroid  is  pathologically  altered,  and  similar 
alterations  have  not  so  far  been  clearly  demonstrated  in  the  pituitary. 
The  reason  for  this  is  that  the  extreme  variability  within  the  limits  of 
health  in  the  histological  appearances  of  the  pituitary  render  the  patho- 
logical appearances  of  the  gland  tissue  difficult  to  determine.  Gushing 
suggests  that  acromegaly  may  be  due  to  a  perverted  rather  than  to  an 
increased  pituitary  seci-etion. 

Apart  from  pathological  changes  in  the  gland  itself — many  of  which, 
it  must  be  remembered,  are  C|uite  obvious — disturbances  of  the  function 
of  the  pituitary  giving  rise  to  recognisable  symptoms  may  result  from  a 
simple  increase  in  intracranial  pressure  from  whatever  cause  arising. 

Clinical  Manifestations  of  Pituitary  Disease. — The  disturbances  which 
proceed  from  pituitary  disease  may,  like  those  produced  by  the  disorders 
of  the  thyroid  body,  be  divided  into  constitutional  and  local. 

Logically,  one  would  naturally  divide  the  constitutional  symptoms 
into  two  types,  viz.  hyperpituitarism,  when  the  activity  of  the  gland  is 
increased,  and  hypopituitarism,  when  it  is  depressed.  But  although  it  is 
possible  to  assign  certain  of  the  symptoms  to  one  or  other  of  these 
categories.  Gushing  notes  that  in  actual  fact  the  cases  tend  to  show  a 
Vdendiug  of  the  tAvo  varieties,  although  in  the  final  stages  of  a  completed 
case  the  signs  incline  to  end  in  hypopituitarism.  Thus  exactitude  is  best 
served  by  applying  the  term  dyspituitarism  to  all. 

Classification  of  Cases  of  Dyspituitarism.  —  Gushing  suggests  the 
following  tentative  classification  (his  phraseology  we  have  taken  the 
1  liberty  of  altering)  : — 

(1)  Cases  with  signs  of  local  pressure  coupled  with  symptoms  of 
altered  glandular  activity. 

(2)  Cases  with  signs  of  local  pressure,  but  with  few  or  no  symptoms 
of  altered  glandular  activitv. 

Vi)  Cases  with  feAv  or  no  signs  of  local  pressure,  but  in  which  pro- 
nounced symptoms  of  altered  glandular  activity  are  present. 

(4)  Cases  of  involvement  of  the  pituitary  body  secondary  to  some 
f>ther  brain  lesion. 

(5)  Cases  of  polyglandular  disease — the  pituitary  being  affected  along 
with  the  other  ductless  o'lands  of  the  liodv. 
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Eadi  of  these  classes  may  be  further  subdivided  according  to  the 
Idvponderauce  of  hvperpituitarism  or  hypopituitarism  in  the  symptoms. 

As  our  kmiwledge  of  the  diseases  of  the  gland  increases,  the  future 
will  doubtless  witness  a  further  division,  according  as  the  auteric»r  or  the 
posterior  lobe  is  chiefly  affected.  The  anterior  lobe  presides  over  skeletal 
growth,  and  is  related  to  the  other  ductless  glands,  while  the  posterior 
lolie  j)articipates  in  the  body  metabolism — since  insufticiency  of  its  secre- 
tion leads  to  adipt)sity — and  influences  the  activity  of  the  renal  and 
vascular  systems. 

The  greater  i>art  of  Cushing's  book  is  made  up  of  a  series  of  forty- 
seven  case-narratives  of  pituitary  disease,  the  thoroughness  and  com- 
pleteness of  which  render  them  a  model  of  clinical  reporting. 

Anali/gis  of  Symptoms.     Local  Symptoms  and  Signs. 

Headache. — The  typical  headache  of  pituitary  enlargement  Gushing 
refers  to  tlie  distension  of  the  gland  capsule.  Besides  being  intense  and 
constant  it  is  bitempoi'al  in  situation,  and  so  differs  materially  from  the 
headache  of  cerebral  tumour.  If  the  capsule  is  destroyed  by  the  disease 
headache  may  be  absent. 

Deformity  of  the  Sella  Turcica. — In  order  that  the  sella  tui'cica  may 
be  properly  examined  many  X-ray  pictures  taken  from  different  angles 
must  be  t-dkeu.  Gushing  strongly  advises  a  stereoscopic  picture  taken 
from  the  side  and  above  the  level  of  the  pituitary  fossa.  If  single  plates 
only  can  be  obtained  the  focus  should  be  directly  over  the  hypophysis 
and  perpendicular  to  the  sagittal  plane. 

If  in  the  radiogram  the  profile  measurements  exceed  15  mm.  antero- 
posteriorly  and  10  mm.  from  above  downwards,  enlargement  of  the  sella 
may  be  assumed.  It  is  possible  in  some  cases  to  observe,  by  successive 
radiograms  taken  at  intervals,  a  progressive  enlargement  of  the  fossa. 

Thei-e  are  three  types  of  deformity  of  the  sella  turcica  : 

(1)  Thickening  of  the  clinoid  processes  and  dorsum  ephipii — mostly 
found  in  acromegaly. 

(2)  Thinning  of  these  parts  from  pressure  atrophy.  The  thinning 
is  denoted  by  diminution  in  the  intensity  of  the  bony  shadows.     It  is 

mostly  found  in  hypopituitarism. 

(3)  Destruction,  more  or  less,  of  all  the  outlines,  when  absorption  of 
the  sellar  base  and  deformity  of  the  sphenoid  may  be  noted. 

In  primary  glandular  hypoplasias  in  the  young  the  sella  may  be 
abnormally  small,  and  then  heavy  shadows,  especially  of  the  dorsum,  are 
cast. 

Visual  Disturhances  are  the  most  frequent  of  all  the  symptoms. 

Primary  atrophy  of  the  optic  nerve  occurs,  but  without  any  cedema 
until  late  in  the  course  of  the  case,  when  the  tumour  has  become  large 
enough  to  block  the  foramina  of  Monro.  As  the  amblyopia  is  generally 
due  to  a  physiological  block  of  the  optic  nerve  and  not  to  an  actual 
destruction  of  the  nerve-fibres,  vision  may  be  restored  by  timely 
operation. 

Perimetric  Deviations. — There  is  bitemporal  hemianopsia,  but  it  is 
iiregular  in  outline  and  in  Gushing's  experience  rarely  showed  the  so-called 
typical  vertical  meridian  traversing  the  macula.  Indeed,  uni-ocular 
amblyopia  with  little  or  no  perimetric  deviation  in  the  other  eye  may  be 
observed,  and  homonyinous  defects  are  not  unusual.  Stress  is  laid  upon 
a  tendency  to  temporal  defects  in  early  cases,  esj)ecially  in  the  colour 
peripheries.     In  all  the  cases  the  colour-fields  were  first  involved  and  the 
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form-fields  later.  The  macular  area  is  often  spared  for  a  considerable 
time. 

Motor  ocular  clianges  may  occur,  and  anosmia,  trigeminal  neuralgia, 
spasticity,  etc.,  may  result  from  the  extension  of  a  tumour. 

Naso-pharyngeal  Symptoms. — Epistaxis  occasionally  appears  and  may 
be  troublesome.  One  of  the  most  interesting  symptoms  from  the  rhino- 
logist's  point  of  view  is  an  intermittent  discharge  of  mucus  into  the 
pharynx.  As  a  consequence,  many  patients  have  been  subjected  to 
prolonged  treatment  for  some  sinus  disease,  and  the  author  suggests 
that  "  many  of  the  recorded  instances  of  primai'v  optic  atrophy  in 
supposed  association  with  disease  of  the  sphenoid  may  thus  be  accounted 
for"  (p.  247).  Operation  showed  that,  in  four  or  five  instances,  on 
removing  the  anterior  walls  of  the  sphenoidal  sinuses  a  retained  mass  of 
wdiite  tenacious  mucus  was  "  expelled  from  the  cavity  at  each  side  of  the 
projecting  sellar  base,  which  extended  so  far  downw\ard  as  to  partly 
occlude  the  sphenoidal"  ostia. 

In  a  few  cases  the  tumour  was  found  to  protrude  into  the  naso- 
pharynx. 

In  dyspituitarism  associated  with  primary  glandular  insufficiency 
there  may  be  a  tendency  to  adenoid  formation. 

Cerehro-spinal  Bhinorrhoea  has  been  observed  in  one  or  two  cases. 
In  the  oi'dinary  course  no  cerebro-spinal  rhinorrhoea  follows  the  trans- 
sphenoidal operation,  as  the  denuded  area  is  soon  covered  with  mucous 
membrane. 

Constitidional  Effects  of  Dyspituitarism. — We  have  already  glanced  at 
these  manifestations  and  now  proceed  to  examine  them  more  minutely. 

Skeletal  Overgrowth. — Although  not  universally  accepted,  the  view 
which  ascribes  this  condition  to  functional  hyperplasia  of  the  pars 
anterior  is  supported  by  most  of  the  evidence. 

In  cases  where  gross  and  obvious  changes  are  not  present  or  are 
doubtful,  radiograms  of  the  phalanges  are  of  great  value  as  they  may 
reveal  acromegalic  changes  in  these  bones  (thickening  of  the  shaft,  etc.). 
In  general,  acromegalic  bone  changes  are  of  a  reactionary  character — 
secondary  to  the  mild  traumatisms  of  muscles  and  tendons. 

Skeletal  binder cjroxvth,  which  is  of  course  due  to  hypopituitarism, 
naturally  shows  itself  only  when  the  glandular  insufficiency  occurs  prior 
to  adolescence.  In  that  event  the  stature  remains  low  and  the  genitals 
retain  their  infantile  characters.  If  the  insulficieucy  comes  on  during 
adolescence  not  only  do  the  long  bones  fail  to  grow  to  their  normal 
length,  but  the  skeleton  takes  on  a  feminine  type,  with  broad  pelvis  and 
genu  valgum,  and  with  a  tapering  type  of  hand.  In  these  cases  the  X  rays 
show  that  the  epiphyseal  hues  have  failed  to  ossify.  The  growth  is 
arrested.  This  change  should  be  contrasted  with  the  opposite  conditions 
of  gigantism  and  acromegaly. 

Changes  in  the  Skin  and  Subcutaneous  Tissues. — With  hyperpitui- 
tarism the  skin  is  greasy  and  moist,  the  hair-follicles  increase,  and  there 
is  hypertrichosis.  As  the  case  progresses  towards  hypopituitarism  a  slow 
and  often  imperceptible  change  takes  place.  The  skin  becomes  dry,  smooth, 
and  transparent,  the  axillary  and  pubic  hair  becomes  scanty  and  the  nails 
become  thin. 

Adiposity  is  sometimes  so  excessive  as  to  dominate  the  clinical 
picture.  It  is  a  hypopituitary  change,  and  is  ascribed,  as  we  have  already 
seen,  to  an  increased  sugar  tolerance.  It  is  associated  with  subnormal 
temperatures.  Although  the  deposit  of  fat  is  general  in  its  distribution, 
it  is  most  obvious  in  \\n\  sulxnitaneous  tissues. 
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Tliere  are  sov»M'al  typos  of  the  condition,  tlie  ditterences  heiii;^-  due  to 
the  presence  of  other  symptoms.  Many  exei^ssively  fat  children,  for 
example,  are  sntTerint^  from  dyspituitarism,  and  in  adults  some  of  the 
cases  of  adiposis  dolorosa  may  he  ascribed  to  the  same  cause. 

Injiuence  on  Carbohi/drafe  Metabolism.— The  hyperplasias  are  pro- 
tluctive  of  p;lycosuria,  and  as  polyuria  and  polydipsia  may  also  appear, 
the  clinical  manifestations  may  be  those  of  diabetes.  In  an  infcerestini? 
section  Cushint;  demonstrates  how  the  hitherto  puzzling  appearance  of 
pflycosuria  after  head  injuries  is  due  to  trauma  of  the  pituitary  body. 

The  body  femperature  is  generally  lowered  and  the  patients  complain 
of  a  feeling  of  chilliness.  In  animals,  when  the  anterior  lolie  is  deficient, 
a  definite  thermic  response  follows  the  subcutaneous  injection  of  extract 
of  this  lobe.  In  human  patients,  in  like  manner,  a  rise  of  temperature 
to  the  normal  has  been  found  to  follow  the  administration  of  the  whole 
gland  extract.  This  phenomenon,  the  author  suggests,  might  Ix;  tried 
as  a  clinical  test  for  pituitary  disease. 

rsujcltic  Changes. — Apart  from  the  pressure  effects  of  tumour,  dys- 
pituitarism sets  up  definite  mental  changes.  In  hyperpituitarism  the 
patient  is  wakeful,  restless,  undecided,  irritable,  and  lacks  concentration. 
In  hypopituitarism,  on  the  other  hand,  he  is  drowsy,  somnolent,  and 
insensitive  to  painful  stimuli.  An  utter  lack  of  appreciation  of  and 
complete  indifference  to  his  illness  is  one  of  the  characteristic  signs.  In 
most  cases  of  hypopituitarism  suificient  to  cause  adiposity  some  degree  of 
intellectual  depression  exists,  and  the  mental  changes  may  be  so  marked 
as  to  amount  to  insanity,  In  others,  however,  the  patient  when  roused 
is  intelligent  enough. 

Epilepsy  is  a  common  symptom,  and  seems  to  be  a  feature  of  hypo- 
pituitarism, apart  altogether  from  the  fact  that  the  mechanical  irritation 
of  a  pituitary  tumour  may  also  indiice  epileptiform  seizures.  In  two  of 
the  cases  gland  feeding  was  found  to  reduce  the  frequency  of  the  fits. 
A  suggestive  collection  of  facts  bearing  on  the  relationship  of  the  pituitary 
body  to  epilepsy  appears  on  p.  274. 

Symptoms  referable  to  other  Ductless  Glands. — Every  pituitary  disorder 
elicits  secon(hiry  polyglandular  manifestations  due  to  atrophy  of  some 
and  hypertrophy  of  others  of  the  glands.  Some  of  the  symptoms  foimd 
in  the  cases  are  attributable  to  these  secondary  factors. 

The  Sexual  Glands. — Except  in  tumour  cases  with  pressure  sym- 
ptoms, the  changes  due  to  interference  with  the  sexual  glands  may 
precede  the  true  pituitary  symptoms.  These  changes  naturally  vary 
with  the  age  of  the  patient.  If  the  disease  begins  before  puberty 
there  is  an  imperfect  acfjuisition  of  the  secondary  sexual  characteristics ; 
if  after  puberty,  amenorrhoea,  impotence  and  regressive  sexual  changes 
appear.  These  changes,  however,  are  not  always  associated  with  a 
disappearanc(^  or  absence  of  the  normal  reproductive  powers. 

ihfi  Adrenals. — In  many  cases  pigmentation  of  the  skin,  asthenia 
and  other  phenomena  suggestive  of  adrenal  trouble  are  evident. 

The  Lesion  in  the  Hyjjophysis. 

As  we  have  already  seen,  variations  in  the  structui'e  of  the  gland  are 
considerate  even  in  health.  Consef(uontly,  apart  from  tumoin-  forma- 
tion, it  is  often  difiicult,  and  sometimes  even  impossible,  to  draw  the  line 
between  a  normal  and  an  abnormal  hypophysis. 

With  regard  to  tumour  formation  the  following  two  classes  are 
differentiated  : 
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(1)  Momoplasiic  Groivtha,  comprising  hypertrophies  of  the  gland, 
adenomas  or  "  strumas,"  etc. 

(2)  Heteroplastic  Growths,  probably  originating  from  some  vestige 
of  the  pharyngeal  diverticulum. 

(1)  HomopJastic  Tumours. — The  adenoma  seams  to  be  the  most 
frequent  type  of  pitvaitary  tumour.  It  is  sometimes  called  "  rouud-cell 
sai'coma,"  but  it  is  non-malignant,  and  shows  no  tendency  to  infiltration. 
In  the  growth  of  the  tumour  the  dural  envelope  is  destroyed.  x\s  in  the 
goitrous  thyroid,  the  tumour  is  prone  to  secondary  degenerations.  In 
this  way  may  arise  the  cystic  tumour  of  the  pituitary,  the  form  which  is 
most  amenable  to  opei-ation. 

These  changes  are  associated  with  hypopituitarism  from  insufficiency  in 
the  gland  secretion.  Sometimes  the  earlier  symptoms,  however,  arc 
those  of  hyperpituitarism. 

(2)  Heterop)lastic  tumours  arise  either  from  some  developmental 
.vestige — as  we  have  already  seen — or  they  grow  from  some  other  structure 
in  the  neighourhood  of  the  sella  turcica. 

Treatment. 

The  treatment  depends  on  the  nature  of  the  disease.  Pituitary 
headache  may  be  met  by  simple  sellar  decompression.  Ocular  symptoms, 
due  to  pressiire  on  the  optic  chiasma,  may  necessitate  exposure '  and 
partial  extirpation  of  a  tumour,  usually  adenoma,  while  hypopituitarism, 
without  any  local  symptoms,  may  only  need  the  internal  administration 
of  the  gland.     These  measures  can  be  combined  in  any  given  case. 

The  Surfjical  Measures  to  be  adopted  must  also  vary  with  the  type  of 
the  disease,  no  one  operative  measure  being  suitable  for  all  cases.  Thus, 
symptoms  of  an  increase  in  general  intracranial  pressure  will  necessitate 
a  subtemporal  decompi-essiou  operation,  and  this  should  always  precede 
an  operation  upon  the  sella  turcica  when  the  general  pressure  symptoms 
are  at  all  marked. 

When  there  are  obvious  local  pressure  symptoms  the  sella  turcica 
shoiild  be  attacked.  The  routes  which  have  ])een  followed  and  the 
methods  adopted  in  so  doing  are  as  follows : 

(a)  Subtemporal  Route. — This  route,  by  which  access  to  the  tumour 
is  made  by  raising  the  frontal  lobe  of  the  cerebrum,  necessitates  an  opera- 
tion difficult  to  perform  when  a  large  tiunour  has  led  to  high  intracranial 
t.ension.  But  it  is,  nevertheless,  indicated  if  marked  local  symptoms 
co-exist  with  a  normal  sella,  as  shown  by  the  X  rays,  for  the  probability 
is  that  in  these  circumstances  the  tumour  is  one  of  the  extra-pituitary 
type,  and  is  situated  above  the  gland,  so  that  its  successful  removal  from 
below  would  involve  the  operative  destruction  of  the  hypophysis. 

(h)  The  Transpherioidal  Route. — To  reach  the  sella  through  the  sphenoid 
some  operators  a]>proach  the  area  by  means  of  incisions,  more  or  less 
extensive,  through  the  external  aspect  of  the  nose,  with  exenteration  of 
the  ethmoidal  cells.  But  the  risk  of  meningitis  and  the  subsequent 
deformity  have  led  to  the  selection  of  a  route  l>v  means  of  submucous 
resection  of  the  nasal  septum.  Various  incisions  have  been  adopted. 
Hirsch,  of  Vienna,  operating  in  two  or  three  seances  under  cocaine,  begins, 
as  in  the  Killian  submucous  resection,  by  making  the  incision  in  the 
septal  mucosa  on  one  or  other  side.  Gushing  employs  Halsted's  siib- 
labial  incision.     His  method  is  as  follows: 

Under  ether  ana3sthesia,  administered  through  a  laryngotomy  or 
tracheotomy  opening,  the  septal  mucous  membrane  is  raised,  ami  the 
septal  cartilage  and  bone  removed  in  the  usual  manner.     Cushing  points 
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out,  iKnvevor,  tliiit  in  lu-romop^alic  patients  tlic  anterior  niaxillai-v  spine  is 
lar^^er  than  in  liealth,  and  its  removal  causes  free  lia?m(>rrlia<i;e,  for  wliicli 
wax  niav  he  necessary.  Dilators  of  the  Hesjjar  type  are  jiassed  in 
between  the  septal  flaps  in  order  to  flatten  the  turhinals  Avhen  thev  are 
large,  as  they  usually  are  in  acnnnegaly. 

In  the  deeper  regions  of  the  septum  the  operator  should  keep  his  line 
of  approach  to  the  sphenoid  low,  following  the  posterior  margin  of  the 
vomer,  in  order  to  minimise  the  risk  of  entering  the  posterior  ethmoidal 
region — an  error  which  led  to  meningitis  in  cue  of  Cushing's  cases. 
Having  identified  the  sphenoidal  attachment  of  the  septum  and  the 
prow  of  the  vomer,  these  parts  are  removed  with  cutting  forceps,  and 
tlie  body  of  the  sphenoid  exposed.  The  anterior  and  inferior  walls  of  the 
sphenoidal  sinuses  are  then  cut  away  with  rongeurs  and  their  mucous 
lining  removed.  This  done  it  is  easy  to  recognise  the  downward  bulge  of 
the  sella  turcica,  even  when  there  is  no  pathological  distension  of  that 
fossa.  The  floor  of  the  sella,  which  is  usually  very  thin,  is  then  removed, 
and  the  capsule  disclosed .  After  hsemostasis  a  crucial  incision  is  made 
with  a  "  knife-hook  "  in  the  dural  covering  of  the  gland  or  tumoiu-.  The 
mode  of  dealing  with  the  tumour  varies  with  its  character.  It  is 
important  liefoi-e  closing  the  wound,  etc.,  to  assure  one's  self  that  all  the 
bleeding  has  stopped.  There  is  no  necessity  for  any  drainage.  The 
septal  flaps  are  allowed  to  fall  together  and  the  buccal  or  nasal  incision 
is  closed  by  suturing. 

Difficulties  arise  when  the  sphenoidal  cells  are  abnormally  small,  and 
w'heu  the  bone  is  thick.  On  one  occasion  Gushing  feared  he  had  gone 
too  low  and  had  passed  through  the  basilar  process.  So  he  inserted  a 
"  silver  clip  "  in  the  opened  floor  of  the  cranium  and  stopped  the  opera- 
tion. Subsequent  X-ray  examination  showed  the  clip  to  be  in  the 
floor  of  the  sella,  and  the  operation  was  ultimately  coinpleted  with 
success. 

Methods  of  Dealing  with  the  Lesion. — Infrasellar  tumours  from  a 
[)ituitary  "  rest "' can  be  entirely  removed.  Simple  sellar  decompression 
with  splitting  of  the  gland  capsule  may  be  all  that  is  necessary. 
Pituitary  cysts,  which  are  rare,  can  be  opened  and  evacuated.  Attention 
is  drawn  to  the  fact  that  a  true  pituitary  cyst  may  be  simulated  by  an 
arachnoid  cyst  containing  cerebro-spinal  fluid  on  the  surface  of  a  tumour, 
the  opening  of  which  will  endanger  the  meninges.  Infundibular  cysts 
are  out  of  the  reach  of  the  trausphenoidal  operation. 

Sellar  decompression  may  be  effected,  together  with  the  partial 
removal  of  an  adenoma.  This  is  often  easy,  the  mass  being  spooned  out 
with  but  little  difficulty.  And  further  growth,  if  it  takes  place,  is 
encouraged  in  a  direction  away  from  the  brain. 

If  the  trausphenoidal  operation  does  not  reveal  an  obvious  cyst  or 
tumour,  even  when  the  sella  is  enlarged,  but  brings  us  to  what  seems  to 
be  a  flattened  hypophysis,  the  operation  should  be  stopped,  apiece  of  the 
tissue  taken  for  examination,  and  if  it  prove  to  l)e  pituitary  tissue  the 
suV)temporal  route  must  l)e  resoiled  to.  In  most  of  those  cases,  however, 
the  need  for  an  intracranial  operation  is  plain  from  the  outset,  for  the 
pressure  .symptoms  are  out  of  all  proportion  to  the  degree  of  sellar 
deformity. 

The  subtemporal  operation  upon  this  region  is  not  yet  perfected. 
Only  once  did  Gushing  succeed  in  reaching  the  pituitary  region  by  this 
route,  and  then  no  interpeduncular  tumour  was  found  (p.  306),  and  only 
once  did  a  j^ost-mortem  show  the  operation  to  have  been  feasible. 

Results. — Hirsch  has  operated  on  twelve  cases,  with  three  deaths,  and 
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as  one  of  the  fatal  cases  liad  been  diagnosed  erroneously,  his  actual 
mortality  thus  amounts  to  166  per  cent.  In  Cushing's  series  the 
operation  mortality  was  137  per  cent.^ 

Summary  of  Surgical  Measures. 

(1)  Sellar  decompression  suffices  for  (a)  persistent  pituitai'v  head- 
ache ;   (b)  to  guide  a  growing  tumour  away  from  the  lirain. 

(2)  Partial  removal  of  a  hyperplastic  gland  may  he  undertaken  in  the 
active  stage  of  hyperpituitarism. 

(3)  Partial  removal  of  a  pituitary  tumour  wull  relieve  local  pressure 
symptoms. 

(4)  Subtemporal  decompression  is  called  for  if  the  tumour  is  one  of 
the  pedicle,  or  if  a  true  hypophyseal  tumour  has  extended  some  way 
upwards  towards  the  brain. 

(5)  Finally,  in  profound  hopopituitarism,  Gushing,  with  apparent 
success,  implanted  in  the  cerebral  subcortex  a  gland  fi'om  another 
source  (p.  320). 

Thus  the  chief  service  of  operative  surgery  is  to  relieve  local  pressure  ; 
secondly,  to  palliate  the  results  of  the  increased  intracranial  pressure  ; 
thirdly,  to  reduce  the  size  of  the  gland  in  hyperpituitarism. 

Other  Therapeutic  Measures. 

Gland  Administration. — The  internal  administration  of  pituitary 
extract,  a  pi-eparation  difficult  and  expensive  to  prepare,  is,  of  course, 
only  useful  after  the  hyperpituitary  stage  has  passed.  The  whole  gland 
extract  is  best  at  present,  but  as  pi'ogress  is  made  it  may  turn  out  to  be 
possible  to  give  one  or  other  portion  of  the  gland,  according  to  the 
symptoms  present  in  any  particular  case.  In  the  matter  of  dosage — an 
uncertain  point  at  the  moment — some  guidance  may  be  obtained  liy  an 
estimation  of  the  patient's  sugar  tolerance.  Cases  are  narrated  in  which 
this  treatment,  especially  when  combined  with  operation,  proved  to  be  of 
service. 

Radiotherapy. — Some  amelioration  of  pressure  symptoms  was  occa-  ■ 
sionally  obtained  by  the  X  rays  given  through  the  nares  and  from  the  » 
side  through  the  temporal  region. 

Conclusion. — That  we,  departing  from  our  usual  custom,  have  devoted 
so  much  space  to  an  abstract  review  of  Cushing's  book,  is  sufficient  proof 
of  the  high  value  Ave  set  upon  his  work,  and  it  would  be  but  "  wasteful 
and  ridiculous  excess  "  to  gild  this  sincerest  of  all  compliments  with  vain 
repetitions  of  mere  laudatory  phrases.  That  being  so,  we  hope  the 
distinguished  author  will  not  take  it  amiss  if  we  close  our  review  Avith  an 
appeal  to  him  to  cultivate,  for  his  readers'  sake,  a  simpler  and  inore 
natural  stvle  of  writing  English.  Germany  is  doubtless  the  home  of 
thorough  scientific  work  and  method,  but  if  we  follow,  in  the  arrangement 
and  expression  of  ovu*  ideas,  the  laboiu'ed  and  top-heavy  literary  style  of 
that  country's  Avriters,  we  are  likely  to  cause  imuecessary  Aveariuess  in 
the  minds  of  our  readers.  Ban  McKcnzie. 

Klinik    der    serosen    mid    eitrigen    Labyrinth-Entziindnngen.     Yon  Dr. 
Erich     Ruttin,    Assistent    an    der   Universitiits-Ohrenklinik    in 
Wien.     23  figures   and   196  pages.     Vienna  and   Leipzig  :    Josef 
Safar. 
In  this  little  book — little  only  by  virtue  of  the  extraordinary  com- 
pression   of   its    contents— both    the   junior    student   in    the    otological 
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.lopartmeut  aud  the  aural  sur^oou  will  tiu-l  au  explicit  account  of  the 
mtncacie:^  which  surround  this  complex  section  of  our  work.  Chapter  I 
IS  devoted  to  the  routin.'  test.s  which  the  author  adopts  for  the  cochlear 
and  vestibular  nerves  coupled  with  an  explanation  as  to  their  rati.>nale 
aud  sio-mticanee-an  excellent  introduction  to  the  subject  and  set  forth  in 
a  manner  eminently  intelliKible  to  anyone  possessed  of  that  elementary 
anatomical  and  physiological  knowledge  which  it  is  quite  fair  to  pre- 
suppose. W  hilst  all  other  tests  are  treated  in  detail  no  allusion  is  made 
to  the  galvanic  reaction-an  intentional  omission  apparently,  and  one 
which  serves  to  enhance  the  practical  value  of  the  treatise,  as  tliis  test  is 
piobably  more  of  academic  interest  tliau  clinical  worth 

Rnttm  describes  the  inflammatory  changes  in  the  labvrinth  as  follows  ■ 
.)  Circumscribed  labynnthitis  (that,  so  to  say,  physiological  state  when 
a  f^.tula  and  nothing  else  exists)  ;  (2)  diffuse  serous  secondary  laby- 
nnthitis (a  condition  which  may  supervene  on  the  former)  ;  and  (8) 
diffuse  purulent  labyrinthitis  (which  may  be  either  manifest  or  latent) 
t^-eatment  nF'^lf  .7  ^^''  ^^''IJP^^'"^'  ^differential  diagnosis  and  respective 
t.l^.Wl  f  V?'  ^^?,  discussed  in  order  and  then  summarised  in 

tabulated  form.     Yet  another  condition  is  further  separately  alluded  to 

Z^T^    ]''  -r^^'i  "''^"''^^  labyrinthitis,"  such  being  in  part  the 

lesult  of  propinquity  and  occurring  in  the  course  of  acute  middle  otitis. 
of  chronic  middle  otitis,  during  the  convalescence  from  the  radical 
operation  aud  persisting  a  short  while  after  the  same 
.In^^'f  ^^''  the  mjications  here  given  for  the  labyrinth  operation  if  read 
alone  are  a  little  too  dogmatic,  but  the  author  evidently  intends  the 
warning  contained  in  his  introduction  in  this  section  to  be  always  kept 
one^  .t  Jp ''  ^^T-"i^^'"«f/  «^'^  ^'ocere  "-and  the  question  "  How  shall  we 
opeiate  :^  is,  he  urges,  of  less  importance  than  "  When  shall  we  operate  ?  " 
His  method  of  operating  is  concisely  and  clearly  described  in  a  few  words 
with  the  aid  of  SIX  good  figures.  This  penultimate  chapter  of  the  mono- 
graph is  concluded  by  a  survey  of  the  results  of  treatment,  both  expectant 
and  otherwise,  which  at  once  furnishes  admirable  advice  to  the  over- 
ambitious,  and  may  provide  some  solace  to  others  in  cases  where  patients  or 
their  friends  prefer  to  run  unwarrantable  risks 

No  treatise  of  cour.se  on  disease  of  the  labyrinth  is  complete  without 
reference  to  intracranial  complications,  and  in  this  respect  certain  rules  of 
procedure  are  suggested  which  should  prove  of  great  help  in  both  locating 
aud  dealing  w-ith  the  mflammatorv  focus 

As  ample  testimony  to  the  practical  work  on  which  this  monograph  is 
based  the  notes  ot  108  cases  are  appended  to  instance  conclusions\and 
ma  ne?'!n  ~;-''f''''^"'rf*^"'  '^'^  ^^'^  «^^  «^^^ot  but  admire  the 
Seatment     '   "    '      '''''  ^''  ""^'^''^"^   *^   '^PP^^'^    ^«^^^^d    and 

snrlr?.  "^l'^"  -f  ^^''^^.f  ^1''  ^^  ^o^^se,  hang  over  this  department  of  aural 
suigery  in  spite  of  all  the  enormous  work  recently  done,  for  a  very  lar^^e 

Vienr.l.''^  '  r.'"'"  ^^f"*^^"^  *"  ^^^  indefatigable  efforts  'of  the 
UrW  H^V  ^11  /  f  T^'  '^'''^'  pardonable  pride  that  Prof.  Victor 
certain  tw  11  • '  ''  '"  ^^'''  '"'T^*^  ^^  ■''  P^-^f^^«  to  the  book.  No  one 
W,ril  t  i  V;^^"%^^•^  to  dispute  his  dalm  to  this  distinction,  or 
begiudge  the  credit  due  to  our  Austrian  colleagues  in  this  respect.  He 
does  not,  however,  suggest  for  a  moment  that  this  treatise  is  complete,  or 
m^l  AT  If"  ^V  ^^'*^  ^^^"^  °^  ^^''  Pl^y^iology,  pathology,  ir  treat- 
Sill  n^iU'^'T'  f"^;:^ti"n  and  disease,-indeed  he  urges  tU  there  is 
llconT  ''T,Z  ^"'^\'''  mvestigatio.-.,  and  hopes  that,  whilst  this 
account    may   help   towar.ls  the  practice  of  aural   surgery,  it   will  also 
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stimulate  others  towards  the  extension  of  our  knowledge  iu  this 
direction. 

There  is  no  hesitation  whatever  in  tlioroughly  recommending  the  work 
to  all  who  may  be  interested  in  the  subject  and  are  anxious  to  master  the 
mysteries  of  tlie  labyrinth  and  its  pathological  diversities. 

In  addition  the  work  forms  an  excellent  preface  to  Neumann's  similar 
monograph  on  "  Cerebellar  Abscess,"  and  these  two  together  form  com- 
plementary and  companion  accounts  which  should  endure  as  classics  in 
otological  literature.  Alex.  E.  Ihceedie. 


BEITISH   MEDICAL  ASSOCIATION. 

ElGHTY-FIEST    AnNUAL    MeETING,    BRIGHTON. 

July  22,  23,  24  and  25,  1913. 
Section  of  Laryngology,  Ehinology,  and  Otology. 

President :  Arthur  Jaffray  Hutchison,  M.B.,  Brighton ;  Vice- 
Presidents  :  Harold  Shuttleworth  Barwell,  F  ECS  ,  Loudon ;  Claude 
Edward  Woakes,  M.E.C.S.,  London. 

The  following  subjects  have  been  selected  for  special  discussion  : 

Wednesday,  July  23,  10  a.m. — Discussion:  "The  Technique  and 
After-Treatment  of  the  Eadical  Mastoid  Operation." 

Thursday,  July  24,  10  a.m. — Discussion:  "The  Care  of  Patients 
after  Operations  on  the  Nose  and  Naso-pharynx  and  the  Complications 
of  these  Operations." 

Friday,  July  25,  10  a.m. — Papers. 

The  Hon.  Secretaries  are:  A.  J.  Martineau,  F.E. C.S.Ed.,  22,  Cam- 
bridge Eoad,  Hove;  W.  S.  Svme,  M.D.,  10,  India  Street,  Glasgow: 
E.  li.  Davis,  F.E.C.S.,  81,  Harley  Street,  W. 


NOT^    SUBSCRIPTS. 


Among  the  distinguished  recipients  of  the  recent  Koyal  Birthday  Honours  we 
are  interested  to  observe  the  name  of  our  esteemed  eolleaguCj  K.  H.  Woods,  of 
Dublin. 

Both  for  his  contributions  to  oto-laryngology  and  for  his  work  in  the 
Presidential  Chair  of  the  Royal  College  of  Surgeons,  Ireland,  Sir  Robert  Woods 
tlioroughly  merits  this  recognition,  and  on  behalf  of  his  fellow-specialists  both  at 
home  and  abroad  we  beg  to  tender  to  him  our  heartiest  congratulations. 


Dr.  A.  Logan  Turner,  of  Edinburgh,  was  elected  a  Corresponding  Fellow  of  tlie 
.Anit-rican  Laryngological  Association  at  the  recent  meeting  of  the  Association  held 
at  Washington,  on  May  .5-7  last. 


PiTuiTKiN  Locally. 

I'ituitrin,  the  extract  of  the  pituitary  body  (posterior  lobe),  rcsembh^s  adrmalin 
in  some  of  its  physiological  effects.  In  the  circulation  it  mark(>dly  stimulates  the 
force  of  the  liciirt-beat,  (-ausi's  peripheral  vascular  constriction  (save  in  the 
kidneys),  and  su  heightens  l)lo< id-pressure.  It  seems  also  to  stimulate  involuntary 
miLScle  in  the  uterus,  intestine,  Idadder,  etc. 

Applied  locally,  liowever,  to  the  mucous  membrane  of  the  nose,  e.  y  ,  1  have 
observed  that,  unlike  adrenalin,  it  exercises  no  obvious  itifiuence  upon  the  blood- 
supplij  of  the  parts. 

1).  M. 
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Original  Articles  are  accepted  on  the  condition  tliat  they  have  not  previously  been 
publislied  elseivhere. 

Twenty -five  reprints  are  allowed  each  author.  If  more  are  required  it  is  reqnested 
that  this  be  stated  when  the  article  is  first  forwarded  to  this  Journal.  Snch  extra 
reprints  will  be  charged  to  the  author. 

Editorial  Communications  are  to  he  addressed  to  "Editor  of  Jouhnaf,  ok 
Larynqologt,  care  of  Messrs.  Adlard  and  Son,  Bartholomew  Close,  E.C." 


THE   CONGRESS   NUMBER. 

The  occasion  of  the  meetiug  of  the  XA^IIth  International  Congress 
of  Medicine  in  London  this  month  provides  an  opportunity  of 
casting  a  glance  back  over  the  road  that  our  specialties  have 
travelled  in  Britain  since  they  first  left  the  parental  home  of 
general  medicine  and  surgery.  For  this  reason  the  v/hole  of  the 
present  issue  of  the  Journal  of  Laryngology,  Rhinology  and 
Otology  is  given  up  to  a  series  of  articles  historical  in  character, 
which,  when  compared  with  the  long  list  (p.  433)  of  clinics  now  in 
active  operation  in  Britain,  may  serve  to  indicate  to  our  foreign 
visitors  and  readers,  as  well  as  to  future  workers,  the  level  to 
which  our  special  knowledge  has  attained,  and  the  extent  to 
which  it  has  become  disseminated  throughout  the  length  and 
breadth  of  the  land  at  the  present  day. 

The  historical  articles,  for  which  we  are  indebted  to  writers 
wiiose  names  are  household  Avords  Avherever  otology  and  laryn- 
gology are  household  topics,  have  been  constructed  mainly  with 
the  object  of  demonstrating  and  emphasising  the  influence  of  British 
investigators  upon  the  development  of  special  sciences.  In  doing 
so,  the  authors  have  as  far  as  possible  confined  their  attention  to 
the  achievements  of  men  who  have  either  retired  from  active 
practice,  or  have  definitely  "passed  nito  history" — a  limitation 
which  is,  of  course,  dictated  by  a  desire  to  avoid  the  delicate  task 
of  appraising  the  work  of  living  men. 

29 
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In  the  case  of  rliinology,  however^  the  extreme  youth  of  this 
branch  of  medicine  has  naturally  rendered  it  impossible  to  treat  of 
it  otherwise  than  by  discussing  the  work  of  living  men,  but  in  the 
fall  and  exhaustive  resume  we  owe  to  Drs.  Logan  Turner  and 
W.  G.  Porter,  there  will  be  found,  we  believe,  few  or  no  omissions 
of  any  importance. 

With  regard  to  the  illustrations  we  beg  to  express  our  most 
grateful  thanks  to  Sir  William  Dalby,  Sir  Felix  Seraon,  Prof.  Urban 
Pritchard,  Dr.  de  Havilland  Hall,  Dr.  T.  J.  Walker  (Peterborough), 
Dr.  Laidlaw  Purvis,  Mr.  Macleod  Yearsley,  and  the  family  of  Sir 
George  Johnson  for  the  loan  of  photographs,  and  Mr.  E.  Kershaw 
for  permission  to  select  from  his  unique  collection  of  portraits  the 
pictures  of  Toynbee,  Wilde  and  Hinton,  Sir  Morell  Mackenzie,  and 
Lennox  Browne. 

In  conclusion,  we  desire  in  the  name  of  British  oto-laryngology 
to  extend  to  our  colleagues  from  foreign  lands,  to  our  cousins  from 
across  the  Atlantic,  and  to  our  brethren  from  over  the  Seven  Seas, 
the  heartiest  of  welcomes.  May  their  sojourn  among  us  lead  to  the 
fui'therance  of  knowledge,  the  perfecting  of  skill,  the  formation 
and  deepening  of  friendship,  and  the  strengthening  of  the  ties  that 
make  not  only  for  scientific  but  also  for  political  brotherhood  ! 


THE   HISTORY   OF   RHINO-LARYNGOLOGY    IN    GREAT 

BRITAIN. 

By  Sir  StClaik  Thomson, 

President  of  the  Section  of  Rliinology  and  Laryngology,  Seventeenth  Inter- 
national Congress  of  Medicine,  London,  Aixgiist  6-12,  1913. 

We  are  generally  agreed  that  lai'yngology  originated  iu  1885,  and  owed 
its  creatiou  to  the  discovery  of  Seiior  Manuel  Garcia.  It  was  happily 
indicative  of  the  cosmopolitan  character  of  our  sj/eciality  that  Garcia  was 
a  Spaniard  by  bii-th,  that  he  made  his  discovery  iu  Fi-ance,  that  he  first 
published  the  invention  in  England,  and  that  medical  laryngoscopy  was 
perfected  iu  Vienna  and  Buda-Pesth  and  first  presented  to  the  world  in 
an  article  iu  the  Wiener  Medizinhehe  Wochenschrlft  on  March  27,  1858. 
But  Manuel  Garcia  lived  long  in  this  country,  and  was  known  to  many 
of  us  in  his  later  years ;  he  now  takes  his  last  sleep  iu  English  soil,  so 
that  the  inventor  of  the  laryngoscope  came  to  be  particularly  ideutified 
with  this  country.  Garcia  died  on  July  1,  19(>(3,  in  the  102nd  year  of 
his  age.  He  is  biu-ied  in  tlie  churchyard  adjoining  St.  Edward's  Chapel 
at  Sutton  Place,  near  Woking,  iu  the  beautiful  county  of  Surrey. 

But  long  before  the  middle  of  last  century  efforts  had  been  made  iu 
England  to  see  the  living  larynx,  and  important  contributions  had  been 
made  by  rhinologists  and  laryngologists.  So  long  ago  as  the  year  1651 
Highmore  had  given  his  name  to  the  maxillary  sinus,  and  in  1698  Cowper 
lia<l  shown  how  it  coidd  lio  opened  an<l  drained  from  a  tooth-socket.     In. 


Gakcia,  when  he  invented  the 
Laryngoscope. 


Garcia,  aged  Kki  Years 
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tlie  eighteenth  century  the  sun-^-estiuu  to  open  the  nuixilhirv  antrum  iroiu 
the  nose  was  made  by  John  Hunter,  the  founder  of  the  wonderful  patho- 
logical museum  in  the  Royal  College  of  Surgeons  in  Lincoln's  Inn  Fields. 

In  18:29  Dr.  Benjamin  Guy  Babington  showed  his  "  glottiscope  "  to 
the  Hiuiterian  Society  of  Loudon.  He  used  a  laryngeal  mirror,  very 
similar  to  those  used  at  the  present  day,  and  on  this  he  concentrated  the 
sun's  rays  by  means  of  a  commou  hand  lookiug-ghxss.  There  are  no 
cases  recorded  in  which  Babington's  laryngoscope  was  employed,  although 
we  know  that  he  used  it  on  many  patients,  and  a  method  which  depended 
on  so  uncertain  a  luminary  as  the  sun — particidarly  in  this  climate — 
could  not  be  expected  to  secure  any  general  adoption. 

Another  distinct  objection  was  that  it  demanded  the  use  of  the 
operator's  two  hands,  the  right  one  holding  the  laryngeal  mirror,  while 
the  left  manipulated  the  hand-glass. 

Liston  was  a  great  surgeon  who,  iu  18-40,  recorded  that  when  treating 
cedematous  tumours  in  the  larynx  he  endeavoured  to  obtain  a  deeper  view 
"  by  means  of  such  a  glass  as  is  used  by  dentists  on  a  long  stalk,  pre- 
viously dipped  in  hot  watei",  introduced  with  its  reflecting  surface  down- 
wards and  carried  well  into  the  fauces." 

In  1844  Warden  employed  prisms  in  an  endeavour  to  inspect  the 
interior  of  the  lax'vnx,  but  came  to  the  conclusion  that  his  method  would 
give  no  assistance.  About  the  same  time  Avery  was  attempting  to  see 
the  vocal  cords  by  principles  which  were  sound,  although  his  methods 
were  insufficient.  He  used  a  frontal  mirror,  but  only  to  increase  the 
luminary  power  of  a  candle,  and  his  laryngeal  mirror  was  not  mounted 
on  a  shank,  but  fixed  in  a  cumbersome  speculum. 

It  is  curious  that  no  one  interested  in  throat  affections  had  thought 
of  applying  the  principles  of  the  ophthalmoscope,  invented  by  Helmholtz 
in  1851.  Senor  Garcia  was  at  that  time  teaching  singing  in  Paris  ;  he 
had  no  medical  or  scientific  training,  and,  doubtless  like  many  before 
him,  he  was  anxious  to  perfect  his  study  of  the  throat  by  seeing  "a 
healthy  glottis  exposed  in  the  very  act  of  singing."  How  his  wishes 
became  realised  was  graphically  described  by  him  before  the  Sub-section 
of  Laryngology  at  the  Seventh  International  Congress  of  Medicine,  held 
in  Loudon  in  1881,  and  was  given  in  such  simple  but  picturesque 
language  that  I  cannot  do  better  than  cjuote  Garcia's  own  words  He 
says  :  "  One  September  day,  in  1854, 1  was  strolling  in  the  Palais  Royal, 
preoccupied  with  the  ever-recurring  wish  so  often  repressed  as  unrealis- 
able,  when  suddenly  I  saw  the  two  mirrors  of  the  laryngocope  in  their 
respective  positions,  as  if  actually  present  before  my  eyes.  I  went  straight 
to  Charricre,  the  surgical-instrument  maker,  and,  asking  if  he  happened 
to  possess  a  small  mirror  with  a  long  handle,  was  informed  that  he  had 
a  little  dentist's  mirror,  which  had  been  one  of  the  failures  of  the  London 
exhibition  of  1851.  I  bought  it  for  six  francs.  Having  obtained  also  a 
hand  mirror,  I  returned  home  at  once  very  impatient  to  begin  my  experi- 
ments. I  placed  against  the  uvula  the  little  mirror  (which  I  had  heated 
iu  warm  w^ater  and  carefully  dried),  then,  flashing  upon  its  surface  with 
a  hand  mirror  a  ray  of  sunlight,  I  saw^at  once  to  my  great  joy  the  glottis 
wide  open  before  me,  and  so  fully  exposed,  that  I  could  perceive  a  portion 
of  the  trachea.  When  my  excitement  had  somewhat  subsided,  I  began  to 
examine  what  was  passing  before  my  eyes.  Tiie  manner  in  which  the 
glottis  silently  opened  and  shut,  and  moved  in  the  act  of  phouation,  filled 
me  with  wonder."' 

'  Transactions  of  the  Seventh  International  Medical  Congress,  London,  1881,  vol. 
iii,  r-  19"- 
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With  the  iuveutiou  of  the  laryngoscope  fifty -eight  years  ago,  the  art 
and  science  of  laryngology  was  founded.  We  have  lostmostof  those  who 
brought  back  to  this  country  the  first  laryngoscopes  from  Vienna  and 
Buda-Pesth,  but  we  are  happy  in  having  still  amongst  us  one  of  these 
early  pioneers  of  laryngology.  Dr.  T.  J.  Walker,  of  Peterborough,  who  was 
one  of  the  secretaries  in  the  Section  of  Laryngology  when  the  International 
Congress  of  Me  acine  met  in  London  thirty -two  years  ago,  is  still  in  fidl 
practice  (Plate).  If  I  have  read  the  history  of  laryngology  ariglit  it 
was  Dr.  T.  J.  Walker  who,  as  seen  in  the  Lancet  for  November  9th,  1864, 
recorded  the  first  published  case  of  removal  of  a  polypus  from  a  vocal 
cord  by  theendolaryngeal  route.  This,  be  is  noted,  was  done  without  the 
aid  of  either  chloroform  or  cocaine ! 

Dr.  T.  J.  Walker's  co-secretaries  in  1881  were  Dr.  Felix  Semon  and 
Dr.  F.  de  Havillaud  Hall  (Plate).  Dr.  Hall  has  somewhat  forsaken 
laryngology  for  the  wider  subject  of  internal  medicine,  but  Sir  Felix 
Semon  is  faithful  to  laryngology,  which  he  has  served  so  well,  and  of 
which  he  remains  the  welcomed  and  honoured  doyen  (Plate). 

The  late  Sir  George  Johnson,  who  presided  over  the  Sub-section  of 
Laryngology  in  1881,  made  a  valuable  contril)ution  to  the  question  of 
larvngeal  neuroses  (Plate).  The  clinical  work  of  Morell  Mackenzie  and 
Lennox  Browne  is  well  known,  and  their  text-books  were  recognised 
throughout  Europe. 

Henry  Butlin's  name  will  always  be  associated  with  the  surgery  of 
laryngeal  cancer. 

With  the  mention  of  these  names  we  arrive  at  the  present-day  history 
of  rhino-laryngology  in  this  country.  It  would  be  both  difiicult  and 
invidious  to  attempt  a  consideration  of  the  contributions  made  to  the 
speciality  by  the  many  earnest  workers  in  Great  Britain.  Their  number 
and  enthusiasm  is  shown  by  the  value  of  the  Transactions  of  the  Laryngo- 
logical  Section  of  the  Royal  Society  of  Medicine,  which  numbers  nearly  200 
members.  Scotland  has  its  own  special  Society  of  Oto-laryngology.  An 
Irish  laryngologist.  Sir  Robert  Woods,  has  earned  such  distinction  in  our 
special  work  that  he  has  lately  received  the  well-earned  honour  of  knight- 
hood ;  and  "  gallant  little  Wales "  presents  in  Dr.  D.  E.  Paterson  a 
laryngologist  of  such  culture  and  merit  that  he  is  now  the  president-elect 
of  the  Section  of  the  Royal  Society  of  Medicine. 

The  work  done  and  being  done  in  Great  Britain  bears  the  character  of 
the  nation.  It  is  noticeable  for  its  practical  character,  for  the  quick 
adoption  of  any  idea  or  procedure  which  promises  ready  application  in 
practice,  for  the  instinct  to  simplify  complicated  methods,  and  for  its 
humanity.  As  I  remarked  in  Berlin  in  1911,  it  is  to  a  large  extent  true 
that  the  gold  of  science  is  mined  in  Germany,  minted  in  France,  and  put 
in  circulation  l>v  the  Ens^lish  ! 


THE    FOUNDATIONS    OF    BRITISH    OTOLOGY. 

By  Macleod  Yeahsley,  F.K.C.S., 
Senior  Surgeon  to  the  Royal  Ear  Hospital,  etc. 

The  occasion  of  an  International  Congress  of  Medicine  in  London  is  the 
opportunity  for  taking  stock  of  what  British  science  has  done  in  the  past 
in  the  various  departments  of  medical  work.  When  one  looks  over  the 
history  of  otology  in  tlie  United  Kingdom  during  the  past  century  one 
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tiuds  much  to  be  proud  of,  aud  cau  realise  that  ovir  cuuiiti'y  has  played  a 
foremost  part  in  one  of  the  yount^est  of  the  ^reat  special  branches  of 
medicine  and  surgery. 

Until  the  seventeenth  century — indeed  it  is  not  an  exay-Lj-eration  to  go 
further  and  say  until  the  nineteenth  century — -otology  was  very  empirical, 
and  had  scarcely  passed  <.»ut  of  the  domain  of  (juackery.  Sir  William 
Wilde,  writing  in  1853,  remarks  that  "  the  affections  of  the  ear,  whether 
functional  or  organic,  are  spoken  of,  lectui-ed  on,  written  of,  and  described 
(even  in  great  part  to  the  present  day),  not  according  to  the  laws  of 
pathology  which  regulate  other  diseases,  but  by  a  single  symptom,  that  of 
deafness."  This  quotation  is  a  vei'y  true  one,  and  demonstrates  the 
luiscieutific  condition  of  otology  up  to  within  comparatively  recent 
times. 

The  fact  that  tlie  names  of  the  earlier  pioneers  of  aural  anatomy — 
Eustachius,  Vesalius,  Ingrassia,  Columbo,  Fallopuis,  Koiter,  Varolius, 
Fabricius,  Rivinus,  Brendel,  Zinn,  Cotugno,  Scarpa,  Sommering,  Corti — 
are  all  foreign,  has  helped  to  hide  much  of  the  progress  of  otology  due  to 
British  scientists,  and  has  partially  veiled  the  names  of  such  men  as 
Mimro,  Tod,  Home,  Shrapnell,  Buchanan,  Wharton  Jones,  Wallis,  Petit, 
Cleland,  and  others. 

Otology  has  practically  no  history  worth  mentioning  before  the 
eighteenth  century,  although  John  of  Gaddesden  recognised  the  importance 
of  drainage  in  treating  middle-ear  inflammation  sufficiently  to  recommend 
that,  in  cases  of  discharge,  one  of  the  lower  classes  should  be  hired  to 
suck  out  all  the  morbid  material  of  the  ear  by  means  of  a  tul:)e  in  the 
meatus  I  It  may  be  noted,  in  this  connection,  that  Fallopius  (1523-1562) 
first  taught  that  a  discharge  of  pus  from  the  ear  of  a  child  should  not  be 
meddled  with,  as  it  was  an  effort  of  Nature  to  throw  morbid  material  out 
of  the  head  through  the  ear  !  A  teaching  tliat  may  have  formed  the 
foundation  of  that  perniciovis  doctrine  of  tlie  unwisdom  of  "  stopping  a 
discharge  "  that  even  now  survives  among  the  ignorant,  and  is  responsible 
for  numerous  fatalities  and  destruction  of  hearing. 

It  is  difficult  to  trace  the  rise  of  British  otology  from  its  emergence 
out  of  the  slough  of  empiricism  and  quackery  to  its  present  position  as  a 
scientific  speciality  based  upon  a  solid  foundation  ;  one  can  only  take  the 
names  of  British  otologists  in  chronological  order  and  note  what  they 
have  achieved.  If  this  be  done,  it  will  be  found  that  many  advances 
popularly  attributed  to  our  continental  confrlres  have  in  reality  originated 
in  our  islands. 

A  notable  instance  of  this  fondness  for  referring  British  discoveries 
to  foreign  countries  is  the  so-called  "  German  system  '"  of  deaf  education, 
now  designated,  more  appropriately,  the  "  oral  system."  It  is  a  fact  that 
this  method  of  education  was  in  use  in  England  and  Scotland  in  Dr. 
Johnson's  time,  and  is  mentioned  by  Boswell  in  his  biography.  This 
was  long  before  it  was  even  thought  of  in  Germany.  But  one  may  go 
still  further,  and  say  that  a  full  century  before  Dr.  Johnson  visited 
Braidwood's  school  in  Edinburgh,  and  was  pleased  with  the  way  in 
which  a  deaf  scholar  pronounced  one  of  the  lexicographer's  sesquipedalia 
verba  written  upon  the  board,  long  before  the  congery  of  states  was 
welded  into  the  German  Empire,  an  Englishman  was  educating 
deaf  children  to  speak.  John  Wallis,  Savilian  Professor  of  Geometry 
at  Oxford,  and  one  of  the  founders  of  the  Royal  Society,  exhibited 
to  Charles  II,  in  1663,  a  ''  deaf  and  dumb  "  youth,  Daniel  Whalley, 
the  son  of  a  friend,  whom  he  had  taught  to  speak  aud  to  under- 
stand    speech.      Wallis"s    method    was   applied  in  a   few  other  cases. 
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and  its  origin  may  be  traced  to  his  treatise,  "  De  Loquela,"  on  the 
methods  of  production  of  articulate  sounds. 

In  1680  Thomas  Willis  first  drew  attention  to  the  symptom  of  hear- 
ing better  in  a  noise  (paracusis  Willisii). 

J.  L.  Petit,  a  Bi-itish  surgeon,  was  the  first,  according  to  Schwartze, 
to  open  the  mastoid  for  the  evacuation  of  pus,  an  operation  which  he 
performed  between  1750  and  1774.  Although  the  history  and  develop- 
ment of  the  mastoid  operation  has  been  rather  the  achievement  of  Con- 
tinental surgery,  it  is  interesting  to  know  that  it  is  to  Great  Britain  that 
the  earliest  record  of  this  valuable  surgical  advance  is  to  be  attributed. 

Another  great  advance  in  otology  originated  practically  with  a  British 
surgeon.  It  is  true  that  Guijot,  the  postmaster  of  Versailles,  invented 
the  first  form  of  Eustachian  catheter  in  1724 — he  used  it  upon  himself 
through  the  mouth ;  but  it  was  Ai'chibald  Cleland,  an  English  army 
surgeon,  who,  in  1741,  advised  injections  via  the  Eustachian  tube,  and 
used  probes  for  its  exploration.  According  to  Wilde  it  is  certain  that 
Cleland  was  the  first  to  inti-oduce  the  catheter  through  the  nose.  He 
was  also  the  first  to  use  a  lens  for  the  examination  of  the  ear.  In  1755 
another  British  surgeon,  Jonathan  Wathau,  reported  cases  of  Eustachian 
catheterisatiou,  without,  apparently,  knowing  anything  of  Cleland's  work 
on  the  same  subject. 

Alexander  Munro  (1797),  Professor  of  Anatomy,  Medicine,  and 
Surgery  in  the  University  of  Edinburgh,  claims  to  have  been  the  first 
anatomist  to  trace  the  auditory  nerve  within  the  cochlea,  vestibule,  and 
semicircular  canals,  and  wrote  a  monograph  on  the  organ  of  hearing  in 
man  and  the  other  animals. 

David  Tod,  who  wrote  three  treatises  on  the  brain,  the  eye  and  the 
ear,  published  in  London  and  Edinburgh  in  1797,  also  contributed 
essentially  to  the  anatomy  of  the  ear. 

Sir  Everard  Home,  Hunter's  son-in-law,  was  the  first  to  write  an 
exact  account  of  the  tympanic  membrane,  published  in  the  Philosophical 
Transactions  for  1800,  and  it  was  he  who  suggested  to  Sir  Astley  Cooper 
the  operation  of  perforation  of  the  membrane.  John  Cunningham 
Saunders  also,  in  his  work  on  the  ear,  which  is  brief,  scientific,  and  far 
beyond  its  predecessors,  advocated  paracentesis  in  acute  suppuration  of 
the  middle  ear.  He  was  the  first,  in  March,  1805,  to  establish  an  infir- 
mary for  the  deaf,  the  Avork  of  which  was,  however,  limited  later  to  the 
eye. 

In  1816  John  Harrison  Curtis  founded  the  Dispensary  for  Diseases  of 
the  Ear,  which  later  became  the  Koyal  Ear  Hospital,  for  Diseases  of  the 
Ear,  in  1841,  when  the  late  Queen  Victoria  l)ecame  its  patron.  Curtis 
was  succeeded  about  the  year  1845  by  William  Harvev,  who  died  of 
carbuncle  in  December,  1876.  This  hospital  can,  therefore,  lay  claim  to 
being  the  oldest  special  hospital  in  existence.  Curtis  published  a  treatise 
on  the  physiology  and  pathology  of  the  ear  in  1836. 

In  1832  Henry  Jones  Shrapnell  first  described,  in  the  Medical  Gazetie, 
that  part  of  the  tympanic  membrane  wliich  is  known  bv  his  name. 
Between  that  date  and  1823  the  most  noteworthy  production  of  Britisli 
otology  was  a  book  upon  diseases  of  the  ear, '  published  bv  Thomas 
Buchanan,  of  Hull.     This  surgeon  published  four  works. 

Between  1836  and  1839  T.  Wliarton  Jones  contributed  a  very 
valuable  monograph  upon  the  ear  to  "  The  C\H-]()pa?diaof  Anatomv  and 
Physiology  "  (edited  by  Robert  B.  Todd),  an<l"  in  1839  Joseph  WiHiams 
won  a  gold  medal  from  the  University  of  E(linl)urgh  for  his  monograph  on 
the  anatomy,  physiology  and  patliology  of  the  ear. 
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The  early  Victorian  period,  iiito  which  we  have  now  entered,  was, 
however,  tlie  dawn  of  molern  British  otology,  and  Grunert,  in  a  letter  to 
the  L'tncef  (1900,  ii,  p.  18?6),  aekuowledges  that  the  English  otologists 
were  the  first  to  promote  the  study  of  otology  on  a  sound  scientific  basis. 
At  least  six  great  names  must  endure  as  inseparable  from  the  rise  and 
growth  of  British  otology — William  Harvey,  James  Hinton,  George 
Pilcher,  Joseph  Toynl)ee,  William  Wilde,  and  James  Yearsley — whilst  it 
would  be  invidious  to  mention  those  who,  still  living,  have  advanced  the 
work  to  its  present  state.  To  these  six  surgeons  I  propose  to  devote 
some  detail.  Of  William  Harvey  I  have  been  uual)le  to  find  any 
obituary  notice,  save  a  short  paragraph  noting  his  death  in  the  Lancet  of 
1876.  His  name  is  not  to  be  found  in  the  "  Dictionary  of  National 
Biography,"  save  in  a  note,  to  be  referred  to  later,  on  Pilcher. 

James  Hinton  was  born  at  Reading  in  1822.  In  1838-9  he  was 
cashier  in  a  woollen  drapery  in  Whitechapel,  after  which  he  became  a 
clerk  in  an  insurance  ofiice.  Slaving  at  what  must  have  been  an  uncon- 
genial occupation,  he  devoted  his  nights  to  study,  becoming  later  a 
student  at  St.  Bartholomew's.  Taking  his  M.E.C.S.  in  1847,  he  spent 
some  time  at  sea,  his  prospects  clouded  by  an  unrequited  attachment  to 
a  Miss  Haddon,  who  twice  rejected  him.  He  next  began  practice  in 
Bartholomew  Close  in  partnership  with  Fisher,  paying  special  attention 
to  aural  surgery.  His  life  became  brighter  when  Sliss  Haddon  succumbed 
to  his  third  entreaty  and  married  him  in  1852.  In  1854-5  he  delivered 
a  course  of  lectures  on  "  Sound,"  and,  in  1856,  began  a  literary  career  Ijy 
papers  on  physiology  and  ethics.  To  otology  he  contrilnited  his  "  Atlas 
of  the  Membrana  Tympani,"  "  Questions  of  Aural  Surgery,"  and  trans- 
lations of  V.  Trultsch's  "  Surgical  Diseases  of  the  Ear,"  and  of  Helm- 
holtz's  "  Mechanism  of  the  Ossicles  and  of  the  Membrana  Tympani," 
published  by  the  Sydenham  Society.  In  1875  he  began  to  suffer  from 
brain  trouble  due  to  overwork,  and  started  on  a  voyage  to  the  Azores, 
only  to  die  on  December  16,  1875,  of  acute  inflammation  of  the  braiu. 

George  Pilcher,  born  in  1801,  obtained  his  M.R.C.S.  in  1824,  and 
began  at  once  to  practise  as  a  surgeon  in  Dean  Street,  Soho.  He  was 
appointed  lecturer  on  anatomy,  physiology  and  surgery  at  the  West 
Street  School  of  Melicine,  and  became  consulting  surgeon  to  the  Surrey 
Dispensarv.  In  1838  he  was  awai'ded  the  Fothergillian  Gold  Medal  of 
the  Medical  Society  of  London  for  a  valuable  essay  on  the  structure  and 
pathology  of  the  ear.  He  was  President  of  the  Medical  Society  in  1842, 
and  became  lecturer  on  surgery  to  St.  George's  Hospital  in  1843,  in 
which  year  he  received  the  F.K.C.S.  on  the  foundation  of  that  diploma. 
He  died  in  1855.  In  the  "  National  Dictionary  of  Biography  "  it  is  said 
that  he  "  entered  upon  the  practice  of  aural  surgery  at  a  time  when  the 
quackery  of  John  Harrison  Curtis  had  raised  that  speciality  to  an 
unenviable  notoriety.  To  Toynbee,  Pilcher,  Yearsley  and  Haiwey.  aural 
surgery  in  this  country  mainly  owes     .     .     .     its  position." 

The  name  of  Joseph  Toynbee,  otologist  and  philanthropist,  must  ever 
stand  out  among  Bi-itish  otologists.  Born  in  Lincolnshire  in  1815,  he 
obtained  his  M.R.C.S.  in  1838.  His  aural  studies  began  during  student 
life,  letters  from  him,  signed  "  J.  T.,"  appearing  in  the  Lancet  of  1836. 
After  acting  as  assistant  to  the  late  Sir  Richard  Owen  at  the  Royal 
College  of  Surgeons,  he  became  surgeon  to  the  St.  James's  and  St. 
George's  Dispensary,  where  he  established  a  Samaritan  Fund.  For  his 
researches  demonstrating  the  non-vascularity  of  articular  cartilage  he 
was  made  F.R.S.  in  1842,  and  in  1843  he  1)ecame  one  of  the  first  Fellows 
of  the  Royal  College  of  Surgeons.    Commencing  practice  in  Argyll  Place, 
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lie  removed  later  to  Savile  Row,  and  -was  appointed  aural  svirgeou  and 
lecturer  upon  diseases  of  the  ear  to  St.  Mary's  Hospital  in  1852,  a  post 
which  he  resigned  in  1864.  He  was,  besides,  aural  surgeon  to  Earlswood 
Asylum  for  Idiots,  and  consulting  aural  surgeon  to  the  Asylum  for  the 
Deaf  and  Dumb.  His  work  in  otology  is  mainly  valuable  for  its 
anatomical  and  pathological  investigations,  and  a  lasting  monument  of 
his  labours  is  to  be  found  in  the  famous  Toynbee  collection  in  the  Museum 
of  the  Royal  College  of  Surgeons.  His  valuable  life  was  prematurely 
ended  on  July  7,  1866,  from  the  accidental  inhalation  of  chloroform 
whilst  experimenting  to  find  out  a  method  of  relieving  pain  in  acute 
inflammation  of  the  ear.  His  work  has,  however,  won  lasting  fame,  and, 
according  to  St.  John  Roosa,  it  was  his  observations  on  the  muscular 
action  required  to  open  the  Eustachian  tulje  that  led  Politzer  to  his 
method  of  inflation. 

A  name  scarcely  less  great  than  Toynljee  is  that  of  William  Roliei't 
Wills  Wilde,  who  was  born  at  Castlerea,  Co.  Roscommon,  in  1815. 
Apprenticed  to  Professor  Colles  in  1832,  he  became  M.R. C.S.I,  in  1837, 
after  which  he  went  for  a  voyage,  of  which  he  wrote  the  narrative.  After 
study  at  Moorfiekls  Ophthalmic  Hospital,  Berlin  and  Vienna,  he  settled 
in  Dublin  in  1841,  where  he  founded  the  Hospital  for  Diseases  of  the  Eye 
and  Ear.  In  1853  he  published  his  standard  work,  followed  later  by  a 
book  on  the  eye.  He  wrote  also  upon  non-professional  subjects. 
Appointed  surgeon  to  the  Queen  in  Ireland  and  receiving  the  honour 
of  knighthood,  he  died  in  1S76.  His  work  did  more  to  place  otology  on 
a  sound  basis  than  anything  which  had  appeared  since  the  days  of 
Valsalva.  He  taught  that  the  true  nature  of  aural  disease  was  inflamma- 
tory in  a  large  proportion  of  cases,  and,  as  St.  John  Roosa  puts  it. 
"  W^iWe  deserves  the  title  of  the  '  Father  of  Modern  Otology.'  "  Fayette 
C.  Ewing,  writing  on  the  "  Progress  of  Otology  in  FiftyYears '"  in  the 
Larynf/oscope  for  1903  (pp.  857-860)  and  noting  the  effects  of  Listerisni 
in  aural  surgery,  points  out  that  Wilde  knew  and  insisted  upon  the  import- 
ance of  cleanliness  and  drainage,  and  the  advances  made  since  his  time 
hinge  almost  entirely  upon  antisepsis. 

James  Yearsley  is  now  best  known  for  the  artificial  tympanum  which 
bears  his  name.  But  he  did  better  work  than  that,  and  foreshadowed 
much  of  Avhat  is  the  basis  of  modern  treatment  and  preventive  work,  the 
study  of  the  uaso-pharynx.  Born  in  Cheltenham  in  1805,  he  became  the 
pupil  of  Ralph  Fletcher  of  Gloucester  (a  man  well  known  as  a  skilful 
surgeon  and  a  collector  of  pictures),  whose  dauuhter  he  married.  Later 
a  student  at  St.  Bartholomew's,  he  became  M.R.C.S.  and  L.S.A.  in 
1827,  L.R.C.P.Ed.  in  1860,  and  M.D.  St.  Andrews  in  1862.  After  a  short 
period  (1829-1837)  in  general  practice— so  valuable  to  the  specialist— 
at  Ross,  in  Herefordshire,  he  studied  as  an  aural  surgeon  in  Savile  Row, 
founding  shortly  after  the  present  Metropolitan  Ear  and  Throat  Hospital. 
He  wrote  several  Avorks  on  otology  and  on  diseases  of  the  throat,  which, 
if  less  scientific  than  those  of  his  contemporaries,  are  valuable  for  their 
sound  doctrine  regarding  the  origin  of  most  cases  of  impaired  hearing  in 
the  mucous  membranes  of  the  throat  and  ear.  He  insisted  stronglv  upon 
the  connection  between  deafness  and  diseases  of  the  naso-pliarviix  and 
advocated  the  removal  of  tonsils.  He  .lied  in  18(59  and  lies  in  the 
churchyard  of  his  son's  church  at  Sutton  Bonnington  in  Leicestershire. 

To  carry  this  short  sketch  of  British  Otologv  bevond  these  men  who 
laboured  to  establish  it  upon  a  firm  and  scientific  basis  would  be  bevond  its 
scope.  Sufficient  has  been  said  to  demonstrate  that  our  specialitv  owes 
much   to  British  science.     Its  development  and  its  future  lie  iii  able 
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luiuds,  uiul,  ill  more  recent  times,  the  names  of  Cresswell  Baber,  McEwen, 
Urban  PritL-liard,  Dalby  and  others  show  how  well  the  lejxacy  of  the 
earlv  Victorian  aural  surgeons  have  been  administered  in  trust  for  future 
generations.  The  future  of  British  otology  is  safe  ;  it  is  advancing  and 
will  advance,  and  the  direction  taken  by  that  advance  will  be  that  oi 
prevention. 


A  SURVEY  OF  THE  WORK  DONE  IN  BRITAIN  ON  THE 
DISEASES  OF  THE  NASAL  CAVITIES  AND  THEIR 
ACCESSORY    SINUSES. 

By  a.  Logan  Tlkneu,  M.D.,  F.R.C.S.E., 

Surgeon  to  the  Ear  aud  Throat  Department,  Royal  Infirmary,  Edinburgh  ;  and 

W.  CI.  Porter,  M.B.,  F.R.C.S.E., 

Surgeon  to  the  Eye,  Ear,  and  Throat  Infirmary,  Edinburgh. 

In  reviewing  British  work  in  the  domain  of  the  nasal  cavities,  we  shall 
refer  in  the  first  instance  to  investigations  on  the  development  and  anatomy 
of  tlie  parts  and  to  those  dealing  with  physiology. 

Anatomy  and  Physioloyy. — Among  papers  on  development  one  by 
J.  E.  Frazer(l),  published  in  1910,  on  the  early  development  of  the 
Eustachian  tube  and  naso-pharynx,  is  worthy  of  mention.  He  regarded 
the  tube  and  middle-ear  cavities  as  derived  from  a  recess  that  was  really 
part  of  the  pharyngeal  cavity  containing  in  its  walls  fii'st,  second,  and 
probably  third  arch  elements,  and  therefore  differing  from  the  view 
generally  held,  that  they  are  derived  from  the  first  inner  cleft  recess.  In 
his  investigations  he  made  use  of  reconstruction  models  and  serial  sec- 
tions. 

Here,  also,  we  may  refer  to  a  paper  by  W.  Gr.  Porter  (2)  (1907)  on  a 
fold  sometimes  to  be  "found  immediately  in  front  of  the  posterior  nares. 
The  fold  was  first  noticed  on  the  normal  side  in  a  case  of  unilateral 
atresia  of  the  choana,  and  it  appeared  to  be  a  very  slight  degree  of  atresia 
on  that  side  as  well.  Subsequent  investigation  showed  that  this  fold  was 
present  in  one  out  of  three  individuals,  and  the  author  suggested  that  it 
probably  represented  the  remains  of  the  bucco-nasal  membrane,  the  per- 
sistence of  which,  as  Haag  pointed  out,  was  probably  the  cause  of  con- 
genital atresia. 

An  interesting  investigation  has  been  carried  out  by  T.  W.  E.  Ross  (8) 
(1913)  on  the  nerve  supply  of  the  inferior  turbinal  as  shown  by  vital 
staining.  He  showed  that  the  inferior  turljinals  have  an  abundant  and 
complex  nerve-supply,  especially  in  the  subepithelial  area,  where  several 
varieties  of  nerve-endings  are  found,  including  a  plexus  formed  by 
leashes  of  nerve-fibrils,  best  seen  towards  the  anterior  part  of  the 
tui'biual. 

A  number  of  valuable  researches  have  been  carried  out  by  British 
authors  on  the  phvsiologv  of  the  nose,  especially  in  relation  to  its  respira- 
tory functions.  Although  Aschenbrodt,  of  Wiirzburg  (1886),  was  the 
first  to  examine  the  temperature  and  hygrometric  conditions  of  the  air 
after  passing  through  the  nose,  Greville  Macdonald  (4)  in  1888  inade 
origiaal  observations  on  the  same  subject  and  obtained  very  similar 
results.  He  found  that  whatever  the  atmospheric  temperature,  the 
inspired  air  on  passing  through  the  nose  alone  was  raised  or  lowered 
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approximately  to  that   of  the  blood,  aud  further,  that  the  air  became 
completely  saturated  with  Avater. 

Our  views  on  this  subject  have  had  to  be  reconsidered  as  a  result 
of  an  im]>ortaiit  and  entirely  original  investigation  carried  out  recently 
by  A.  Brown  Kelly  (5)  (1913).  He  used  extremely  delicate  mercm-y 
thermometers  which  responded  at  once  to  the  slightest  changes  of  tempera- 
tm*e,  hence  the  alternate  changes  produced  by  tiie  colder  inspired  air  aud 
the  warmer  expired  air  were  at  once  made  evident.  The  bulb  of  the 
thermometer,  which  was  bent  at  an  angle  to  the  stem,  was  introduced 
into  the  naso-pharyux  while  the  stem  projected  from  the  mouth.  The 
excursus  of  temperature  with  normal  individuals  varied  from  1'5°  to 
6°  F.  His  results  thus  differed  from  those  of  previous  observers  in  that 
he  showed  that  the  temperature  of  the  respiratory  current  in  the  naso- 
pharynx was  not  to  be  attributed  solely  to  the  warming  action  of  the  nose 
and  nasopharynx,  but  also  to  the  expiratory  current.  He  also  investi- 
gated the  thermometric  phenomena  in  various  diseased  conditions  of  the 
nasal  cavities. 

The  course  taken  by  the  air  in  passing  through  the  nose  was  first 
examined  experimentally  in  the  cadaver  by  Paulsen  and  later  by  Frauke, 
while  Greville  Macdouald  has  assumed  that  the  course  of  the  inspired  air 
was  through  the  middle  meatus.  Charles  A.  Parker  (6)  in  1901 
undertook  experiments  in  the  living.  To  study  the  inspiratory  current 
he  puffed  lycopodium  in  front  of  the  nostrils  while  examining  the  nose, 
aud  to  trace  the  expii-atory  current  he  made  his  subjects  gently  exhale 
cigarette  smoke  through  the  nose.  Parker  found  that,  during  quiet 
inspiration  in  a  normal  nose,  the  air  traversed  the  middle  and  superior 
meatuses,  and  that  in  expiration  (contrary  to  Frauke's  observations)  the 
air  traversed  chiefly  the  inferior  meatus.  He  also  found  that  inspiration 
and  expiration  were  impeded,  the  former  liy  spurs  and  deviations  of  the 
septum,  enlargements  of  the  middle  turlunal,  polypi,  etc.  ;  the  latter  by 
hypertrophies  of  the  posterior  end  of  the  inferior  turbinal  and  hyper- 
trophies encroaching  upon  the  inferior  meatus.  In  an  earlier  paper 
(1893)  Parker  (7)  investigated  the  breathing  in  nasal  obstruction  during 
sleep.  He  found  that  it  was  almost  entirely  nasal,  even  though  the  mouth 
was  widely  open,  unless  the  obstruction  was  complete.  He  proved  this 
l\y  holding  cotton-wool  in  front  of  the  nose  and  mouth.  John  Adam  (8) 
in  1911  wrote  an  interesting  aud  ingenious  paper  suggesting  that  the 
sinuses  as  well  as  the  turbiuals  had  an  important  share  in  warming  and 
moistening  the  air  passing  through  the  nose,  especially  in  the  forced 
respiration  of  exercise.  His  conclusions  were  based  on  repeated  experi- 
ments and  observations  made  after  violent  exercise.  Under  these  circum- 
stances the  turbiuals  were  found  to  have  shrunk,  and  the  author  concluded 
that  this  was  to  permit  of  the  Avarm  air  in  the  sinuses  passing  into  the 
nasal  cavities. 

As  bearing  on  physiology  we  may  mention  here  that  Thudichum  (9) 
in  1868  introduced  the  nasal  douche  l»y  applying  Weber's  discovery  that 
the  nasal  channels  act  as  the  two  arms  of  a  syphon  when  the  mouth  is 
kept  open. 

Pathohxjtj  and  Bacferiulogi/. — We  may  now  turn  to  papers  dealing 
with  pathology  and  bacteriology.  Morell  Mackenzie  (10)  examined 
2152  skulls  in  the  museum  of  the  College  of  Surgeons  with  a  view  to 
determine  the  frequency  of  exostoses.  He  found  170  examples  of  bony 
outgrowth  originating  from  the  septum,  which  sprang,  as  a  rule,  by  a 
In-oad  l>ase  from  the  septum.  The  situation  of  the  tumour  was  generally 
opposite  the  middle  turbinal.     In  many  cases  these  prominences  formed 
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as  it  were  the  posterior  spur  of  a  bony  ridge  ruiiuing  aloug  the  septum 
at  the  juuctiou  of  the  ethmoid  and  the  vomer.  Ridges  of  this  kind 
existed  in  678  skulls  {'S\'2  per  cent,  of  the  total  number  examined). 

In  1899  H.  Lambert  Lack  (11)  contributed  a  valuable  paper  du 
tibrinous  rhinitis  and  its  ivlation  to  diphtheria.  His  paper  was  based  on 
an  investigation  of  thirty-six  cases.  He  was  able  to  show  that  the 
condition  was  much  more  common  than  had  previously  been  believed. 
In  his  cases  the  Klebs-Ltvffler  bacillus  was  constantly  present  and  was  of 
iXreat  virulence,  being  capable  of  producing  toxins  which  were  neutralised 
by  diphtheria  antitoxin  ;  but  with  one  possible  exception  he  could  not 
tind  a  case  in  which  diphtheria  might  have  been  the  cause  of  infection, 
nor  did  any  cases  of  unmistakable  diphtheria  occur  in  connection  with 
them.  He  discussed  the  possibility  of  the  Klebs-Loeffler  bacillus  causing 
two  distinct  conditions,  just  as  the  tubercle  bacillus  causes  lupus  as  well 
as  the  ordinary  tuberculous  lesions. 

Among  other  investigations  is  one  (1901)  by  Knowles  Renshaw  (12) 
on  nasal  tuberculosis.  He  made  experiments  on  the  infectivity  of  the 
nasal  mucosa  by  tubercle  and  the  method  of  its  spread.  Infected 
sputum  was  introduced  into  various  parts  of  the  nasal  cavities  of  eight 
healthy  guinea-pigs  without  injuring  the  mucosa,  and  after  a  varying 
period  the  animals  were  killed  and  examined.  In  seven  cases  there  was 
evidence  of  tuberculous  infection ;  the  course  of  the  disease  was  slow. 
In  no  case  was  there  evidence  of  infection  of  the  meninges,  and  there  was 
no  infection  of  the  air-passages  to  the  lungs.  When  the  lungs  were 
infected  it  was  by  means  of  the  lymphatics,  the  first  evidence  of 
lymphatic  infection  being  enlargement  of  the  cervical  glands,  especially 
the  superficial  glands. 

In  1898  A.  Brown  Kelly  (18)  described  the  development  and  clinical 
features  of  cysts  of  the  floor  of  the  nose.  He  made  histological  examina- 
tion of  the  tissues  in  this  situation,  and  pointed  out  the  presence  of  long 
ducts  from  Avhich  the  cysts  probably  originated. 

Numerous  investigations  have  been  carried  out  by  British  authors 
with  a  view  to  elucidating  the  aetiology  of  nasal  polypi  ;  before  con- 
sidering these  we  may  mention  that  Robertson  (14)  in  1805  published  an 
account,  together  with  a  drawing  of  an  instrument  for  snaring  nasal 
polypi.  Robertson's  nasal  snare  was  acknowledged  by  Wilde  to  be  the 
instrument  on  which  he  modelled  his  aural  snare ;  while  later  Hilton, 
unaware  of  the  original  purpose  of  the  appliance,  modified  Wilde's 
instrument  so  that  it  might  be  used  for  the  nose. 

Although  nasal  polypi  were  known  to  Hippocrates,  it  was  not  till  the 
middle  of  last  century  that  their  true  nature  was  recognised  by  Frerichs 
(1843)  and  Billroth  (18oo).  These  authors  pointed  out  that  a  nasal 
polypus  was  essentially  a  true  hypertrophy  of  the  nasal  mucous  mem- 
brane. In  1885  E.  Woakes  (15)  suggested  that  they  depended  on 
disease  of  the  underlying  bone,  which  began  with  fibrosis,  and  went  on  to 
obliteration  of  the  arteries  and  absorption  and  necrosis  of  bone.  This 
process  he  called  necrosing  ethmoiditis.  This  paper  received  much 
adverse  criticism,  but  in  view  of  our  present-day  knowledge  it  was 
not  so  very  far  removed  from  the  truth.  In  19»30  H.  Lambert  Lack 
elaborated  this  theory ;  he  argued  that  a  mucous  polypus  was  a  localised 
patch  of  cedematous  mucous  membrane  resulting  from  periostitis  and 
rarefying  osteitis  of  the  underlying  bone.  Lack  examined  sections  of 
bone  from  thii-ty  cases  of  nasal  [lolypus,  and  found  in  every  case  changes 
of  the  natiu-eof  a  rarefying  osteitis.  He  believed  that  the  changes  in  the 
bone  were  the  primary  cause  of  polypus  formation.    Eugene  S.  Yonge  (17) 


404  The  Journal  of  Laryngology,        [August  1913. 

believed  (1904)  that  polypi  were  oedematous  hypertrophies  of  the  uasal 
mucous  membi'aue,  the  indirect  result  of  certain  mechanical  changes  in 
the  glands,  and  he  failed  to  find  bony  changes  in  most  of  the  cases  he 
examined.  J.  S.  Fraser  (18)  also  made  investigations  on  this  subject 
(1907).  He  came  to  the  conclusion  that  uasal  polypi  were  merely 
cedematous  conditions  of  the  submucous  tissue  due  to  chronic  inflamma- 
tion which  was  the  result  of  severe  or  repeated  attacks  of  acute  rliinitis, 
and  that  the  process  gradually  spread  until  the  periosteum  and  bone 
became  involved.  He  did  not  find  bone  disease  in  early  cases,  and  did 
not  believe  it  to  be  the  primary  cause  of  polypus  formation. 

Among  other  pieces  of  work  involving  much  histological  study. 
L.  Hemingtou  Pegler's  (19)  exhaustive  paper  on  bleeding  polypus  of 
the  septum,  1905,  deserves  mention.  In  this  paper  he  collected  sixteen 
cases  of  the  disease.  He  suggested  that  their  leading  features  could  be 
best  indicated  by  the  term  "  disci'ete  angeioma  of  the  septum." 

We  shall  now  refer  to  papers  dealing  with  more  purely  clinical 
investigations,  and  in  the  first  instance  we  shall  deal  with  papers  on 
hay-fever  and  asthma — subjects  which  have  been  much  written  about 
in  this  country. 

The  first  detailed  account  of  hay-fever  was  given  by  Bostock  (20)  in 
1819,  and  in  1839  Elliotson  (21)  pointed  to  pollen  as  the  probable  cause 
of  the  affection.  In  1873  Blackley,  of  Manchester  (22),  was  the  first  to 
prove  by  experiment  (on  his  own  person)  that  the  pollen  of  grasses  and 
flowers  was  the  cause  of  hay-fever.  In  1902  Prof.  Dunbar  isolated  a 
toxic  substance  from  the  pollen  of  certain  grasses  whicli  could  produce 
the  symptoms  of  hay-fever  in  persons  predisposed  to  the  affection,  and 
by  immunising  horses  against  tliis  toxin  he  obtained  an  antitoxin  which 
cut  short  the  artificially  produced  attack.  Sir  Felix  Semon  (23)  and 
P.  McBride  (24)  in  1903  experimented  with  Dunbar's  serum  and 
confirmed  his  observations,  but  Semon  found  that  clinically  its  value  v.'as 
rather  limited,  that  though  it  afforded  relief  in  some  cases  it  did  not  do 
so  in  all ;  and  that  in  some  others,  where  it  gave  relief  at  first,  it  lost  its 
effect  after  repeated  use. 

Though  we  shall  refer  later  to  papers  on  treatment,  it  is  convenient  to 
mention  here  certain  methods  of  treating  hay -fever  introduced  by  British 
authors.  The  first  to  which  we  would  wish  to  draw  attention  was 
suggested  by  Watson  Williams  (25),  and  consisted  in  spraying  a  solution 
of  biniodide  of  mercury  (1-10  to  1-20)  into  the  nasal  cavities.  The 
second  was  proposed  by  Yonge  (26).  He  advocated  division  of  the  nasal 
nerve,  and  obtained  some  very  striking  results,  l)oth  in  cases  of  hay-fever 
and  in  allied  neuroses. 

L.  Noon  (46),  starting  on  the  assumption  which  had  been  proved  by 
Dunljar  that  pollen-toxin  is  a  body  capable  of  giving  rise  to  the  produc- 
tion of  antibodies  in  animals  and  even  in  hay-fever  subjects,  undertook 
experiments  to  see  Avhat  degree  of  immunity  could  be  produced  in  hay- 
fever  patients  by  inoculations  of  pollen-toxin.  He  found  it  possible  to 
raise  the  patient's  resistance  to  a  marked  degree.  Extracts  of  pollen 
were  made  and  the  measure  of  the  patient's  resistance  tested  with  various 
stx-engths  ;  having  found  the  patient's  resistance,  doses  of  pollen-extract 
were  given  subcutaneously.  The  author  showed  that  suitable  doses 
increased  the  immunity,  while  unsuitable  doses  either  did  not  affect  it  or 
diminished  it.  His  researches  were  continued  by  J.  Freeman  (47),  who 
gave  a  record  of  twenty  cases  treated  by  pollen-vaccines.  The  results  on 
the  whole  were  very  satisfactory.  Full  details  were  given  in  this  paper  of 
the  methods  of  emplovment. 
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The  relation  of  astlinia  to  the  upper  air-passages  was  first  pointed 
out  bv  Yoltoliui  iu  1877  and  again  bv  Hack  in  1882,  but  there  are  certain 
points,  both  in  the  diagnosis  and  the  treatment  of  these  cases,  to  which 
attention  has  been  drawn  by  British  authors. 

P.  McBride  (27)  has  shown  that  iu  many  asthmatics  spots  can  be 
detected  on  the  nasal  mucosa  which  produce  cough  when  touched,  and  he 
found  that  the  application  of  the  cauteiT  to  these  spots  produced  improve- 
ment, and  might  bring  about  a  practical  cure.  Greville  Macdonald  (28) 
pointed  out  that  in  many  asthmatics  there  might  be  found  cedema  of  the 
mucous  membrane  over  the  upper  part  of  the  triangular  cartilage  of  the 
septum,  and  that  cauterisation  of  the  area  gave  excellent  resxilts,  in  some 
cases  even  when  there  was  no  cedema.  It  will  therefore  be  seen  that 
Macdonald's  observations  aute-date  those  of  Francis  by  several  years. 
Francis  (29),  in  a  commvxnication  to  the  Loudon  Clinical  Society  in  1902, 
claimed  to  have  cured  a  large  number  of  cases  of  asthma  by  repeated 
and  light  cauterisations  of  the  septum.  He  regarded  those  cases  as  most 
favourable  in  which  the  nose  was  apparently  normal. 

We  must  now  refer  to  an  important  monograph  by  Sir  StClair 
Thomson  (30),  published  in  1898,  on  the  spontaneous  escape  of  cerebro- 
spinal fluid  from  the  nose.  He  was  the  first  to  recognise  this  condition. 
Besides  giving  a  detailed  account  of  his  own  case,  he  collected  several 
cases  from  the  literature  bearing  on  this  affection,  and  went  fully  into  the 
differential  diagnosis  and  into  the  clinical  features  of  this  rare  condition. 

Among  other  rare  diseases  first  described  by  British  authors  we  may 
mention  euchondromata  of  the  nose,  examples  of  which  were  published 
liy  Erichsen  (31)  in  1864  and  Bryant  (32),  two  cases,  iu  1867.  Morell 
Mackenzie  (33)  also  recorded  a  case  which  he  removed  Avith  a  snare. 
After  cutting  through  the  base  the  tumour  was  found  to  be  too  large  to 
l)e  extracted,  and  he  had  to  divide  it  in  two  pieces  with  the  snare. 

In  1900  A.  Browm  Kelly  (34)  pointed  out  that  in  profuse  epistaxis 
from  above  the  anterior  end  of  the  middle  turbinate  the  source  was 
probably  the  anterior  ethmoidal  vein ;  that  this  vein  anastomosed  with 
the  veins  of  the  dura  mater  and  might  even  open  into  the  superior  longi- 
tudinal sinus  ;  and  that  it  possessed  no  valves  to  prevent  a  backward 
flow.  These  conditions  would  therefore  allow  of  abundant  hsemorrhage 
from  the  proximal  end  of  a  ruptured  ethmoidal  vein. 

While  on  the  subject  of  epistaxis,  w'e  may  mention  a  communication 
(35)  by  Gr.  Hunter  Mackenzie  iu  1902.  He  succeeded  iu  arresting 
hsemori'hage  from  the  nose  by  stripping  the  w^hole  of  the  mucous  membrane 
from  the  sej)tuni  with  a  nasal  spoon  and  curette.  In  this  case  all  the 
usual  methods  of  treatment  had  proved  unavailing,  and  although  the 
haemorrhage  at  the  time  of  the  operation  was  very  sharp,  it  soon  ceased 
spontaneously. 

We  may  now  turn  to  a  valuable  clinical  paper  by  P.  McBride  on 
lupus  and  tuberculosis  of  the  upper  air-passages  (1892).  The  author 
pointed  out  that  lupus  was  not  usually  associated  with  obvious  micro- 
scopic ulceration,  but  that  the  loss  of  tissue  which  occurred  was  due  to  a 
caving  in  of  the  nodular  surface  rather  than  to  an  external  breaking 
down.  He  had,  however,  observed  transition  forms  between  tuberculosis 
and  lupus,  though  they  were  very  rai'e. 

Previous  to  the  eighteenth  century  a  few  isolated  examples  of  maggots 
in  the  nose  had  been  recorded.  In  1830  Macgregor  (37)  published  an 
example  of  the  disease  which  he  had  observed  in  British  India.  In  1871 
Lahory,  a  native  practitioner  (38),  wrote  an  article  on  peenash,  and 
gave  an  account  of  its  symptoms. 
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We  shall  fiually  cousider  papers  which  deal  uiaiuly  with  methods  of 
treatment.  In  couuection  with  pai'oxvsmal  rhiuorrhcea,  E.  B.  Waggett 
(39),  in  1910,  advocated  the  use  of  calcium  lactate  in  the  treatment  of 
this  condition.  He  was  led  to  do  so  because  of  the  frequent  association 
of  urticaria  with  rhinon*hoea,  and  Wright  had  shown  that  there  was 
deficiency  of  lime-salts  in  the  blood  in  urticaria.  Waggett  obtained  good 
results  by  this  method  of  treatment. 

In  1906  W.  Stuart  Low  introduced  a  new  operation  for  nasal  obstruc- 
tion, which  he  termed  "  submucous  turbinectomy."  The  method  con- 
sisted in  incising  and  dissecting  up  the  soft  parts  from  the  underlying 
bone  aud  then  making  a  submucous  resection  of  the  bone.  The  method 
was  applicable  to  either  the  inferior  or  the  middle  turbinals. 

Since  Gersuny  published  in  1900  five  cases  in  which  he  had  injected 
paraffin  into  various  parts  of  the  body  for  various  defects,  including  one 
case  of  nasal  deformity,  the  method  has  been  practised  by  various 
authors  and  for  various  conditions.  Walker  Downie  (41),  Scanes  Spicer 
(42)  and  Stephen  Paget  (43)  used  it  in  the  correction  of  nasal  deformi- 
ties, and  in  1903  Lake  (44)  had  the  ingenious  idea  of  employing  it  to 
correct  the  roominess  of  the  nasal  chamber  due  to  atrophy  in  cases  of 
ozaena  by  injecting  paraffin  into  the  infei'ior  turbinated  body.  Priority 
must  be  given  to  Lake,  therefore,  in  connection  with  this  method  of 
treating  ozaena. 

In  1912  Duncan  Forbes  and  H.  P.  Newsholme  (45)  contributed  an 
interesting  paper  on  "  Membranous  Rhinitis  and  its  Treatment  by  Auto- 
genous Vaccine."  Contrary  to  Lack's  (11)  experience  they  were  able  to 
show  that  in  these  cases  there  was  a  definite  relation  between  membranous 
rhinitis  and  diphtheria.  In  the  three  cases  in  which  they  used  a  vaccine 
it  seemed  to  be  of  definite  value  in  removing  membrane,  getting  rid  of 
nasal  discharge,  and  hence  greatly  reducing  the  infectivity  of  membranous 
rhinitis ;  but  the  vaccine  did  not  appear  to  be  capable  of  completing  the 
work  of  elimination  after  the  membrane  had  gone. 

The  Accessory  Nasal  Sinuses. 

Persual  of  the  literature  dealing  with  the  accessory  sinuses  of  the 
nose  reveals  the  fact  that  British  investigators  have  taken  no  small  part 
in  extending  our  knowledge  regarding  these  cavities.  Since  the  early 
eighties  increasing  interest  and  activity  have  been  displayed  in  this  branch 
of  surgery,  and  it  is  indeed  correct  to  say  that  it  is  dui'ing  the  thirty-two 
years  which  have  elapsed  since  the  International  Congress  of  Medicine 
met  in  London  in  1881  that  we  have  obtained  most  of  our  knowledge 
regarding  the  surgery  of  the  accessory  sinuses.  The  subject  was  not 
referred  to  either  in  discussion  or  paper  at  the  meeting  in  1881,  and  we 
find  no  mention  of  suppuration  in  the  sinuses  in  Morell  Mackenzie's 
classical  text-book  published  in  1882. 

Prior  to  this  time  it  wx)uld  appear  that  interest  centred  mainly  in  the 
surgery  of  the  maxillary  sinus,  and  it  is  interesting  to  note  the  part  taken 
by  British  surgeons  in  this  connection.  As  far  back  as  the  year  1651 
Nathaniel  Highmore  described  a  case  of  suppuration  in  the  antrum  in  the 
"  Corporis  Humaui  Disquisitio  Anatomica,"  and  apparently  this  was  the 
first  description  of  the  condition.  William  Cowper,  who  wrote  the  article 
on  diseases  of  the  nose  in  Drake's  "  Anthropologia  Nova,"  published  in 
1707,  advocated  the  opening  of  the  antrum  through  a  tooth-socket. 
Priority  must  be  given  to  Cowper,  though  it  has  been  claimed  for 
Meibomius.     The  latter,  however,  who  died  in  1655,  never  published  his 
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oases,  Liud  it  was  not  until  1718  that  a  description  of  the  operation  as 
performed  by  Meiboiuius  was  published  bv  his  son.  In  1778  John 
Hunter  (48)  advocated  the  opening  of  the  sinus  through  the  middle 
meatus  of  the  nose.  Benjamin  Gooch,  in  his  "  Medical  and  Chirurgical 
C)bservations,"  which  formed  an  appendix  to  his  "  Cases  and  Practical 
Remarks  in  Surgery, "'  second  edition,  1797,  relates  a  case  in  Avhich  he  opened 
the  antrum  above  the  alveolus  with  a  gimlet,  thus  anticipating  the  modern 
canine  fossa  procedure.  It  is  evident,  therefore,  that  the  various  recent 
surgical  procedures  upon  the  antrum,  which  have  been  so  exhaustively 
described  and  modified,  ha<l  found  their  pioneer  exponents  in  this  country. 

Charles  Bell,  in  his  "  System  of  0]>erative  Surgery,"  second  edition, 
1814,  used  the  trephine  upon  the  anterior  wall  of  the  frontal  sinus  and 
insisted  that  no  tents  or  dressings  should  be  introduced  into  the  cavity. 

As  a  point  of  further  historical  interest,  however,  we  must  mention 
the  elaborate  investigations  of  Sir  William  Hamilton  (49)  into  the 
anatomy  of  the  frontal  sinuses  in  1845.  When  in  the  earlier  years  of  the 
nineteenth  century  the  doctrine  of  phrenology  occupied  so  prominent  a 
position  both  on  the  Continent  and  in  Scotland,  Hamilton  was  able  to 
demonstrate  that,  owing  to  the  presence  of  the  frontal  air-cavities  between 
the  two  tables  of  the  frontal  bone,  there  could  be  no  relation  between  the 
surface  of  the  brain  and  the  external  surface  of  the  calvaria.  Con- 
sequently, in  the  region  of  the  forehead  at  any  rate,  the  gi'ouud-wort  of 
phrenology  based  on  the  contour  of  the  cranium  was  Aveakened,  if  not 
destroyed. 

The  Anatomy  of  the  Sinuses. — It  is  only  natural  that  rhinologists  should 
have  tui-ned  their  attention  in  the  first  instance  to  a  study  of  the  anatomy 
of  this  region,  as  a  thorough  knowledge  of  the  many  variations  in  the 
development  of  the  accessor}-  cavities  is  essential  to  a  complete  compre- 
hension of  the  difficulties  in  diagnosis  and  treatment.  While  the 
anatomical  investigations  of  Zuckerkandl  first  published  in  1882  and  again 
in  1893  must  always  remain  the  standard  work  upon  the  subject,  the 
gradual  growth  of  our  clinical  knowledge  of  suppuration  m  the  sinuses 
and  its  extension  from  the  cavities  to  the  orbit  and  the  intracranial 
structures  has  naturally  led  us  into  wider  fields  of  anatomical 
investigation. 

The  frontal  air-sinuses,  partly  owing  to  their  many  variations  and 
in  consequence  of  their  increasing  surgical  interest,  have  been  the  ol)ject 
of  considerable  research.  Herbert  Tilley  (50),  in  1896,  published  the 
results  of  his  examination  of  120  skulls,  and  drew  attention  to  some  of 
the  more  important  anatomical  variations  met  with  in  these  cavities, 
emphasising  the  bearing  which  they  had  upon  surgical  interference.  As 
a  result  of  his  observations  he  arlvocated  at  that  time  the  vertical  mesial 
incision  in  operating  upon  a  diseased  frontal  sinus.  In  1898,  Logan 
Turner  (51),  following  up  Vohsen  and  Kuhnt's  obseiwation  that  the 
frontal  sinuses  could  be  mapped  out  upon  the  forehead  }\v  placing  a 
small  electric  lamp  l)eneatli  the  inner  third  of  the  supra-orbital  margin, 
utilised  this  method  for  an  extensive  investigation  of  the  frontal  sinuses 
in  578  skulls. 

The  examination  dealt  with  the  presence  and  absence  of  the  cavities, 
their  size,  their  characteristics  in  relation  to  sex  and  race  and  the  varia- 
tions met  with  in  the  sinuses  in  the  different  types  of  skull.  His  final 
conclusions  were  published  in  1901  (52),  and  briefly  summarised  they 
showed  that  in  578  skulls  examined,  one  or  both  sinuses  were  absent  in 
157  or  27  per  cent,  that  the  right  siniis  was  absent  more  frequently  than 
the   left ;  that  the  left   sinus  was  more   often  the  larger  of   the  two ; 
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that  their  abseuce  was  more  often  noted  in  female  skulls,  and  that 
the  average  height  and  breadth  of  the  sinuses  was  less  in  females 
than  in  males.  It  was  further  shown  that  the  frontal  air-sinuses  in 
European  and  Asiatic  crania  were  less  frequently  absent  than  in  the 
aboriginal  Australians,  the  Maoris,  Tasmanians  and  Esquimaux.  It  was 
also  found  that  the  frontal  cavities  possessed  no  distinctive  form  or 
size  which  could  be  regarded  as  peculiar  to  any  of  the  great  skull  types, 
dolichocephalic,  mesaticephalic  or  brachycephalic. 

In  1899  the  Jaeksouiau  Prize  was  awarded  to  Lambert  Lack  for 
his  essay  upon  "  The  Pathology,  Diagnosis  and  Treatment  of  the 
Inflammatory  Affections  of  the  Nose  and  its  Accessory  Sinuses  and 
Air-cells."  This  comprehensive  piece  of  work,  containing  a  great  deal  of 
valuable  information,  was  amplified  and  embodied  in  his  text-book  upon 
diseases  of  the  nose  published  in  1906. 

The  anatomical  variations  in  the  maxillary  sinus  have  received  con- 
siderable attention  from  Brown  Kelly  (53)  in  his  examination  of  one 
hundred  cadavera.  Amongst  the  vai'ious  data  collected  by  the  writer 
we  would  draw  special  attention  to  his  observations  upon  accessory 
antral  openings.  These  were  noted  in  10  per  cent,  of  the  cases,  and 
the  majoi'ity  occurred  in  subjects  past  middle  life.  Further,  he  was 
struck  with  the  compara.tively  frequent  association  of  these  openings 
with  cvsts  of  the  lining  membrane  of  the  antrum.  He  raised  the 
question,  therefore,  as  to  the  possible  origin  of  the  accessory  ostia  from  a 
t^radual  thinning  of  the  membranous  wall  between  the  antrum  and  the 
nasal  cavitv,  the  process  at  the  same  time  favouring  a  cystic  degeneration 
of  the  neighbouring  antral  lining  membrane.  Giraldcs  in  1860  had  pointed 
out  that  the  accessory  opening  is  very  often  the  result  of  pathological 
changes.  It  will  not  be  out  of  place  to  refer  here  to  Brown  Kelly's  (54) 
investigations  upon  naso-antral  or  choanal  polypi  (1909),  the  true  origin 
of  which  was  first  described  by  Killian  in  1906,  because  Kelly  was 
able  from  his  observations  in  these  cases  to  still  further  develop  the 
connection  between  the  ostia  accessoria  and  cyst  formation  in  the  antrum. 
In  eleven  cases  of  this  condition,  a  large  cyst  occupied  the  antral  cavity 
in  seven,  the  lining  membrane  was  polypoid  in  two,  and  in  two  others  it 
was  generally  thickened.  In  ten  there  was  one  large  ostivim  accessorium, 
and  in  the  eleventh  two  of  these  openings  existed.  We  thus  have  an 
association  of  antral  cysts  and  ostia  accessoria,  two  conditions  necessary 
for  the  development  of  the  naso-antral  polypus. 

Arthur  S.  Underwood  (55)  has  studied  the  normal  anatomy  of  the 
maxillary  sinus,  more  particularly  in  connection  Avith  the  teeth,  and  he 
has  shown  how  the  cavity  is  largely  modified  by  the  eruption  and 
arrangement  of  the  cheek  teeth,  both  deciduous  and  permanent  (1910). 
The  alveolar  portion  of  the  sinus  is  morphologically  dental,  and  the 
genns  of  the  cheek  teeth  contained  in  Itony  crypts  are  in  a  sense 
within  the  cavity  of  the  antrum.  As  the  teeth  erupt  the  antral  floor 
with  its  dome-shaped  elevations  follows  tlie  teeth  and  liecomes  gradually 
concave,  descending  below  the  level  of  the  nasal  floor.  Between  the 
adjacent  teeth,  and  consequent  upon  their  descent,  one  or  two  thiu 
bony  ridges  are  formed  more  or  less  transverse  in  position,  and  varying 
in  their  vertical  measurement.  Occasionally  one  of  these  ridges  develops 
in  such  a  way  as  to  form  an  almost  complete  vertical  septum,  sub- 
dividing the  cavity  of  the  sinus  into  an  anterior  and  posterior  compart- 
ment. As  further  evidence  of  the  influence  of  the  teeth  upon  the 
alveolar  portion  of  the  antrum  is  the  fact  that  after  they  have  been 
extracted  or  lost  the  sinus  floor  becomes  thickened  and   raised,  until 
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evontiuilly  in  an  eJeutulous  jaw  it  lies  on  a  level  with  or  is  even  elevated 
al>()ve  the  Hoor  of  the  nasal  cavity. 

The  exhaustive  investi^-ations  of  Onodi  upon  the  variations  in  the 
posterior  ethmoidal  and  sphenoidal  sinuses  have  rendered  it  difficult 
for  other  workers  to  contribute  fresh  anatomical  data.  W.  S.  Syme  (56) 
has  e.vamined  the  sphenoidal  sinuses  in  240  crania.  Amongst  other  facts 
he  has  drawn  attention  to  the  relation  which  the  sphenoidal  sinus  may 
bear  to  the  Viilian  nerve  and  to  Meckel's  ganglion.  When  the  cavity  is 
large  the  Vidian  nerve  may  lie  in  close  contiguity  to  its  floor,  and  in  two 
instances  he  found  the  bniy  wall  of  its  canal  defective,  and  consequently 
in  the  recent  condition  the  nerve  Avould  be  in  immediate  contact  with  the 
lining  membrane  of  the  sinus.  The  association  of  this  nerve  with  the 
tympanic  plexus  through  the  great  superficial  petrosal  nerve  may  possibly 
supply  an  explanation  of  the  occurrence  of  pain  in  the  ear  in  some  cases 
of  s[)henoidal  sinus  suppuration,  a  svmptom  to  which  attention  Avas  first 
.Irawn  by  Herbert  Tilley  (1905). 

Charles  A.  Parker  (57)  in  1908  first  deseribeil  the  presence  of  air-cells 
iu  the  posterior  part  of  the  voniei',  a  condition  whicli  he  had  met  with 
while  carrying  out  the  submucous  resection  operation.  An  examination 
of  500  skulls  revealed  the  fact  that  they  were  formed  by  a  prolongation 
of  one  or  other  of  the  sphenoidal  sinuses,  and  sometimes  of  both  of  them. 
He  designated  the  cell  as  the  "  spheno-vomeriue  bulla."  It  was  found  to 
ot'cur  in  eleven  instances  or  in  2  per  cent,  of  the  cases,  it  was  bilateral  in 
27  per  cent.,  an<l  unilateral  in  72  per  cent.  In  several  instances  Parker 
found  the  rudiment  of  a  similar  cell  in  the  perpendicular  plate  of  the 
ethmoid  bone. 

Bacterioloijy  and  Pathology  of  Sinus  Supparatioii. — While  the 
bacteriology  of  the  normal  nasal  cavities  had  been  investigated  by  von 
Besser,  Paulsen,  Straus  and  others  prior  to  the  work  of  StClair  Thomson 
and  Hewlett  (58),  these  authors  were  the  first  in  this  country  to  carry 
out  any  extended  research  in  this  field  (1895).  They  emphasised  the 
distinction  which  must  be  draw^n  between  the  vestibule  and  the  mucous 
cavity  of  the  nose,  because  while  the  former  swarmed  with  organisms 
and  was  never  found  sterile,  the  nasal  cavity  proper  w^as  frequently 
sterile  (84  per  cent,  of  the  cultures),  and  in  no  case  did  any  abundant 
U'rowth  of  organisms  take  place.  These  investigations  were  repeated  at  a 
later  date  by  C.  J.  Lewis  and  Logan  Turner  (1905)  (59),  and  their 
results  went  to  prove  that  the  healthy  nasal  cavities  were  not  so  free 
from  organisms  as  the  researches  of  StClair  Thomson  and  Hewlett  had 
demonstrated.  By  inoculating  sterile  broth  and  incubating  for  twenty- 
four  or  forty-eight  hours  Lewis  found  that  the  interior  of  the  nose  was 
not  nearly  so  sterile  as  it  appeared  to  be  when  more  rapid  methods  of 
investigation  are  employed.  The  organisms  of  the  healthy  nose  belong 
to  the  same  varieties  as  those  found  in  abnormal  conditions,  but  they 
differ  from  the  flora  of  pathological  nasal  mucous  membranes  iu  being 
fewer  in  number,  of  greater  purity  of  culture,  less  vigorous  in  growth 
and  less  pathogenic.  In  1908  Allen  (60)  examined  a  series  of  healthy 
nasal  cavities,  and  in  no  case  did  he  find  them  sterile,  and  more  recently 
(1912)  Douglas  Harmer  (61)  has  investigated  the  bacteriology  of  the 
nose'  and  throat  with  special  relation  to  vaccine  treatment. 

[nquiry  into  the  bacteriology  of  accessory  sinus  suppuration  was 
merely  a  further  and  natural  step  in  the  investigation  of  the  Imcterial 
flora  of  the  upper  air-passages,  and  we  find  tlie  names  of  E.  Fninkel, 
Weichselljaum.  Dmochowski,  Herzfeld  and  Herman,  Howard  and  Inger- 
.soU,  Stanculeanu  and  B.iup  associated  with  extensive  research  in  this  field. 
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One  of  the  most  complete  iuvestigatious  into  the  bacteriology  of 
accessorv  sinus  suppuration  Avas  that  carried  out  bv  C.  J.  Lewis  and 
Logan  Turner  (1905,  1910)  (62).  It  is  impossible  to  dwell  in  a  detailed 
■way  with  the  many  points  dealt  with  by  the  wi-iters.  Four  main  types 
of  cocci  are  commonly  met  with  in  sinus  suppuration,  viz.  pneumococci, 
streptococci,  staphylococci  and  diplococci  of  the  type  of  Micrococcus 
catarrhalis,  and  while  bacilli  of  various  kinds  are  frequently  found  in  the 
affected  sinuses  and  may  cause  suppuration,  the  pyogenic  cocci  are  more 
often  the  responsilile  agents.  Considerable  attention  was  paid  to  the 
question  of  the  nasal  and  dental  infection  of  the  maxillary  sinus  by  these 
writers.  It  was  evident  from  a  study  of  the  literature  of  the  time  that 
opinions  differed  as  to  the  commoner  route  of  infection  of  this  cavity. 
B.  Friiukel,  Lermoyez,  Griuiwald  and  Tilley  favoured  the  dental  I'oute, 
while  Zuckerkandl,  Hartmanu,  Dmochowski,  Hajek  and  G.  L.  Eichards 
regarded  nasal  infection  as  the  more  common.  While  Lewis  and  Turner 
were  able  in  some  cases  to  isolate  identical  organisms  from  the  sinus  pus 
and  from  teeth  extracted  at  the  time  of  operation  upon  the  antrum,  their 
bacteriological  and  clinical  investigations  undoubtedly  proved  that  nasal 
infection  of  the  autriun  was  more  common  than  dental,  and  that  probably 
onh'  about  one  third  of  the  cases  of  maxillary  sinus  suppuration  were 
due  to  infection  from  the  teeth. 

Possibly  a  recognition  of  the  above  point  may  have  influenced  to  some 
extent  at  least  our  operative  procedures  upon  the  antrum,  nevertheless 
the  fact  remains  that  the  alveolar  opening  has  been  for  tlie  most  part 
discarded,  and  the  intra-nasal  and  canine  fossa  operations  are  those  now 
usually  practised.  Although  it  may  be  stated  that  as  a  general  rule  the 
intra-nasal  operation  is  selected  for  cases  in  which  the  suppuration  is  of 
more  or  less  recent  origin,  while  the  canine  fossa  operation  (Caldwell- 
Luc)  is  more  suitable  where  a  long-standing  discharge  has  existed,  there 
is  considerable  clinical  evidence  to  proA'e  that  the  duration  of  the  dis- 
charge from  the  antrum  is  not  the  only  factor  which  should  guide  us  in 
the  choice  of  operation.  With  the  object  of  determining  upon  a  scientific 
basis  the  best  method  of  pi'ocedure  in  any  given  case,  a  cytological 
examination  of  the  antral  discharge  was  carried  out  by  John  M.  Darling 
(1909)  (63),  and  as  a  result  of  his  work  along  ^vith  the  observations  of 
Lewis  and  Logan  Turner,  the  following  conclusions  wei'e  arinved  at,  viz. 
that  a  knowledge  of  the  organisms  and  of  the  kind  of  cells  in  antral 
discharge  is  of  assistance  in  determining  the  opei'ative  procedure  to  be 
adopted.  In  cases  of  long-standing  suppiu-ation  intra-nasal  lavage  may 
in  the  first  instance  be  practised  Avhen  the  pneumococcus  and  staphylo- 
cocci are  the  predominant  organisms.  When  in  the  same  class  of  case 
the  Streptococcus  pyogenes  is  the  virulent  organism,  and  when  in  associa- 
tion Avith  it  there  is  an  excess  of  lymphocytes  in  the  discharge,  lavage 
need  not  be  attempted,  but  a  radical  operation  through  the  canine  fossa 
should  be  carried  out. 

Pathology. — The  examination  of  the  accessory  sinuses  in  the  post- 
mortem room  is  a  line  of  investigation  which  has  l»een  carried  out  by  a 
number  of  observers,  amongst  whom  may  Ite  nientioned  E.  Friinkel, 
Harke,  Kiaer,  Lapalle,  Gradenigo,  Wertheim,  Minder,  and  Goetjes.  It 
was  demonstrated  by  these  researches  that  sinus  inflammation 'was 
apparently  present  more  fre<[U('ntly  than  clinical  experience  had  led  us 
to  believe  was  the  case,  thus  raising  the  suggestion  that  many  cases  Avere 
ovei'looked  during  life,  the  symptoms  either  being  neglected  by  the 
patients  or  the  true  condition  remaining  unrecognised  on  nasal  examina- 
tion.    On  the  other  hand,  it  was  possible  that  the  cavities  might  have 
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become  infected  Juriug  the  fatal  illness.  Without  enteriuj^-  into  a 
detailed  analysis  of  the  results  obtained  bv  different  observers,  it  niav  be 
stated  in  ireneral  terms  that  while  in  certain  fatal  diseases  accessory  sinus 
iuflauimation  is  found  after  death,  many  of  the  cavities  regarded  as 
diseased  t>n  naked-eye  examination  are  not  in  reality  the  seat  of  patho- 
logical changes.  It  is  very  necessary  to  make  an  histological  examination 
of  the  lining  membrane  of  the  sinus  before  determining  that  the  cavitv 
is  actually  diseased.  Amongst  British  workers  in  this  line  of  investigation 
we  find  tiiat  Kirklaud  and  Stacy  (Australia)  (6-i)  in  1902  examined  the 
cranial  sinuses  in  t)ne  hundred  cadavera.  Pneumonia  accounted  fui- 
twenty-two  of  the  deaths,  and  in  eleven  of  these  one  or  more  of  the 
sinuses  were  involved — that  is,  50  per  cent.  In  thirteen  of  the  remaining 
subjects  thei'e  was  evidence  of  pus  in  the  sinuses,  but  in  none  of  the  cases 
in  the  whole  series  was  any  histological  examination  made. 

Brown  Kelly,  in  1904  (65), detailed  the  results  of  his  examination  of 
the  maxillary  sinus  in  one  hundred  cadavera,  and  found  pus  in  nineteen 
instances,  but  in  five  of  these  cases  the  lining  membrane  of  the  cavitv 
presented  a  normal  appearance,  thvis  showing  that  after  death  pus  maV 
be  found  within  a  sinus  without  any  other  pathological  change.  The 
same  writer  dealt  at  some  length  with  the  relation  of  the  fatal  disease  to 
the  post-mortem  condition  of  the  antra,  and,  like  E.  Friinkel.  Wertheim. 
Lapalle,  Minder  and  Kirkland,  he  showed  that  in  cases  dying  of  pneumonia 
the  antra  may  be  the  seat  of  suppuration  (50  j>er  cent,  of  the  cases 
examined).  It  is  interesting  further  to  note  that  in  cases  of  cardiac 
disease  he  found  serous  fluid  present  in  39  per  cent. 

In  1910  J.  D.  Comrie  and  J.  S.  Fraser  (66)  undertook  a  similar  line 
of  investigation  in  connection  with  the  sphenoidal  sinuses  in  fiftv 
cadavera.  They  found  that,  while  in  32  per  cent,  of  the  cases  a 
naked-eye  inspection  of  the  cavities  showed  abnormal  conditions,  micro- 
scopic examination  revealed  the  presence  of  marked  inflammatory  chano-es 
in  only  6  per  cent.  Slight  catarrhal  changes,  however,  were  more 
frequent,  being  noted  in  seventeen  cases. 

Following  up  the  work  of  Oppikofer  and  Goetjes  upon  the  histological 
changes  in  the  mucous  membrane  met  with  in  sinus  suppuration. 
J.  S.  Fraser  (1909)  (67)  has  described  and  illustrated  his  investigations. 
The  writer  brings  forward  microscopical  evidence  to  show  that  the 
changes  which  occur  in  the  inucous  membrane  of  the  accessory  sinuses 
in  simple  acute  and  chronic  inflammatory  conditions  are  of  a  similar 
nature  to  those  which  take  place  in  the  nasal  cavities  in  catarrhal  and 
suppurative  rhinitis,  and  analogous  also  to  those  which  occur  in  the 
middle-ear  cleft  in  catarrhal  and  suppurative  otitis  media.  The  chronic 
inflammatory  oedema  or  serous  exudation  in  the  connective-tissue  spaces 
in  a  nasal  polypus  is  repeated  in  the  submucous  tissue  of  a  sinus  affected 
with  catarrhal  inflammation.  Again  the  microscopical  changes  in  the 
nasal  mucous  membrane  of  the  ozteua  patient — the  squamous  metaplasia. 
the  atrophied  glands  and  the  leucocytic  infiltration — find  their  counterpart 
in  the  antral  mucosa  of  a  chronic  suppuration.  The  analogy  may  l)e 
carried  to  the  middle-ear  cleft,  where,  both  histologically  and  clinically, 
similar  conditions  were  found. 

In  connection  with  the  pathology  of  the  maxillary  sinus,  mention 
must  be  made  of  Bi-own  Kelly's  (68)  contribution  to  the  literature  of 
acuta  osteomyelitis  of  the  superior  maxilla  in  infants.  Yarioi;s  authors 
had  previovisly  puVdished  cases  of  an  acute  inHammatory  condition  under 
the  designation  of  empyema  of  the  antrum  in  infants.  Kelly  in  1904 
reviewed  all  the  literature  upon   the  subject,  and  confirmed  the  view 
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previously  aJvauced  by  Scliiniegelow  that  the  symptoms  iu  these  cases 
were  clue  to  an  acute  osteomyelitis,  aud  he  further  expressed  the  opiuion 
that  it  was  primarily  an  acute  iuflammatiou  of  the  dental  sac  of  the  first 
molar  tooth  spreading  thence  to  the  upper  jaw-bone. 

The  relation  of  pathological  conditions  of  the  sinuses  to  the  orbit  and 
its  contents  on  the  one  hand  and  to  the  cranial  cavity  on  the  other  has 
received  considerable  attention  from  rhinologists  and  ophthalmologists  iu 
this  country,  and  many  valuable  cases  haA'e  been  pxit  on  record.  The 
co-operation  of  workers  in  both  these  departments  of  surgery  has  led  to 
a  more  thorough  investigation  of  these  conditions  and  to  their  treatment 
upon  more  scientific  lines.  Cases  of  "  mucocele  "  of  the  sinuses  have 
been  described  by  Hulke,  Silcock,  Jessop,  Cresswell  Baber,  Lambert  Lack 
and  others,  and  probably  the  most  complete  account  of  this  condition 
has  been  given  by  Logan  Turner  (1903  and  1907)  (69).  In  the 
majority  of  cases  the  distension  of  the  sinus  is  accompanied  by  displace- 
ment of  the  globe  of  the  eye,  but  there  are  a  few  interesting  records  in 
English  literature  of  optic  neuritis  associated  with  this  form  of  accessory 
sinus  disease.  Fullerton  (1910  (70)  has  described  a  case  of  ethmoidal 
mucocele  with  optic  neuritis,  while  Gr.  H.  Pooley  and  George  Wilkinson 
(71)  (1913)  have  recorded  a  very  rare  example  of  temporary  total  blind- 
ness in  one  eye  due  to  pressure  on  the  otitic  nerve  from  cystic  distension 
of  the  left  maxillary  sinus. 

The  increasing  interest  in  the  association  of  sinus  disease  witli  orbital 
and  ocular  changes  is  evidenced  by  the  numerous  papers  aud  reported 
cases  dealing  with  the  subject.  Gr.  F.  C.  TValiis  (72;  has  contributed 
several  articles  dealing  with  this  class  of  case.  The  intracranial  com- 
plications of  sphenoidal  sinus  suppuration  have  been  very  fidly  discussed 
bv  Sir  StClair  Thomson  (1906)  (73)  in  an  analysis  of  forty-two  cases, 
iu  which  we  find  meningitis  and  cavernous  sinus  thrombosis  occurring 
with  almost  equal  frequency  as  a  complication  of  sphenoidal  sinus 
suppuration. 

Diagnosis. — Since  Zieni"s  important  observation,  published  in  1886, 
drawing  attention  to  the  fact  that  a  discharge  of  pus  from  the  nose  might 
have  its  origin  in  the  antrum  without  any  of  those  classical  signs 
previously  recognised  as  symptomatic  of  antral  suppuration,  the  diagnosis 
of  this  condition  has  been  considerably  elal^orated.  Further,  we  may 
add  that  as  a  result  of  Ziem's  paper  attention  was  naturally  directed  to 
the  diagnosis  of  chronic  suppuration  in  the  other  accessory  sinuses. 
Although  the  chief  advances  have  been  made  by  Continental  workers, 
especially  in  Germany,  more  than  one  point  has  been  elucidated  by 
rhinologists  in  tliis  country.  The  employment  of  electric  transillumina- 
tion of  the  antrum  suggested  by  Voltolini  and  perfected  by  Heryng  iu 
1889  furnished  us  with  a  valuable  aid  iu  the  diagnosis  of  antral  suppura- 
tion. In  1892  Brown  Kelly  (74)  first  employed  the  subjective  light 
sensation  during  transillumination  of  the  antrum  as  an  additional 
diagnostic  test.  He  noticed  that  if  an  individual  under  examination 
close  1  his  eyes  when  the  lamp  was  in  his  mouth,  he  might  be  conscious 
of  the  perception  of  a  red  glow  iu  each  eye:  in  almost  all  the  cases  in 
wliich  the  antral  crescent  of  light  was  absent  on  one  side'of  the  face  — 
whether  from  the  presence  of  pus  in  the  antrum  or  from  other  causes— 
tiie  patient  stated  that  he  recognised  a  subjective  light  sensation  on  the 
briijht  side,  but  failed  to  detect  the  same  in  the  eye  upon  tlie  dark  side. 
The  [latient  in  this  way  is  able  to  supply  addit'onal  corroborative  evidence 
of  antral  disease.  In  a  later  paper  (1904)  Kelly  dealt  at  considerable 
length  with  the  value  of  the  diagnostic  illumuiation  test,  aud  the  way  iu 
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Avliicli  aiiv  and  the  form  c>t"  tlie  palate  influenced  il .  In  counectiun  with 
the  diagnosis  of  ethmoidal  disease  Robertson  (1892)  attempted  to  utilise 
illumination,  but  it  has  not  proved  to  be  reliable.  Logan  Turner  (1898) 
(51)  investigated  the  value  of  transillumination  in  chronic  frontal  sinus 
suppuration,  and  showed  that  it  was  not  a  reliable  diagnostic  method. 

With  the  introduction  of  the  X  rays  a  fui'ther  means  of  diagnosis  was 
placed  in  oxu*  hands.  While  their  application  to  sinus  work  was  intro- 
duced bv  Scheier  in  1897,  John  Macintyre  (75)  was  the  first  rhiuologist 
in  this  country  to  demonstrate  their  utility  in  the  diagnosis  of  sinus 
disease  (1900),  and  in  some  eases  he  found  them  of  undoubted  value 
•where  other  methods  had  failed.  At  the  present  time  it  may  be  said 
that  skiagraphy  has  come  to  be  regarded  as  a  routine  method  of  examina- 
tion in  all  cases  in  which  any  difficulty  exists  iu  regard  to  the  diagnosis. 
This  is  evident  from  a  perusal  of  the  various  text-books  and  society  pro- 
ceedings dealing  with  diseases  of  the  nasal  cavities.  Logau  Turner  and 
W.  G.  Porter,  in  their  "Atlas  of  Skiagraphy"  (1912),  have  drawn  attention 
to  the  value  of  the  X  I'ays  from  the  anatomical  as  well  as  from  the  clinical 
standpoint,  and  they  were  the  first  to  illustrate  the  diagnostic  value  of 
the  rays  iu  the  cases  of  naso-antral  polypus  and  the  position  of  the  dental 
cyst  in  connection  with  the  cavity  of  the  antrum.  They  also  showed  the 
appearances  presented  by  the  skiagram  of  the  mvicocele. 

One  of  the  most  valuable  aids  in  the  diagnosis  of  maxillary  sinus 
suppuration  is  that  known  as  the  posture  test,  the  clinical  significance  of 
which  is  usually  attributed  to  B.  Friiukel  (1888).  Credit  must,  however, 
be  given  to  Spencer  Watson  (76),  because  Ave  find  in  his  text-book  on 
diseases  of  the  nose,  published  in  1875,  the  following  interesting  state- 
ment. After  referring  to  a  case  published  by  Trosseau,  in  which  the 
patient  was  able  to  demonstrate  the  existence  of  a  foul-smelling  discharge 
from  his  nose  by  holding  his  head  down,  Spencer  Watson  writes,  "  the 
position  of  the  head  during  the  discharge  of  pus,  when  this  is  capable  of 
control  (as  in  the  case  of  Trousseau's  patient), is  a  very  conclusive  evidence 
of  the  seat  of  the  disease.  It  is  not,  however,  an  invariable,  or  even 
common  symptom,  though,  when  present,  it  is  one  of  great  value." 

The  question  as  to  whether  we  ai'e  dealing  with  primary  suppuration 
in  the  antrum  or  merely  with  its  infection  from  one  of  the  sinuses  situated 
above  it,  has  received  a  good  deal  of  attention  in  recent  years,  and  G-reville 
Macdonald  (77)  in  1890  was  the  first  to  refer  to  this  point.  "  It  must  be 
remembered,"  he  writes,  "  that  the  frontal  sinus  and  the  anterior  ethmoidal 
cells  also  open  into  this  region  (the  middle  meatus).  ...  It  is  more 
than  probable  that,  in  the  event  of  pus  being  formed  in  the  anterior 
ethmoidal  cells  the  antrum  will  prove  to  be  a  reservoir,  even  if  itself  not 
directly  involved  in  the  disease."  He  goes  on  to  state,  on  the  aiithority 
of  the  late  Dr.  Ournow,  at  that  time  Professor  of  Anatomy  in  King's 
College,  that  occasionally  direct  communication  exists  betv\'eeu  both  the 
anterior  and  posterior  ethmoidal  cells  and  the  summit  of  the  antrum,  and, 
further,  that  owing  to  the  partition  between  the  infundibulum  and  antrum 
being  thinned  or  actually  defective,  the  contents  of  the  frontal  sinus  may 
flow  into  the  antrum.  In  the  same  publication  Clreville  Macdonald  gives 
a  correct  explanation  of  the  condition  which  had  been  previously  described 
by  E.  Woakes  as  "cleavage  of  the  middle  turbinated"  occurring  in  the 
disease,  which  that  author  had  named  necrosing  ethmoiditis.  Macdonald 
points  out  that  the  swelling  is  inflammatory  and  is  attached  immediately 
below  the  ostiiim  maxillare,  and  is  not  a  pai't  of  the  middle  turbinated 
bone.  Although  he  observed  this  inflammatory  swelling  iu  cases  of  antral 
suppuration,  he  points  out  that  it  was  present  in  four  instances  in  which 
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there  was  uo  pus  in  the  autrum.  lu  the  same  year  (1890)  Kaufmauu 
pubUshed  his  description  of  the  "  lateral  swelling,"  that  is  to  say,  the 
identical  condition  referred  to  by  Maclonald.  Kaiifnianu  regarded  it  as 
pathognomonic  ot  maxillary  sinus  disease,  a  contention  which  has  since 
proved  to  be  no  longer  tenable.  We  have  referred  to  these  points  here  in 
order  that  priority  may  be  given  to  Greville  Macdonald,  not  only  for  the 
explanation  of  the  appearance  designated  as  cleavage  of  the  middle 
turl)inated,  but  because  he  adumbrated  what  has  since  been  duly  recog- 
nised, namely,  that  the  "lateral  swelling"  may  be  present  without  antral 
disease,  and  is  not  pathognomonic  of  that  condition. 

In  connection  with  the  diagnosis  of  sinus  suppuration,  we  wish  to 
refer  to  three  further  clinical  points  to  which  attention  has  been  drawn. 
It  was  pointed  out  by  McBride  (1888)  (78)  that  in  some  cases  of  chronic 
antral  suppuration  there  was  a  marked  redness  of  the  mucous  membrane 
of  the  gum  upon  the  affected  side.  His  attention  was  directed  to  this 
clinical  phenomenon  by  J.  M.  Cotterill.  Brady  (Sydney)  (79)  in  1899 
published  a  series  of  cases  of  antral  suppuration  in  which  he  pointed  out 
that  the  diagnosis  was  arrived  at  by  oliserving  on  posterior  rhinoscopy  a 
thin  streak  of  pus  below  the  posterior  end  of  the  middle  turbinated  body. 
Examination  of  the  middle  meatus  on  anterior  rhinoscopy  both  before  and 
after  posturing  the  patient  was  always  negative.  Finally,  in  discussing 
the  symptoms  of  sphenoidal  sinus  suppuration,  Tilley  (1905)  (80)  noted 
in  two  cases  the  occurrence  of  severe  attacks  of  earache  wdiich  were  relieved 
by  a  discharge  passing  into  the  throat.  Complete  cessation  of  these 
attacks  followed  upon  the  treatment  of  the  affected  sphenoidal  sinus. 

While  the  above  facts  represent  the  more  important  points  to  which 
attention  has  been  drawn  by  rhinologists  in  this  country,  they  do  not  deal 
with  a  great  deal  of  valuable  clinical  work  which  lias  been  written  on  sinus 
suppiiration.  Space,  however,  prevents  us  from  doing  more  than  merely 
mentioning  the  contributions  to  the  subject  by  Semou,  McBride,  Lambert 
Lack,  Milligan,  Tilley,  StClair  Thomson,  Watson  Williams,  Walker 
Downie,  Chichele  Nourse  and  Donelan. 

Treatment. — Pari  jyassu  with  the  advance  in  our  knowledge  of  the 
atiology  and  pathology  cf  sinus  disease  there  has  naturally  been  an 
improvement  in  the  general  planning  of  our  operations,  and  many  minor 
modifications  in  their  teclmique  have  from  time  to  time  been  devised.  In 
connection  with  the  maxillary  sinus  we  have  to  note  that  the  canine  fossa 
operation  of  Desault  and  Kiister  in  which  the  subsequent  after-treatment 
of  the  cavity  was  carried  out  through  the  canine  opeuiug  has  been 
practically  discarded.  The  addition  of  a  large  counter-opening  in  the 
nasal  wall  of  the  antrum  has  greatly  facilitated  not  only  the  after-treat- 
ment of  these  cases  but  rendered  their  cure  much  more  certain.  In  1894 
Scanes-Spicer  (81)  advocated  and  practi.sed  this  procedure.  Unknown  to 
Spicer  an  operation  on  similar  lines  had  been  described  liy  Caldwell  of 
New  York  in  1893,  and  in  1897  Luc  of  Paris  published  independently  his 
description  of  the  same  procedure  generally  known  to-day  under  the  term 
of  the  Cald well-Luc  operation. 

For  a  nximber  of  years  the  method  of  dealing  with  the  frontal  sinus, 
which  was  first  advocated  by  Ogston  (82)  in  1884  and  independently 
described  by  Luc  in  1896,  was  a  favourite  procedure  in  cases  of  chronic 
suppuration  in  that  cavity.  The  great  tendency  for  these  cases  to  relapse, 
and  a  not  infrequent  post-operativemortality,  have  gradually  led  surgeons 
to  give  up  the  Ogston-Luc  operation.  With  the  introduction  of  the 
Killian  method  in  1895,  whereby  a  more  thorough  radical  treatment  of 
the  disease  both  in  the  frontal  sinus  and  in  the  ethmoidal  cells  was 
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rendered  possible,  relapses  were  lutt  only  less  frequent,  but  post-operative 
fatalities,  tliou!j:h  not  unknown,  no  longer  bulked  so  prtuninently.  Varia- 
tions in  the  frontal  sinus  operation  have  been  described  in  this  country 
In-  Tilley  (83)  and  Wat  son- Williams  (84).  The  former  has  modified 
Killian's  operation  in  so  far  as  he  does  not  remove  the  whole  of  the  tioor 
of  the  sinus,  contenting  himself  by  taking  away  only  the  inner  portion  of 
it  so  that  he  is  able  to  obtain  free  access  to  the  ethmoidal  cells.  Watson- 
Williams  has  adopted  an  osteo-plastic  method  with  the  object  of  mini- 
mising the  disfigurement  which  may  follow  operative  procedures  in  this 
region.  The  bone-tlap,  which  is  temporarily  turned  outwards  in  this  case, 
consists  of  the  nasal  bone  and  the  ascending  process  of  the  superior 
maxilla.  When  the  ethmoidal  region  has  been  thoroughly  dealt  with, 
the  osteo-plastic  flap  is  replaced,  and,  if  necessary,  held  in  position  by 
buried  wire  suture. 

The  application  of  vaccines  to  the  treatment  of  accessory  sinus  sup- 
puration as  a  substitute  for  operation  has  been  given  a  fair  trial  in  this 
country,  but  the  results  have  not  proved  suflBcieutly  satisfactory  to 
warrant  their  employment  as  a  routine  line  of  treatment.  E.  B.  Waggett 
(1909)  (85)  has  carefully  considered  the  subject  and  placed  the  results 
of  his  own  observations  before  the  profession,  while  Groadby,  Watson- 
Williams,  Allen  and  Birkett  (Montreal)  (86)  have  also  contributed  their 
experience  on  this  line  of  therapy.  The  employment  of  vaccines,  on  the 
other  hand,  as  a  post-operative  measure  to  assist  in  the  clearing  up  of 
residual  discharge  has  undoubtedly  been  sliowu  to  be  of  service. 
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THE  OTO-LARYNGOLOGICAL  SOCIETIES  OF  GREAT  BRITAIN 

AND    IRELAND. 

By  Dukdas  Grant,  U.U.,  F.K.C.S. 

There  can  he  no  doubt  that  the  tendency  to  the  formation  of  societies 
devoted  to  special  departments  of  the  healing  art  did  not  develop  -with 
such  rapidity  in  this  country  as  in  others  that  could  be  mentioned. 
"Whether  this  Avas  because  of  want  of  interest  in  the  cultivation  of  those- 
limited  branches,  or,  on  the  other  hand,  because  it  was  thought  desirable 
to  discuss  special  subjects  in  the  arena  of  general  societies,  and  so 
avoid  the  undue  development  of  narrow  specialism,  is  difficult  to  say. 
There  has  always,  however,  been  considerable  activity  displayed  and 
much  good  work  carried  out  in  the  special  sections  at  the  annual  meet- 
ing of  the  British  Medical  Association,  and  it  was  at  the  meetiug  iu 
Dublin  in  1887  that  Dr.  McNeil  Whistler,  who  presided,  suggested  tlie 
desii'ability  of  the  formation  of  a  special  society,  meeting  several  times  in 
the  year. 

The  British  Laryngological  and  Ehinological  Association. 

In  any  case  the  first  society  for  the  study  of  laryngology  and; 
rhinology  in  this  country  was  started  in  1888,  mainly  under  the  aegis 
of  Sir  Morell  Mackenzie,  with  the  title  of  "  The  British  Laryngological 
and  Ehinological  Association."  A  history  of  this  Society  is  detailed  at 
some  length  in  the  Journal  of  Laryngology,  Rhinology,  and  Oto- 
logy, vol.  xxii,  1907,  p.  818,  but  tlie  following  are  a  few  of  the  salient 
features : 

Among  the  more  active  iiiaugurators  were  Sir  Morell  Mackenzie,  Dr. 
Woakes,  Mr.  Lennox  Browne,  Sir  Philip  Smvlv,  Mr.  Kendall  Franks,  I 
Dr.  McNeil  Whistler,  Dr.  Richard  Hayes,  and  the  first  officers  elected 
were — President,  Sir  Morell  Mackenzie;  Vice-presidents,  Mr.  Lennox  I 
Browne,  Dr.  Hunter  Mackenzie,  Sir  Philip  Smyly  :  Council,  I.)rs,  Whipliani, 
Woakes,  Baber,  Macintyre,  with  Dr.  Kichard  Hayes  and  Mr.  George 
Stoker  as  Secretaries. 

After  the  first  regular  meeting  several  changes  took  place  in   the 
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perscnnii^!,  u  certain  iuiial>er  of  laeiubers  ivsiLi-niiiL;-  while  livsli  a|)plieii- 

tious  were  inaJe  for  election,  aud  it  may  be  noted  that  some  of  those  who 

at  that  time  thought  fit  to  withdraw  found  it  agreeable  at  a  later  period 

to  rejoin  and  to  prove  themselves  valuable  and  enthusiastic  members. 

The  list  of  presidents  in  order  from  1888  to  190?  is  as  follows  : 

Sir  Morell  Mackenzie  (  London )  .     1888-1889 

Sir  Philip  Smvly  (Dur)lin)       ....     1889-1890 

Dr.  Hunter  Mackenzie  (Edinburgh)  .      1890-1891 

Mr.  Lennox  Browne  (London)     "    .  1891-1892 

Dr.  Sandford  (Cork) 1892-1893 

Dr.  Macintyre  (Glasgow)  ....  1893-1894; 
Dr.  McNeil  Whistler  (London)  .     1894-1895 

Dr.  George  Stoker  (London)  ....  1895-1896 
Dr.  William  Milligan  (Manchester)  .     1896-1897 

Dr.  Dundas  Grant  (London)  .  .  .  .  1897-1898 
Dr.  Middlemass  Hunt  (Liverpool)  .  .  .  1898-1899 
Dr.  Barclay  Baron  (Bristol)  ....  1899-1900 
Mr.  Mayo  Collier  (London)  ....  1900-1901 
Dr.  Macintyre  (Glasgow)  ....     1901-1902 

Dr.  Wyatt'Wingrave  (London)  .  .     1902-1903 

Mr.  John  Bark  (Liverpool)  ....  1903-1904 
Mr.  Chichele  Nourse  (London)        .  .     1904-1905 

Dr.  (now  Sir  Robert)  Woods  (Dublin)    .  .     1905-1906 

„  .         .     1906-1907 

It  will  be  seen  that  the  chair  was  not  confined  to  London  representa- 
tives, but  that  Scotland,  extra-metropolitan  England  and  Ireland  con- 
tributed occupiers  in  good  proportion  and  with  every  advantage  to  all 
concerned. 

The  programmes  took  to  a  large  extent  the  form  of  papers  and  dis- 
cussions with  the  exhibition  of  a  few  illustrative  and  even  exceptional 
cases,  but  in  later  years  the  clinical  element  developed  much  more  largely 
and  led  to  many  interesting  extempore  discussions.  It  was  felt,  however, 
that  in  the  interests  of  accuracy  andexhaustiveuess  the  custom  of  having 
pre-arranged  papers  and  discussions  was  of  considerable  value  and  called 
for  considerable  recognition  in  the  work  of  the  Association.  During  the 
se-sion  1894-1895  a  change  was  made  in  the  constitution  of  the  Society, 
after  which  otology  was  included  in  its  scope  and  its  title  was  altered  to 
"  The  British  Laryngological,  Ehiuological  and  Otological  Association," 
as  which  it  enjoved  an  active  existence  until  the  great  amalgamation  in 
19n7. 

The  Laryngological  Society  of  London. 

A  number  of  prominent  laryngologists  finding  that,  advantageous  as 
it  was  for  cases  in  their  special  department  to  be  l^rought  before  the  general 
clinical  societies,  there  was  room  for  another  society  for  the  demonstration, 
study  and  discussion  of  such  cases,  the  "  Laryngological  Society  of 
Loudon  "  was  initiated  in  the  year  1893.  Its  inauguration  and  a  great  deal 
of  its  remarkable  success  were  the  results  of  the  activity,  energy  and 
scientific  enthusiasm  oi  Dr.  (now  Sir)  Felix  Semon.  .  In  the  programmes 
of  this  Society  the  main  idea  was  the  clinical  one,  and  the  display  of  cases 
from  mouth  to  mouth  is  probably  the  most  remarkable  ever  known  in  the 
history  of  laryngological  S(3cieties.  As  an  exception  a  meeting  was  occa- 
sionally devoted  to  a  set  discussion  on  important  questions,  such  as : 
"  The  choice  of  the  anaesthetic  in  operations  for  removal  of  post-nasal 
adenoid  growths,"  "Diagnosis  and  treatment  of  empyema  of  the  antrum 
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of  Higliinore,"  "Foreign  bodies  iu  the  upper  air-  aud  food-passages,'"  "Tur- 
binectomj',"  "Asthma  in  relation  to  diseases  of  the  upper  air-passages," 
"  Treatment  of  nasal  polypus,"  "Malignant  disease  of  the  oesophagus," 
"  The  after-treatment  of  intra-nasal  operations." 

The  first  president  was  the  veteran   physician,  Sir  Geoi'ge  Johnson, 

whose  early  work  iu  laryngology  was  characterised  by  a  brilliance  only 

eclipsed  by  his  work  in   connection  with  disease  of  the  kidneys.     The 

vice-presidents  were  Sir  Felix  Semon,  Dr.  McBride,  Dr.  McNeil  Whistler  ; 

treasurer,  Mr.  Butlin  ;  librarian,  Dr.  de  Havillaud  Hall ;  secretaries,  Dr. 

Clifford  Beale,   Dr.   Scanes   Spicer ;  Council,   Mr.    Cresswell  Baber,  Dr. 

Bronuer,  Dr.  Duudas  Grant,  Mr.   Mark  Hovell,  Mr.  Charters  Symonds. 

Sir  G-eorge  Johnson's  successors  in  the  presideutal  chair  were  as  follows  : 

sir  Felix  Semon  (London)       ....     1894-1896 

Mr.  Trentham  Butlin  (Loudon)       .  .  .     1897-1898 

Dr.  de  Havillaud  Hall  (Loudon)     .  .         .     1899-1901) 

Mr.  Cresswell  Baber  (London)        .         .         .     1901-1902 

Dr.  McBride  (Edinburgh)  .         .     1903-1904 

Mr.  Charters  Symonds  (London)     .         .         .     1904-1906 

Dr.  Ball  (London) 1906-1907 

Although  the  title  of  the  Society  suggested  a  limitation  to  London,  it 
will  be  seen  that  the  principal  officers  were  to  a  great  extent  dwellers  in 
other  parts  of  the  United  Kingdom.  One  of  the  characteristics  of  this 
Society  was  that  general  surgeons  and  physicians  who  had  shown  special 
interest  in  laryngology  were  welcomed  as  members  aud  elected  to  the 
highest  offices,  and  iu  this  way  an  undue  tendency  to  exclusive  specialism 
Avas  avoided,  aud  cases  were  discussed  from  the  point  of  view,  not  merely 
-of  the  laryngoscopic  appearances,  but  of  the  relationships  that  surgical 
and  medical  disease  held  in  each.  We  were  thus  often  enabled  to  "  see 
ourselves  as  others  see  us,"  and  it  may  be  truly  said  that  the  results  were 
invariably  instructive  and  occasionally  chastening.  There  is  every  reason 
to  believe  that  the  proceedings  of  this  Society  have  always  been  studied 
by  specialists  in  other  countries,  and  have  been  regarded  as  i-epresenta- 
tive  of  much  that  was  characteristic  of  the  British  mental  attitude 
towards  the  healing  art,  namely,  a  keeu  perception  of  what  was  of  most 
practical  value  accompanied  by  a  certain  amount  of  impatience  of  mere 
academic  minutiae.  From  the  most  senior  down  to  the  youngest  member 
of  this  Society,  there  is  not  one  who  has  failed  to  derive  educational 
advantacre  from  it. 


The  Otological  Society  of  the  United  Kingdom. 

The  Otolotjical  Society  of  the  United  Kingdom  was  started  (-luring  the 
wave  of  healthy  enthusiasm  which  followed  the  meeting  of  the  Inter- 
national Otological  Congress  in  Loudon  in  the  year  1899,  and  it  is 
probable  that  Mr.  Arthur  Cheatle  had  a  larger  share  in  bringing  about 
its  formation  than  any  of  the  others  who  started  and  co-operated  in  the 
work.  The  first  president  was  Sir  William  Dalby,  who  was  then  recog- 
nised as  the  doyen  of  Otological  London,  altliough  he  had  preferred  not 
to  identify  himself  with  the  International  Congress  over  which  Professor 
Urban  Pritchard  had  presided  with  such  acceptance.  The  list  of  the  first 
officers  aud  council  contained  the  names  of  Sir  William  Dalby  (President) ; 
Prof.  Urban  Pritchard,  Dr.  Tliomas  Barr,  Mr.  George  Field  (Vice-Presi- 
dents) ;  Mr.  Cumberbatch  (Hon.  Treas.)  ;  Mr.  Cresswell  Baber  (Hon. 
T;ibrariaii)  ;  Mr.  C.  A.  Ballance,  Mr.  Arthur  Cheatle  (Hon.  Sees.)  ;  Mr. 
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Mark  Hovell,  Sir  Virtcr  Horslev,  Dr.  Eilwanl  Law.   Dr.   Peter  MeBri.le, 
l>r.  Win.  Millig-an,  Dr.  Sandt'ord  (Coiiueil). 

The  list  of  original  luenibers  included  the  more  prominent  officers  of 
special  as  well  as  the  general  hospitals,  more  particularly  those  who  had 
charge  of  the  special  departments  at  those  hospitals.  The  rules  for 
admission  were  from  the  commencemeut  strict,  so  that  it  was  scarcely 
possible  for  anyone  to  be  admitted  to  the  membership  who  was  not 
actually  an  active  contributor  to  otology  ;  the  subjects  chosen  for  illus- 
tration and  discussion  were,  therefore,  as  a  rule,  such  as  called  for  the 
"  higher  "  criticism,  and  the  debates  were  characterised  as  a  rule  by  a 
more  severe  tone  than  was  customary  in  the  societies  to  which  we  have 
already  referred.  Many  of  the  finer  and  more  obscure  questions  (it  must 
be  admitted  mainly  concerning  the  dangerous  sequelse  of  ear  disease) 
re.iched  a  very  high  level.  The  meetings  were  few  in  number,  the 
programmes  were  very  carefully  drawn  up,  while  the  transactions  were 
editel  with  scrupulous  care,  so  that  they  constitute  verv  valuable 
additions  ti)  otological  literature.     The  presidents  were,  in  order: 

Sir  William  Dalbv  (London)  ....     1899-1900 

....     1900-1901 

Prof.  Urban  Pritchard  (London)  1901-1902 

„  .         .         .     1902-1903 

Dr.  Thomas  Barr  (Glasgow)   ....      1903-1904 
„  .         .         .         .     1904-1905 

Mr.  Cumberbatch  (London)    ....     1905-1906 
..         „  .,  ....     1906-1907 

The    LARYXGOLoaiCAL    and    Otological    Sections    of    the    Royal 
Society  of  Medicine. 

In  the  year  1907  it  was  decided  to  form  an  amalgamation  of  as  nearly 
as  possible  all  the  various  medical  societies  in  the  centre  and  to  incorporate 
with  them  those  of  a  purely  special  character  as  well.  The  "  British 
Laryngological,  Rhinological  and  Otological  Association,"  the  "  Laryugo- 
logical  Society  of  London,''  and  the  "  Otological  Society  of  the  United 
Kingdom,"  studying  wdiat  was  believed  to  be  the  general  good,  agreed  to 
uive  up  their  identity  and  to  merge  themselves  in  the  great  scheme,  forming 
in  the  Koyal  Society  of  Medicine  the  Section  of  Laryngology  and  the 
Section  of  Otology,  to  which  all  the  members  of  the  three  previously 
existing  special  societies  w'ere  eligible  for  admission  without  ballot.  3n 
the  whole,  the  change  has  been  for  the  better,  though  some  of  the  older 
members  of  the  joining  societies  felt  that  there  was  some  loss  of  autonomy, 
however  slight,  and  some  detriment  to  the  intimacy  of  the  fraternity 
which  had  previously  existed.  The  rule  that  all  fellows  of  the  Royal 
Society  of  Medicine  are  permitted  to  attend  the  meetings  of  the  special 
sections  and  to  take  part  in  the  discussions,  has,  up  to  the  present,  been 
productive  of  nothing  but  good,  and  probably  this  will  l;)e  the  increasing 
effect.  The  presidents  of  both  sections  have  been  highly  representative 
.of  the  various  localities  and  schools,  namely  : 

LaryngoJogical  Section. 

Dr.  Ball  (Loudon) 1907-1908 

Dr.  Duudas  Grant  (London)  ....  1908-1909 

, 1909-1910 

Dr.  Watson- Williams  (Bristol)  .  1910-1911 

Sir  StClair  Thomson  (London;  .  .  1911-1912 

Dr.  Herbert  Tillev  (London)  .  .  1912-1913 
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Otohnjiccd  Section. 

Dr.  McBride  (Edhiluircih)       ....     1907-1908 

....  1908-1909 
Dr.  Edward  Law  fLoudou)  ....  1909-1910 
Mr.  Arthur  Cbeatle  (Loudou)  .         .         .     1910-1911 

Dr.  Milliijan  (Manchester)       ...     1911-1912 
Dr.  Dimdas  Grant  (London)   .  .  .  .     1912-1913 

We  believe  that  the  publicity  of  the  sections  has  tended  to  raise  the 
specialties  in  the  respect  of  those  from  outside  who  have  attended  their 
meetings  and  made  themselves  acquainted  Avith  the  quality  of  the  work. 
A  reference  has  been  made  to  the  rules  for  admission  to  those  sections, 
the  preservation  of  which  was  insisted  upon  by  the  contracting  societies 
when  they  entered  into  the  amalgamation.  It  has  been  felt  that  their 
stringency  might  advantageously  be  relaxed  so  as  to  facilitate  the 
admission  to  their  membership  of  those  whose  interests  in  the  special 
sulijects  wei'e  active,  but  who  had  not  yet  had  time  to  attain  to  high 
professional  eminence  as  such,  or  to  have  been  appointed  to  the  officer- 
ship  of  special  clinics,  or  even  to  have  contributed  seriously  towards  the 
progress  of  otology  or  lai'vngology.  It  is  to  be  hoped  that,  for  the 
benefit  of  all  concerned,  mere  pretenders  will  still  he  ineligible  for 
admission,  but  that  evidence,  however  small,  of  a  genuine  desire  to 
acquire  expertness  in  the  practice  of  these  specialties,  and  a  scientific 
knowledge  of  them,  may  open  the  portals  to  all  deserving  candidates. 

The  Scottish  Oto-Lartngological  Society. 

During  the  years  of  the  co-existence  of  the  societies  of  laryngology, 
rhinology  and  otology  holding  their  meetings  in  London,  endeavours  were 
made  so  to  time  the  meetings  as  to  meet  the  reasonable  requirements  of 
members  from  extra-metropolitan  portions  of  England  and  from  Scotlau'l 
respectively,  as  regards  railway  and  other  facilities,  but  in  spite  of  the 
referenda  on  the  subjects  in  which  the  voting  was  left  chiefly  to  non- 
metropolitans,  it  was  never  possible  to  arrive  at  a  completely  satisfactory 
arrangement.  Therefore,  many,  especially  those  from  Scotland  and  the 
North,  were  unable  to  attend  the  meetings  as  often  as  they  could  wish, 
and,  as  a  not  unnatural  result,  the  Scottish  Oto-laryngological  Society 
was  formed,  and  has  continued  to  enjoy  a  healthy  and  active  existence, 
Avhich  has  every  prospect  of  continuing.  The  transactions,  Avhicli  appear 
regularly  in  this  Journal,  are  full  of  practical  interest.  INIany  of  the 
members  have  continued  their  connection  with  the  societies  meeting  in 
London,  and  frequently  bring  before  them  communications  of  the  utmost 
vahie. 

The  British  Oto-Laryngological  Society. 

In  order  to  meet  the  requirements  of  those  to  whom  the  rules  for 
admission  to  these  established  societies  seem  prohibitive,  another  has 
recently  been  formed  under  the  title  of  the  "British  Oto-Laryngoh>gical 
Society."  It  is  apparently  conducted  on  such  unconventional  lines  as  to 
dispense  with  presidents.  If  it  renders  it  any  the  easier  for  honest 
aspirants  to  make  contributions  of  value  to  larvngologv  or  otology,  and 
to  become  eligible  for  admission  to  the  membership  of  the  bodies  above 
mentioned,  it  will  have  rendered  useful  service.  The  treasurer  is  Dr. 
Percv  Jakins. 
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BRITISH    EAR    AND    THROAT    CLINICS    HISTORICALLY 
CONSIDERED. 

By  Kichakl)  Ker.shaw, 
^ocretai-y-Sup3riuteu(.lent,  Central  Loudon  Throat  auJ  Ear  Hospital. 

•  With  every  increase  iu  the  world's  stock  of  gold,  the  metal  loses  soiue- 
thiug  of  its  value,  while  evei'v  addition  to  the  world's  store  of  scientific 
truth  adds  to  the  value  it  already  had,  and  is  a  stepping-stone  to  the 
ac.juisitiou  of  more."  Thus  spoke  Sir  William  Jenner  at  the  opening  of 
the  Soventh  International  Medical  Congress  held  in  London  in  1881. 
With  the  advent  of  the  Seventeenth  Congress,  which,  after  a  period  of 
thirty-three  years,  meets  again  in  London,  it  seems  an  appropriate  occa- 
sion to  give  some  account  of  the  method  of  action,  and  the  result  arising 
from  that  action,  in  regard  to  the  provision  which  has  been  made  in  this 
country  for  the  study  and  the  relief  of  disease  of  the  throat,  nose  and 
ear. 

In  this  retrospect  no  excursion  will  be  made  into  the  fascinating 
history  of  antiquity,  nor  even  into  that  of  the  far  distant  days  when  the 
sick  were  treated  and  housed  in  monastic  or  secular  institutions,  and 
when  medical  treatment  was  closely  supervised  by  the  priests,  but  it 
will  be  confined  mainly  to  the  rise  and  progress  of  otology  and  laryn- 
gology in  modern  medical  institutions  for  which  we  have  our  own 
accurate  recoi'ds.  The  story  Avhicli  we  have  to  tell  dates  from  the  begin- 
ning of  the  nineteenth  century,  at  which  time  we  find  that  there  were 
special  hospitals  in  this  country  for  the  treatment  of  eye  and  ear  disease. 
The  constructive  period  of  hospitals,  as  we  know  them  to-day,  can 
hardly  be  said  to  have  commenced  until  the  middle  of  the  century, 
whence  began  an  era  so  full  of  creative  conception  and  brilliant  medical 
achievement,  that  long  before  the  close  of  the  centvu-y  there  was  witnessed 
an  entire  transformation  in  the  hospital  world,  and  in  every  agency 
which  had  for  its  object  the  relief  of  the  sick. 

If  a  dip  be  made  into  institutional  literature  it  will  be  found  that  iu 
the  year  1800  there  were  in  G-reat  Britain  154  hospitals  and  dispensaries 
supportel  entirely  by  voluntary  contributions :  31  of  these  institutions 
were  situated  in  Loudon  and  in  a  very  limited  area ;  68  were  in  the 
largest  towns  of  the  provinces ;  41  were  in  Ireland ;  1-4  were  in 
Scotland. 

In  this  list  are  included  sixteen  dispensaries  (for  out-patients)  situated 
in  London  and  thirty-six  in  the  provinces.  Some  of  these  dispensaries 
found  it  necessary  to  enlarge  the  scope  of  their  work,  and  this  was  carried 
out  to  such  an  extent  that  iu  the  course  of  time  and  of  financial  affluence 
they  developed  into  large  general  hospitals.  At  that  time  the  special 
hospitals,  which  are  still  with  us,  and  included  in  the  foregoing  list, 
were  represented  in  London  by  four  lying-in  hospitals,  two  for  the 
mentally  afflicted,  one  for  smallpox,  and  one  lock  hospital.  Here  and 
there  in  the  provinces  and  iu  Ireland  were  to  be  found  special  institu- 
tions for  the  treatment  of  eye  and  ear  disease,  whilst  the  lying-in 
hospitals  were  for  the  most  part  attached  to,  or  under  the  control  of, 
reUgious  conmiunities.  Many  charitable  agencies  Avere  also  in  exi.stence 
to  provide  for  the  spiritual  and  educational  welfare  of  the  blind,  and  the 
deaf  and  duml). 

Behind  us  lies  a  century  of  ho-spital  work  ;  where  do  we  now  stand  ? 
Long  before  the  dawn  of  the  twentieth  century  we  find  that  our  previous 
list  of  medical  institutions  had  incre.ised  from  154  iu  1800  to  over  llOO 
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in  1900.  Moreover,  in  this  uiiinber  are  wo^  included  tbe  hundreds  of 
cottage  hospitals  which  are  now  to  be  found  in  the  outlviug  districts  of 
our  large  cities  and  towns,  neither  has  any  account  been  taken  of  the 
numerous  public  and  provident  dispensaries — such  important  links  of 
the  hospital  system — abounding  in  all  parts  for  the  treatment  of  out- 
patients. 

In  the  first  half  of  the  century,  that  is  from  1800  to  1850,  293  hospitals 
were  founded,  46  of  them  being  purely  special  hospitals,  while  in  the  last 
half  of  the  century  over  800  came  into  existence,  123  being  special 
hospitals.  The  greatest  and  most  noticeable  increase  took  place  in  the 
decade  of  1870-1880,  when  166  hospitals  were  founded,  30  of  them  being 
special,  of  which  11  were  for  the  treatment  of  the  eye,  ear,  and  throat. 

It  may  Avell  be  asked  what  influence  created  this  outburst  of  medical 
activitv  \  It  cannot  be  doubted  that  the  most  powerful  of  all  factors, 
leading  to  hospital  extension,  was  the  vigorous  growth  of  specialism 
brought  about  by  the  natural  division  of  labour,  as  necessary  in  the 
practice  of  medicine  as  in  the  industry  of  commerce.  When  alluding  to 
specialism  in  relation  to  medicine.  Sir  James  Paget  remarked,  in  his 
inaugural  address  at  the  Seventh  International  Medical  Congress :  "  It 
cannot  be  said  that  in  any  of  our  sections  there  is  not  enough  for  a  full 
strong  mind  to  do.  If  anyone  will  doubt  this,  let  him  try  his  own  strength 
in  the  discussion  of  several  of  them." 

The  institutions  in  which  we  are  naturally  most  interested  are  those 
having  for  their  object  the  study  and  the  treatment  of  diseases  of  the 
throat,  nose  and  ear,  and  we  give  a  list  of  them  in  chronological  order 
together  with  the  names  of  the  founders. 

"  We  do  this  for  the  piu'pose  of  shoAving  the  persistent  enterprise 
of  our  predecessors,  and  to  remind  ourselves  of  those  pioneers  to 
Avhose  zeal  we  owe  so  much  and  whose  memory  we  delight  to  honour.  It 
must  not  be  forgotten  that  these  men  laboured  under  difiiculties  and 
oppression  the  like  of  which  we  have  never  expei'ienced,  so  that  our  progress 
has  l»een  made  under  conditions  of  luxurious  comfort  in  comparison  with 
theirs. 

1804.  "  The  London  Dispensary  for  the  Relief  of  the  Poor  Afflicted 
with  Eye  Disease,''  the  institution  now  universally  familiar  by  the  name 
'  of  "  Moorfields,"  founded  by  Dr.  Cunningham  Saunders,  an  aural  surgeon 
as  well  as  a  distinguished  oculist  of  his  day.  It  is  recorded  that  Dr. 
Saunders  treated  disease  of  the  ear  as  well  as  the  eye  in  this  institution, 
which  is  not  surprising  seeing  that  he  was  one  of  the  earliest  British 
wi-iters  on  subjects  pertaining  to  the  ear. 

1814.  "  Dublin  Eye  and  Ear  Hospital,''  foimded  by  Surgeon  Eyall 
under  the  title  of  the  "National  Eye  and  Ear  Hospital."  To  this 
institution  came  Sir  William  Wilde,  who  founded  St.  Mark's  Ophthalmic 
Hospital  in  1844,  both  institutions  eventually  being  merged  into 
the  "  Koyal  Victoria  Eye  and  Ear  Hospital."  The  original  institution 
appears  to  have  been  at  that  time  the  only  cme  of  its  kind  in  Great  Britain 
where  clinical  and  practical  instruction  in  aural  surgery  was  given  to 
students,  and  if  this  version  be  correct,  Sir  William  Wilde  must  be 
regarded  as  the  earliest  systematic  teacher  of  aural  surgery  in  this 
country. 

1816.  "  Tlte  Royal  Ear  Hospital,"  London,  founded  by  Dr.  Harrison 
Curtis  under  the  title  of  the  "  Dispensary  for  Diseases  of  the  Ear."  From 
its  earliest  days  this  institution  has  been  situated  in  the  vicinity  of  Dean 
Street,  Soho,  and  has  lieen  favoured  with  Royal  patronage  throughout  its- 
career. 
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1818.  "  S h re irsh  111-1/  Eye,  Ear  ainJ  Throat  Hospital,''  t'oimdcd  h\  Dr. 
G.  F.  D.  Evaus  as  an  ophtluihuic  iustitiitiou  ;  treatment  of  diseases  of 
the  ear  under  the  same  roof  soon  followed,  and  eventually  that  of  the 
throat,  hence  its  present  title. 

1820.  "Liverpool  Eye  and  Ear  Infirmary,''  founded  l»y  Dr.  J. 
O'Neill.  To  this  institution  in  1850  came  Dr.  John  Nottingham,  whose 
work  on  "  Diseases  of  the  Ear"  was  published  in  1857. 

1821.  ''  Leeds  Eye  and  Ear  Dispensary."  This  institution  during  its 
career  had  a  very  large  out-patient  depai'tment,  and  six  beds  for  in- 
patients. Mr.  Thomas  Nunuely  was  Surgeon  from  1835  to  1864.  In 
1869  the  institution  amalgamated  with  the  Greneral  Infirmary. 

183-i.  "  Edinbunjh  Eye,  Ear  and  Throat  Hospital,"  founded  bv  local 
practitioners  first  as  an  eye  hospital,  and  later  in  1883  for  the  further 
objects  indicated  by  its  present  title. 

1838.  "  Metropolitan  Ear,  Nose  and  Throat  Hospital,"  started  as  the 
"  Ear  Infirmary  and  Orthophonic  Institution."  Associated  with  this 
hospital  in  its  early  career  was  James  Tearsley,  who  was  followed  by- 
James  Hinton  and  Peter  Allen,  the  former  leaving  to  take  charge  of  the 
Aural  Department  at  Gruy's  Hospital  in  1863,  and  the  latter  to  succeed 
Toynbee  at  St.  Mary's  in  1868. 

1844.  "  The  Birmingham  Institution  for  the  relief  of  Deafness  and 
Diseases  of  the  Ear  "  was  founded  mainly  through  the  enterprise  of  Dr. 
Dufton,  who  in  the  same  year  published  a  work  entitled  "  The  Nature  and 
Treatment  of  Deafness  and  Diseases  of  the  Ear  and  of  the  Treatment  of 
the  Deaf  and  Dumb."'  This  institution  amalgamated  in  1871  with  the 
Birmingham  Eye  and  Ear  Hospital,  and  eventually  the  title  became 
changed  to  the  Birmingham  and  J\[idland  Ear  and  Throat  Hospital. 
Attached  to  this  institution  was  Dr.  Charles  Warden,  so  well  known  to  our 
older  hospital  staffs. 

1844.  ''Belfast  Eye  and  Ear  Hospital,"  founded  as  a  dispensary  bv 
Dr.  Samuel  Browne,  Surgeon  to  the  General  Hospital  in  that  citv.  His 
son,  Dr.  Walton  Browne,  is  at  the  present  time  the  Senior  Surgeon  of  this 
much  enlarged  hospital. 

1844.  "  Dublin  St.  Mark's  Ophthalmic  Hospital,"  founded  by  Sir 
William  Wilde,  for  the  treatment  of  eye  and  ear  disease.  This  institution 
was  eventually  merged  into  the  hospital  previously  alluded  to  as  the 
Royal  Victoria  Eye  and  Ear  Hospital. 

1847.  '' Kent  County  Ophthalmic  Hospital,"  Maidstone,  founded  bv 
Lord  Eomney,  the  first  President,  and  Mr.  John  Woolcott,  F.E.C.S.,  the 
first  Honorary  Surgeon.  Six  years  after  the  foundation  of  this  hospital, 
it  was  agreed  by  the  managers  to  treat  ear  disease  as  well  as  eye  disease, 
but  the  first  defined  appointment  of  aural  surgeon  appears  to  be  as 
recent  as  1909,  since  which  date  has  arisen  a  large  ear  and  throat  clinic. 

1855.   "Manchester  Ear  Hospital." 

1857.  "  Bradford  Eye  and  Ear  Hospital,''  founded  hy  Dr.  Edward 
Bronner,  whose  son.  Dr.  Adolpli  Bronner,  is  now  the  Senior  Surgeon  at  the 
same  institution. 

1861.  "  Glasgow  Ear,  Nose  and  Throat  Hospital,"  founded  by  Dr. 
Paterson  Cassells,  one  of  the  two  Vice-presidents  of  the  Section  of  Otology 
at  the  International  Medical  Congress  of  1881;  at  a  later  date  he  was 
appointed  aural  surgeon  to  the  Glasgow  Hoyal  lufirmarv. 

1863.  "  Cork  Ophthalmic  Hospital,"  now  known  as  the  Cork  Eye,. 
Ear  and  Throat  Hospital,  founded  by  Dr.  Macuaughton  Jones,  who  also 
founded  the  Hcspital  for  Women  and  Children  in  the  same  citv. 

1863.  "  The  Hospital  for  Diseases  of  the  Throat,"  London,  founded 
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bv  Sir  Morell  Mackenzie,  the  first  President  of  the  original  Laryngo- 
logical  Association,  and  the  founder  in  1887  with  Dr.  JSTorris  Wolfenden 
of  this  Journal. 

1871.  ''Belfast  Eije,  Ear  anJ  Throat  Hospital,''  founded  by  Dr.  W.  A 
McKeowu. 

1874.  "Central  London  Throat  and  Ear  Hosjntal,"  tonnde I  by  Mr. 
Lennox  Browne. 

1875.  "Manchester  Hospital  for  Consumption  and  Throat  Disease,' 
founded  by  Dr.  Ho.lglduson  and  Dr.  Fletcher. 

1877.  "Diiblia  Throat  and  Ear  Hospital:' 

1878.  "  Briijhton.  Throat  and  Ear  Hospital,"  founded  mainly  through 
the  energy  of  Dr.  Cresswell  Baber  and  Dr.  Scatliff. 

1878.'"  Tunbridge  Wells  Eye  and  Ear  Hospital" 

1S78.  "  Newcastle  Throat  and  Ear  Hospital,"  founded  by  Dr.  Eichard 
Ellis. 

1881.  "  Londonderry  Eye,  Ear  and  Throat  Hospital"  roundel  1)y  Drs- 
Donaldson,  Bernard  and  Hunter. 

1882.  "  Hereford  Eye  and  Ear  Hospital" 

1884.  "  Portsmouth  Eye  and  Ear  Hospital,"  with  the  foundation  of 
which  Dr.  Ward  Cousins  was  so  closely  identified. 

1886.  "  Halifax  Eye  and  Ear  Hospital,"  founded  by  Dr.  Oakley. 

1887.  "London  Throat  Hospital,"  founded  by  Drs.  Edward  Woakes, 
MaoNeil  Whistler,  George  Stoker  and  others. 

1888.  "  Manchester  Eye  and  Exr  Hospital,"  founded  by  D/.  David 
McKeown. 

1889.  "  Chdteiiliam  Eye,  Ear  and  Throat  Hospital" 

It  is  interesting  to  note  how  frequently  institutions  started  primarily 
for  the  treatment  of  diseases  of  the  eye  extended  their  sphere  of  action 
to  the  ear  and  throat.  Only  in  one  instance  can  Ave  recall  an  old  institu- 
tion founded,  and  continued  up  to  this  day,  for  the  purpose  of  treating 
the  ear  alone,  but  even  in  this  institution  simultaneous  treatment  of  the 
nose  and  throat  with  that  of  the  ear  has  been  necessarily  called  for. 
In  this  day,  when  one  hears  so  much  of  co-ordination  and  consolidation 
of  medical  work,  the  often-repeated  suggestion  as  to  the  advantage  of 
treating  the  eye,  ear,  throat  and  nose  under  one  roof  seems  to  be  Avorthy 
of  more  than  passing  consideration. 

Before  taking  leave  of  the  special  hospitals,  some  reference  must  be 
made  to  the  educational  side  of  their  work,  and  if  the  following  figures 
prove  anything  at  all,  they  forcibly  prove  that  these  institutions — the 
pioneers  of  post-graduate  teaching  in  this  country — have  been  eminently 
successful  as  medical  schools  for  special  subjects.  Have  not  the  oph- 
thalmic and  the  aural  surgeons,  and  the  laryngologists  at  the  general 
hospitals,  (qualified  for  those  positions  in  the  special  hospitals  ? 

From  records  available  for  1912,  Ave  find  that  924  students  enrolled 
themseh^es,  for  periods  of  three  months  and  upAvards,  at  tAventy  Metro- 
p.ilitan  special  hospitals,  including  those  for  the  eye,  ear  and  throat,  skin, 
paralysis,  women,  consumption  and  cancer,  Avhilst  the  number  of  medical 
practitioners  attending,  in  a  casual  Avay,  at  these  particular  hospitals  to 
Avituess  the  practice  of  the  medical  staft"  amounted  to  oA'er  2000. 

At  tAvo  of  the  Throat  and  Ear  Hospitals  in  London  where  special 
provision  is  made  for  systematic  instruction  the  number  of  post-graduate 
.students  in  1912  was  close  upon  a  hundred,  and  the  number  of  prac- 
titioners attending  the  lectures  and  the  clinics  from  time  to  time  was 
upwards  of  a  thousand. 

Here,  then,  is  a  rough  outline  of  the  activity  of  our  specialism  as 
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t-'xeinplitieil  l>v  the  establislinieut  of  special  hospitals.  The  reinarkal»le 
pro^'ivss  made  bv  these  institutions  brings  with  it  a  feeling  of  astonish- 
ment that  there  should  have  been  at  any  time  an  attempt  to  arrest  their 
growth  and  development. 

Cxreat  as  has  been  tlie  activity  within  these  institutions,  greater  still 
has  been  the  apathy  tow^ards  the  establishment  of  special  departments  in 
the  general  hospitals.  The  cause  of  this  apathy  is,  however,  an  old  story 
familiar  to  all  of  ns,  and  Ave  like  to  think  that  it  is  now  buried  in  the 
cabinet  of  medical  curiosities.  Let  us  therefore  dwell  on  the  more  agree- 
able and  the  useful  aspect  of  our  specialty,  resting  content  w'ith  the 
unmistakable  testimony  that  every  special  department  established  in  i: 
general  hospital  is  a  tribute  to  special  hospitals. 

The  earliest  special  aural  department  at  a  general  hospital  appears  to 
be  that  of  St.  Mary's  Hospital,  London.  It  was  inaugurated  in  1851. 
six  years  after  the  foundation  of  the  hospital  itself.  This  department 
\v;is  placed  in  charge  of  Joseph  Toynbee,  F.R.S  ,  whose  work  on  "Diseases 
iif  the  Ear"  was  dedicated  "To  the  Governors  who,  by  establishing 
aural  surgery  as  a  distinct  department  of  study  in  their  hospital  and 
medical  school,  evinced  a  desire  to  elevate  the  subject  of  diseases  of 
the  ear  to  its  due  position,  as  a  branch  of  professional  knowledge,  based 
upon  clinical  observaticm  and  scientific  research." 

In  184f-t.  at  St.  Mark's  Ophthalmic  Hospital,  Dublin — a  purely  special 
hospital — Sir  William  Wilde  had  an  aural  department,  and  there  he 
adopted  a  systematic  method  of  instruction  to  students.  It  is  reasonable 
to  suggest  that  the  influence  of  the  teaching  of  these  two  distinguished 
specialists  was  the  starting-point  of  special  departments,  but  the 
establishment  of  these  departments  was  a  slow  process.  There  wm.s 
always  a  prejiidice  on  tlie  part  of  the  leaders  of  the  medical  profession 
against  specialism,  a  prejudice  w^hich,  fortunately,  was  mirthfully 
ignored  by  those  who  were  fast  breaking  away  from  the  crvstallised 
orthodoxy  of  tlie  sedate  general  hospitals. 

Another  element  which  delayed  the  progress  of  the  specialty  was  the 
fact  that  aural  surgery  and  laryngology,  unlike  ophthalmic  surgery, 
formed  little  or  no  paii  of  the  student's  curriculum,  and  a  still  smaller 
part  of  any  c[ualifying  examination ;  its  study,  therefore,  was  deplorably 
neglected.  Is  it,  then,  to  be  wondered  at  that  the  late  Sir  Henry  Butliu, 
President  of  the  Eoyal  College  of  Surgeons,  explaining  the  position 
of  laryngology  and  otologA'  wdien  he  entered  the  profession,  should  have 
placed  on  record  the  statement  that — "  The  special  departments  in  the 
hospitals  Avere  officei'ed  by  men  who  were  too  often  very  ignorant  of  their 
specialties,  and  there  were  specialists  who  really  knew  their  Avork,  but 
Avere  carefully  excluded  from  the  general  hospitals." 

Here  and  there  are  to  be  found  isolated  instances  of  an  eye  and  ear 
department  of  earlier  dates  than  those  w^e  have  just  mentioned  ;  such,  fi>r 
example,  is  that  of  the  Royal  City  of  Dublin  Hospital,  which  estab- 
lished, at  the  time  of  its  foundation  in  1832,  special  dispensaries  for  the 
eye  and  ear. 

This  combination  of  the  eye  and  ear  in  one  department  has  been  con- 
tinued down  to  the  present  time,  and  is  an  imitation  of  the  procedure 
adopted  by  the  earlier  special  hospitals  Avhich  combined  the  eye  and  ear 
under  one  roof  and  frequently  under  the  single  title  of  "  eye  hospital." 
This  coml,»ination  is,  in  some  districts,  still  in  force,  particularly  in 
Ireland.  The  Kent  County  Ophthalmia  Hospital  has  increased  its  scope 
by  admitting  diseases  of  the  ear,  nose  and  throat,  but  it  does  not  appear 
to  have  added  this  designation  to  its  title,  in  spite  of  the  fact  that  in 
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191'2  the  attendance  of  aural  patients  was  nearly  as  great  as  that  of  the 
eye  cases,  whilst  the  operations  vipon  the  ear  were  actually  greater  in 
number  than  those  upon  the  eye. 

Many  years,  however,  passed  before  either  the  eye  or  the  ear  cases 
were  treated  in  separate  departments  having  an  entity  of  their  own.  and 
even  when  separate  departments  were  established,  little  or  no  interest 
was  taken  in  them  by  the  managers ;  they  Avere  badly  equipped,  and 
they  were  carried  on  in  a  perfunctory  kind  of  manner  with  a  sort  of 
"  Box  and  Cox  "  arrangement  of  attendance.  In  this  way  they  crept 
along  until  the  younger  generation  of  medical  officers,  fresh  from  the 
special  hospitals,  brought  with  them  newer  ideas  and  keener  enthusiasm 
than  had  hitherto  prevailed,  so  that  these  departments  speedily  l:»ecame 
recognised  as  not  the  least  important  part  of  the  organisation  of  the 
hospital.  A  new  problem  now  faces  the  managers — the  necessity  for 
additional  in-patient  accommodation  for  ear  and  throat  cases. 

The  present  intinitesimal  allotment  of  beds  for  the  ear  and  throat 
departments  is  ludicrous — in  some  cases  the  ]:iroportion  is  no  more  than 
one  bed  per  thousand  out-patients,  whereas  five  beds  per  thousand  are 
recjuired.  We  anticipate  that  the  next  agitation  will  be  to  secure 
separate  wards  for  each  special  department  commensurate  with  the 
importance  and  the  amount  of  the  work  carried  on. 

One  of  the  many  pleasant  features  of  the  present-day  hospital  system 
is  the  hearty  co-operation  which  takes  place  between  the  general  and  the 
special  hospitals ;  nowadays  it  is  a  common  practice  to  transfer  patients 
from  one  institution  to  the  other,  and  Ave  should  welcome  a  development 
of  this  practice.  In  some  of  the  large  centres  this  Avell  organised 
co-operation  has  rendered  it  unnecessary  for  the  general  hospital  to 
establish  a  special  department  of  its  own.  How  much  more  useful  is 
this  colleagual  intercourse  and  goodwill  than  the  former  attitude  of  self- 
sufficiency. 

Space  preA'ents  us  dwelling  any  further  on  our  theme,  and  we  close  it 
in  the  belief  that  our  specialty  has  added  something  "  to  the  world's 
store  of  scientific  truth  "  and  to  the  happiness  of  mankind. 


List  of  some  of  the  Special  Departments  for  Ear  and  Throat  at  the 
General  Hospitals,  with  the  Date  of  their  Inanrjnration.  It  has  been 
imjMSsible  to  foil ou-  the  fonndation  of  these  departments  step  by  ste)\ 
and  therefore  the  list  is  not  offered  as  a  complete  one,  but  it  serves  the  g 
ptirpose  of  showing  the  progress  in  different  p)arts  of  the  Kingdom,  m 
Many  large  General  Hospitals  have  no  Ear  or  Throat  department 
on  account  of  the  near  proximity  of  a  Special  Hospital  to  ichirh 
patients  are  referred. 


Enr 

Throat 

Depart- 

Depart- 

ment. 

ment. 

St.  Mary's  Hospital,  London 

ISol 

1864 

Combined  as 

Mr.  Josepli  Toynhee,  F.R.S.,  attached  1851- 

-186-1. 

Ear,  Nose  and 

Mr.  ErnHst  HaVt                               „          1864- 

-1868. 

Throat.  1908. 

Mr.  P.-ter  All.-n                                 „          1868- 

-1873. 

Mr.  <i('()r<,'e  l>ifld                               ,.           1S73- 

-1899. 

Guy's  Hospital 

1863 

1885 

Combined 

Mr.  James  Hinton  attached  18(j;J. 

1902. 

St.  Bartholomew's  Hospital,  Kochester     . 

1863 

1863 

Separate. 
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1  Ear  Throat 
'  Depart-  Depart- 
I  ment.  I  ment. 


London  Hospital 

Di-^  Hii-hlincrs  Jackson,  first  Phvsician-in-Char.-e 
-bar  Department,  18(37. 

Mr.  Kivino-ton,  first  Snr-eon-in-Charo-e  Ear  De- 
partment, LS67.  p        rti   i^t 

^^\\3^''''^^'  Surgeon-in-CIiaro-o  Ear  Department 

Dr.  Gardiner  Bi-own  i  w-/. 

Dr.  E.hvard  Woakes  .'.'  "  {l^.l' 

St.  Bartholomew's  Hospital.  Loudon         "  '    "' 

Sir  Thomas  Smith  ;  first  Offioers-in-Ciiarcre  of      " 
Mr.  John  Lancrton  i  Ear  Department 

Sir  Lander  Brimton  1  first  Officers-in-Oharo-e  of 
Sir  Henry  Butlin       /      Throat  Departmeiit 

Leeds  General  Infirmary  :  50  beds  specially  allotted 
to  the  Ear  Department  (1912) 


St.  George's  Hospital 

ri^i^,^^'p ''"\^-''^>  "'  ^^'^"'^  ^f  E^^-  department.' 
I  Glasgow  Eoyal  infirmary  .         . 

Dr.  PatersonCassells  in  charge  of  Ear  Department' 

Or.  Steevens'  Hospital,  Dublin  . 
I  King's  College  Hospital,  London        '         '         '         ' 
,      Dr^Urban  Pritehard  first  Ofiicer-in-Charge  of  Ear 
Department  and  Professor  of  Aural  Surgerv 

St.  Thomas  s  Hospital  *     • 

^'is^SS'sot''"'*'""  ^''•'■'^"•'^"  'Throat   Department, 
Dundee  Royal  Infirmary 


I  Middlesex  Hospital     . 
Edinburgh  Eoyal  Indrmarv 
Chester  Infirmary 

Mater  Misericordia>  Ho.spital.  Dublin 

vV  estminster  Hospital 

Leicester  Infirmary     ... 

Royal  Infirmary,  Bradford 

Royal  Victoria  Infirmarv.  Newcastle 

Liverpool  Royal  Infirmary 

Liverpool  Southern  Hospital      .         [ 

Addenbrook's  Hospital,  Cambridtre 
Bristol  General  Hospital 
Sheffield  Royal  Hospital 
Soutliampton  Hospital 
Reading  Hospital 
Birmingham  General  Hospital 
Sir  Patrick  Dun'.s  Hospital,  Dublin 
Derby  Royal  Infirmary 
Bristol  Royal  Infirmai-y 
Eadcliffe  Infirmary,  fixford 
Cheltenham  (General  Hospital    '. 


18()6  '  1901 


Combined 
1913. 


1867   1878 


Separate. 


1869  j  Combined  as  Eve 
and  Ear  uj^on  the 
amalgamation  of 
the  Eye  and  Ear 
Dispensary :  sepa- 
rate since  1912 

1872   1872    Separate 


1873   1873 


1874 
1876 


1880 
1892 


1877  ,  1877 


1879 


1880 
1883 
1885 

1885  i  1885 

1886 

1890 
1891   1891 
1893   1893 

1893  1893 

1894  I  1896 


Combined  at 
first,  now 
separate. 
Separate. 


Ear  and 
Throat  com- 
bined. 
Combined. 

Eye  and  Ear 
combined. 
Separate. 
Combined. 


Combined  in 
1911. 


Lincoln  County  Hospital 


About  1894 

Combined. 

1       „        1894 

Separate. 

1897      1897 

Combined. 

1899 

1900 

1902 

'' 

1906 

1906 

1912  1   1906 

Separate. 

1906 

Combined. 

1909 

Eye,   Ear, 

Nose  and 

Throat 

combined. 

1913 

Combined. 
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ONE  OF  THE  OLD  GUARD. 

By  De.  Chas.  Irkdell, 

Melbourne,  Australia. 

\T  the  Australian  Medical  Congress  held  at  Sydney,  September,  1911,  I 
read  a  paper  entitled  "  Ketrospect  of  a  Speciahsfs  Life,  m  wlucli  i 
claimed  to  have  been  probably  longer  in  the  practice  ot  these  specialties 
than  anv  living  Anglo-Saxon.  Two  years  have  passed  since  then  and  i 
still  believe  the  statement  to  hold  good.  At  any  rate  no  one  has  claimed 
precedence  ;  perhaps  few  would  care  to  !  This  is  the  age  of  the  young  and 
thenew,  and  it  is  not  evervone  who  desires  to  be  thought  a  museum 
specimen  AnvTiow,  it  is  certain  that  I  joined  Sir  William  Dalby— then 
Mr  Dalbv-as  his  assistant  in  1874.  and  at  that  time,  if  mv  meinorv 
serves  me  no  tricks.  Mr.  Harvey,  of  Golden  Square,  and  Mr  Morell 
Mackenzie-afterwards  Sir  Morell— were,  at  any  rate,  the  only  well- 
known  names  in  London  in  connection  with  these  specialties.  Mr.  iJaioy 
had  purchased  Mr.  Hinton's  practice,  and  the  vacancy  at  Guv  s  was  not 
filled  up  for  some  months,  when  eventually  Mr.  Laidlaw  Purvis  was 
appointed.  Shortlv  after  this,  appointments  were  made  at  King  s 
College  and  St.  Marv's,  but  it  was  some  years  before  Mr.  Cumberbatch 
was  placed  at  St.  Bartholomew's,  and  then  the  other  hospitals  fell  into  Ime 
prettv  rapidlv.  At  the  time  I  speak  of  the  oculist  and  the  gynecologist 
were'fairlv  well  established,  but  ear,  nose  and  throat  work  was  looked 
upon  askance.  One  of  the  earliest  witticisms  I  remember  thrown  at 
ear  work  was  attributed  to  a  verv  eminent  physician  of  that  day,  who  said 

there  were  onlv  two  kinds  of  deafness :  one  that  any  d d  fool  could  cure, 

and  the  other  that  no  d d  scoundrel  could  do  anything  for.  Nevertheless 

the  name  of  Tovnl^ee  was  of  necessity  always  held  in  respect.  1  teel 
somehow  to  have  been  in  touch  with  him,  for  in  18,  Savi  e  Eow  while 
with  Mr.  Dalbv,  I  occupied  the  very  chair  m  which  he  died.  It^  may 
have  passed  out  of  the  memory  of  "some  that  Mr.  Toynbee  was  found 
dead  in  this  chair  with  a  silver  catheter  in  his  right  nostril  and  a 
bottle  of  chloroform  at  his  side.  The  uncharitable,  of  course,  declared 
that  he  had  committed  suicide.  As  a  matter  of  fact  it  was  quite 
obvious  that  he  had  been  experimenting  on  himself  m  the  research 
which  marked  him  as  undoubtedlv  the  greatest  original  worker  m,  and 
father  of  English  aural  surgerv.  His  invaluable  and  interesting 
collection  of  anatomical  specimens  is,  as  everyone  knows,  in  the  museum 
of  the  Eoyal  College  of  Surgeons.  .,,     .    ^-  *  +i    .rf 

Thinking  of  him  recalls  to  my  mind  a  curious  illustration  of  tlie| 
extremely  conservative  character  of  the  old  world  then,  ^^l^i^'  ^  J^fs  likelyH 
passed  awav  now.  The  venr  before  1  came  out  to  Australia  (1885)  1  was 
takinc^  charge  of  Sir  William  Dalbv's  practice,  he  being  away  shooting  in 
Scotland.  A  verv  line  okU'entleman  of  over  eighty  called.  I  made  the 
usual  regrets  that  Mr.  Dalbv  should  be  away,  etc.,  when  he  cut  nie  sliort 
bv  sayincr,  "  Mv  dear  sir.  vou  need  make  no  excuses.  I  don  t  know  Mr. 
Dalbv  I  never'heard  of  Mr.  Dalbv,  but  I  came  to  this  house  fifty  years 
ago  as  a  patient  of  Mr.  Tovnljee,  and  I  thought  that  it  might  still  be  an 
aurist's  house."  1  At  this  time  there  is  no  doubt  whatever  that  these 
specialties  were  looked  upon  in  anvtliing  but  a  favourable  light  by  the 
..Ider  practitioners,  especially  so  by  the  heads  of  the  profession,  i  could 
cite  many  instances  to  show  this,  but  one  will  sufiice. 

1  It  is  interesting  to  be  able  to  note  that  it  is  still  an  "  aurist's  house."— Ed. 
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A  yoimy-  Frenchinau  of  twenty-one,  the  son  of  wealthy  parents  in 
ijordeaux,  had  come  over  to  England  ohieflv  to  acquire  the  language. 
Ihe  Instorv  of  the  case  was  one  with  which  we  are  all  paiufullv 
tanuluir.  An  old  perforation  dating  from  childhood  and  neglected 
lh€^  external  meatus  was  filled  with  a  large  polypus,  which  was  removed 
hy  Mr.  Dalby,  and  a  granulating  tympanic  cavity  was  treated  afterwards 
witH  gallic  acid  He  had  complained  of  violent  headaches,  but  these  had 
greatly  subsided  after  the  polypus  had  been  removed,  and  at  this  iuncture, 
Mr.  Dalby  being  due  at  an  important  enc/agemenf  he  had  in  Scotland  on 
^jtj/«.^/i.^,  the  case  bemg  considered  as  doing  well,  I  was  left  in  charge 
Almost  directly  the  severe  pains  returned,  and  the  friends,  very  naturaTlv 
thinking  ttiat  iny  experience  was  not  all-sufficient,  called  in  other  medical 
advic^.  Nevertheless  m  a  few  days  the  patient  died.  Chiefiv  owing  to 
the  chatter  of  the  medical  attendants  a  ^^o^Z-w^orf^^;/^  was  ordered,  at  which 
i  was  present,  and  a  large  abscess  of  the  cerebellum  found 

Uel  ,  It  IS  possible  that  some  of  the  men  are  still  alive,  so  I  will  give 
no  further  details,  but  merely  remark  that  there  was  strong  medical 
testimony  available  to  show  that  the  death  occurred  as  the  result  of  the 
operation  and  subsequent  treatment.  I  felt  then  very  acutely  what  the 
position  ot  the  specialist  was. 

To-dcy  no  doubt,  there  would  still  be  a  criticism  on  such  a  case,  but 
It  would  take  the  diiierent  form  of  asking  why  some  further  operation  had 
not  been  performed.  In  that  day  such  a  thing  as  exploring  the  lobes  of 
the  brain  was  unthought  of-iudeed,  the  opening  of  the  mastoid  cells  bv 
anything  but  a  small  drill  was  considered  heroic  and  even  a  proceeding 
or  grave  danger.  ^  ^ 

It  is  also  worth  while  recalling  that  at  this  time  the  insurance  offices 
had  not  m  the  least  grasped  the  danger  to  life  of  ear  disease.  To-dav  in 
my  opinion,  they  rather  over-rate  it.  I  have  had  some  difficultV  in 
getting  cases  passed  who  have  suffered  from  dischai-e  of  the  ears' the 
result  of  eczema. 

The  opposition  of  the  medical  world  and  specialism  died  very  slowlv. 
If  anyone  is  now  at  all  interested  in  this  subject  he  should  look  up  the 
FortmghtJy  Reviews  for  June,  July  and  August  of  1885,  wherein  he  will 
fand  the  bitter  controversy  between  Dr.  Morell  Mackenzie  and  Dr.  H.  B 
Donkm  on  this  subject  In  his  remarks,  June,  1885,  Morell  Mackenzie 
says  :  Anyone  who  should  take  the  trouble  to  glance  through  the 
medical  .lournals  of  twenty-five  years  ago  and  compare  the  tone  of  their 
remarks  on  this  subject  with  that  of  those  of  the  present  day  could  not 
fail  to  be  struck  bv  the  contrast.  The  very  name  of  '  specialist '  was  a 
bai  sinister  excluding  a  man  from  the  more  coveted  hospital  appointments 
and  from  admission  to  some  of  the  principal  professional  societies.  The 
medical  press  lost  no  chance  of  abusing  him,  his  brethren  sneered  at  him 
m  public  and  slandered  him  m  private.     Is  it  wonderful,  then,  that  even 

Zi?  1  "'n  1  ■'"'f ^'^  '?  ^^  ^^^"  traditions  of  old-fashioned  medical 
practice  should  have  looked  askance  at  specialism  as  something  not  quite 
orthodox  or  at  least  of  questionable  respectability  >  "  ^ 

He  further  mentions  that  -'the  first  International  Congress  that 
tulh-  recognised  specia.st  sections  was  that  held  in  CopenhageS  in  1884." 

Just  before  I  first  became  interested  in  this  branch  of  ^suryerv,  the 
only  means  employed  to  pass  air  through  the  Eustachian  tube,  othei-  than 
b>  the  catheter,  was  by  using  what  was  called  "  Valsalva's  method." 

It  IS  curious  that  this  device  of  the  celebrated  Italian  sui-eon  was 
used  bv  him  in  the  seventeenth  century,  and  that  it  remained  for  Politzer 
to  perfect   it  more  than  200  years   later.     But,  at  any  rate,   Politzer's 
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method  was  a  trump  card  iu  the  hauds  of  the  aurist  in  my  early  days, 
and  I  well  remember  meeting  an  aurist  very  doA\-n  in  mouth,  who  said 
to  me :  "  Our  Ijusiness  is  done  :  every  blessed  (I  don't  think  that  was  the 
exact  epithet)  G.  P.  is  using  a  Politzer's  bag." 

The  use  of  reflected  or' concentrated  light  iu  the  cavities  with  which 
we  have  to  do  was  certainly  not  new  in  my  time,  but  its  use  was  not 
sufficiently  appreciated,  and  even  to-day  no  axiom  is  more  important  in 
the  teaching  of  the  student  than  that  one  has  no  right  to  touch  anything 
one  cannot  see.  I  have  seen,  in  search  for  a  foreign  body  not  mucli 
more  than  thirty  years  ago  carried  out  iu  a  London  hospital,  the  patient 
under  chloroform,  and  the  instrument-table  bearing  an  inconceivable 
assortment  of  forceps,  even  including  tooth-forceps  ;  with  the  result  that 
the  middle  ear  was  completely  disorganised,  but  no  foreign  body  was 
removed !  I  regret  to  say  that  within  the  last  decade  a  little  girl  was 
brought  to  me  by  the  father,  a  medical  man,  who  explained  that  he  had 
troubled  me  because  he  had  not  quite  the  required  instruments.  The 
fact  was,  he  said  :  "  I  am  fond  of  taxidermy,  and  have  some  trays  of 
artificial  eyes  on  my  study  table  and  the  child  poked  one  of  these  eyes 
into  her  ear.  I  tried  to  take  it  out,  but  it  was  too  far  in,  and  when  I 
again  tried  under  chloroform  to  remove  it,  I  found  my  forceps  were  not 
sufficiently  fine."  "  By  the  way,"  he  added,  "  I  have  brought  the  fellow- 
eye  "  (I  have  this  in  my  collection  of  curiosities),  "  as  I  thought  it  might 
guide  you  in  removing  it.'"  He  then  placed  tlie  eye  in  my  hand,  when  I 
impulsively  and  most  tactlessly  said — forgetting  tliat  his  wife  was  sitting 
on  the  sofa — "  My  dear  sir,  that  could  never  have  got  into  the  child's 
ear."'  Of  course,  it  was  the  old  story,  and  I  have  reason  to  think  from 
what  I  saw  that  he  subsequently  had  a  mauvais  quart  d'heure  from  the 
lady  mother. 

I  believe  we  owe  the  introduction  of  the  mirror  to  Prof.  Anton  von 
Triiltsch,  who  read  a  paper  on  the  subject  in  1855,  although  Dr.  Hoffman, 
of  Westphalia,  had  previously  in  1841  used  an  ordinary  shaving  mirror 
for  the  examination  of  the  ear. 

Cocaine,  which  has  been  of  such  great  service  to  us,  either  by  itself  or 
m  combination,  was  unknown  dui'iug  the  first  year  or  two  of  my  work. 

1  cannot  fix  the  exact  year,  but  I  remember  procuring  some  for  a  very 
particular  case  Dalbv  had  in  hand,  from  Messrs.  Bullock  &  Co.,  who 
were  the  only  chemists  in  the  west  end  of  Loudon  who  had  it,  and  getting 

2  gr.  of  this  as  a  favour  at  the  price  of  30^.  a  grain.  It  was  used  for  the 
removal  of  an  aural  polypus  and  acted  very  well.  The  price  soon 
came  do^vn  to  something  reasonable.  Speaking  of  local  ansesthetics, 
one  saw  queer  things  in  those  days.  I  was  pretty  regularly  attending 
an  aural  clinic  in  London,  and  the  aurist  was  personally  well  known 
to  me.  One  morning  I  came  into  a  rather  crowded  out-patient  room 
and  found  much  preparation  going  on.  My  friend,  the  aurist,  told 
me  he  was  going  to  remove  a  large  polypus  entirely  tilling  the  meatus, 
using  ether  spray  as  an  anaesthetic.  I  expressed  my  doul)ts  upon  the 
usefulness  of  this,  which  I  felt  pretty  strongly  about,  as  I  had  only  the  day 
liefore  seen  iu  the  St.  George's  out-patient  department  a  woman  fall 
insensible  on  the  floor  as  the  result  of  a  student  syringing  her  ear  with 
cold  water.  AuyAvay,  proceedings  went  on.  The  patient,  a  young  man, 
was  seated  in  an  upright  chair,  resting  the  side  of  his  head  against  a 
student  standing  on  the  far  side.  Two  more  students  adjusting  his  head, 
tlie  aurist  then,  sitting  on  a  chair,  commenced  using  a  double-bulb  spray 
apparatus  (the  present  tubes  had  not  l)e8n  invented),  and  1  watched 
curiously.     In  a  few  moments  I  saw  his  legs  begin  to  beat  the  devil's 
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tattoo,  and  a  moment  later,  with  a,  wiM  sliriek,  the  victim  seemed  to  suriuo- 
three  feet  strai,«;ht  iuto  the  air.  The  three  students  and  the  operator  and 
Ills  bottles  were  on  the  floor,  and  a  tigure  was  seen  to  go  through  a  rapid]  v 
opening  space  iu  the  crowd,  never  to  reappear.  "  "^ 

Perhaps  the  greatest  stride  in  this  branch  of  surgerv  in  my  time  w^as 
flie  more  general  knowledge  of  post-uasal  growths.     Voltolini,  Lowen- 
burg   and   Moose  all   claimed  to  have    known  and   operated   on  these 
unnvths  as  far  back  as  1862,  but  it  was  not  until  the  production  of 
-Meyer's  paper,  published  in  Copenhagen  in  1868.  tliat  the  profession 
awoke  to  the  fact  that  something  was  discovered  which  it  seemed  almost 
impossible  to  have  been  overlooked,  and  even  then  tlie  awakening  was 
s  .inewhat  slow,  as  will  be  seen  from  what  I  am  about  to  tell.     Exactlv 
what  other  practitioners  knew  and  did  is,  of  course,  impossible  for  me  to 
say,  Ixit  Sir  William  Dalby  had  by  far  the  largest  and  best  known  aural 
practice  m  London  at  the  time  of  which  I  speak,  and  even  until  1884  the 
rreatment   of  post-nasal  growths   was   practicallv  little  thought  of.     In 
that  year  an  influential  Kussian  familv,  who  resided  in  Eastbourne  had 
I'cen  patients  of  Mr.  Dalby.     One  of  the  family,  a  Harrow  school-bov 
aged  tifteeu,  had   been  travelling  from  St.  Petersburg  through  Europe 
with  Ins  mother,  and  she  had  been  persuaded  to  consult  Prof." Moose  at 
Heidelberg.      This  interview  resulted  in  an  arrangement  by  wdiich  Prof 
Moose  was  engaged  to  come  over  to  Eastbourne  and  operate  on  the  l)oy 
Mr.  Dalby  received  an  invitation  to  be  present,  but  as  it  was  inconvenient 
tor  him  to  go  I  was  deputed  to  take  his  place.     I  shall  alwavs  remember 
it  as  one  of  the  most  serio-comic  scenes  I  ever  witnessed. "  There  were 
tive  other  medical  men,  mostly  local  men,  present  bv  invitation.     The 
boy  was  brought  in  and  seated  in  an  upright  chair."'  to  which  he  was 
lashed  arms  and  legs  by  the  Professor.      He  was   then  covered  by  a 
white   sheet,  and  Moose  himself  had  a  sheet  pinned  round  him— the 
first  time,  I  may  remark,  that  I  had  seen  "  white  "  worn  in  operating, 
black  aprons  being  the  custom  in  those  days.      A  verv  elaborate  gau-  was 
fastened  by  straps  fixing  it  to  the  head,  and  Prof.  Moose  then  curetted 
from  side  to  side,  rather  violently  it  seemed  to  me,  with  a  Langer's  knife 
—a  modification   of  which  I  afterwards  devised,  and  I  use\  similar 
instrument  to  this  day.      It  is  easy  to  picture  what  followed:   blood 
streamed  from  both  nostrils  and  mouth,  a  good  deal  being  blown  and 
snorted  over  Prof.   Moose,   and   the  greater  part  of  both  ^sheets  were 
painted  red. 

The  next  few  operations  of  this  sort  that  I  saw  and  assisted  in  were 
performed  under  an  anaesthetic,  but  so  great  was  the  fear  of  the  blood 
finding  its  way  into  the  larynx  that  this  again  was  abandoned  for  a  time, 
and  the  favourite  method  was  to  remove  these  adenoid  vegetations  with 
the  forefinger  nail.  In  fact,  I  remember  one  specialist  (not  a  London 
man)  who  was  very  proud  of  his  finger  nail,  and  kept  it  in  a  case, 
Chinese  fashion.  Although  in  the  earlier  days  to  which  I  refer,  nothing 
was  done  m  the  way  of  removing  post-nasal  growths,  I  cannot  forget  the 
very  large  measure  of  success  in  the  treatment  of  deafness  which  followed 
the  simple  removal  of  enlarged  tonsils.  I  have  alwavts  thought  that  this 
must  have  l)een  due  to  the  local  haemorrhage  depleting  the  adenoid 
vegetation,  because  tonsils,  though  they  mav  pendulate,  can  never  climb 
up  sufficiently  to  ol^struct  the  orifice  of  the  Eustachian  tube.  At  any  rate, 
the  fact  remains  that  it  did  restore  the  hearing  in  a  vast  number  of 
young  people. 

Curious  cases  one  must  come  across  in  a  life-time.     I  saw  once  a  case 
of  attempted  suicide.       The  man  had  placed  a  small-calibre  revolver 
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asjaiust  Lis  ear  aud  fired.  The  l>all  was  tightly  embedded  iu  the  bom- 
meatus,  aud  the  external  tissues  wei'e  much  injtired,  but  eventuaUv  he 
not  only  recovered  but  the  ball  was  extracted  with  little  or  no  injury,  aud 
the  membraue  and  the  hearing  was  quite  slightly  affected.  Soou  after 
starting  work  with  Mr.  Dalby  I  saw  a  case  of  his,  an  American  magnate, 
who  had  decided  to  have  a  bust  of  himself  made,  and  as  a  preliminary  it 
vras  apparently  necessary  to  have  a  plaster  cast  taken  of  his  liead.  I 
imderstood  that  it  was  iisual  to  protect  the  ears  by  placing  wool  iu  them, 
but  somehow  one  of  the  ears  was  not  thus  protected,  and  iu  the  process  it 
became  filled  with  plaster-of-Paris,  aud  this  set  hard.  The  difiiculties 
were  certainly  great,  but  I  fancy  the  case  would  be  dealt  with  quite 
differently  now.  In  the  attempt  to  remove  the  mass  the  foreign  body 
broke  off  short  at  the  narrow  middle  portion  of  the  meatus,  and  auy 
pi'essure,  even  the  light  touching  with  a  probe,  gave  exquisite  pain.  All 
sorts  of  consultations  took  place,  and  chemists  were  applied  to,  if 
perchance  they  could  find  a  solvent  for  the  plaster-of-Paris.  It  ivas  got 
away,  but  it  was  a  long,  tedious  aud  painful  business. 

Another  of  those  curious  cases  that  set  one  thinking  furiously 
occurred  to  me  nearly  twenty  years  ago  iu  Mell>ourne.  I  saw  a  child, 
aged  seven,  in  consultation  with  a  medical  man,  suffering  from  au  unoou- 
trollable  cough.  It  was  difiicult  to  satisfactorily  examine  the  larynx  of  a 
child  of  that  age,  but  so  far  as  I  could  observe  there  was  no  laryngeal  or 
pharyngeal  condition  to  account  for  it.  Matters  got  worse,  a  heavy 
purulent  mucus  was  expectorated,  aud  this  on  examination  was  fouud  to 
contain  tubercle  bacilli  in  large  quantities,  aud  the  case  was  then  regarded 
as  tuberculous.  One  day  the  local  medical  attendant  was  hastily  called  : 
the  child  had  had  an  alarming  paroxsym  of  coughing  and  was  found 
cyanosed,  but  just  after  the  doctor  arrived  another  paroxysm  of  cough 
ensued,  aud  a  date-stone  was  brought  tip.  That  child  is  now  a  married 
woman  with  no  sign  of  tuberculosis.  Of  course  to-day  the  X  rays  would 
have  located  the  trouble.  One  is  tempted  to  recall  case  after  case  till 
one  would  become  wearisome,  but  looking  back  over  thirty-uiue  years  of 
work  at  these  specialties  one  cannot  but  feel  deeply  thankftil  for  the 
marvellous  advances  that  have  been  aud  are  going  ou.  These  have  been 
mainly  the  result  of  specialisation.  Men  like  Toyubee  and  Dalby  and 
Morell  Mackenzie,  who  have  devoted  their  lives  to  the  work,  attained 
great  eminence  only  to  give  place  to  others  climbing  over  their  shoulders. 
The  marvellous  manual  dexterity  of  Morell  Mackenzie  has  been  practically 
put  into  the  possession  of  the  following  generation  by  the  newer  methods 
and  the  beautifully  perfected  mechanical  nids  and  instruments  now  in 
our  hands,  aud  one  does  not  see  what  I  witnessed  many  years  ago — an 
able-bodied  surgeon  pull  a  patient  out  of  the  chair  by  "his  nose,  replace 
him,  put  his  knee  against  his  chest  and  haul  out  a  polypus  with  the 
whole  or  greater  part  of  the  middle  turbiual  bone  attached.  Still,  not- 
withstanding all  our  advances,  nasal  polypi  return  again  and  again,  and 
atrophic  rhinitis  baffles  us,  so  that  there  are  still  laurels  to  be  won  iu  this 
field  of  surgery. 

The  one  great  disappointmeut  to  me  dunug  my  long  connection  with 
aural  Avork  is  the  little  advance  that  has  been  made  in  the  construction 
of  instrumental  assistance  to  hearing.     The  acoustical  difficulties  seem  at    j 
preseul  to  he  insurmountable,  foi-  the  advertisement  sheets  of  all  the  papers    ' 
in  tlie  world  show  what  a  demand   there   is  for  such  aid,  and  this  has 
doubtless  stimulated  numbers  of  ingenious  and  scientific  workers.     My   I 
experience  has  taught  me  that  not  one  deaf  person  iu  a  thousand  will  use    ) 
habitually  auy  contrivance  at  present  offered.     They  will  ]>urchase  them.    ' 
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try  them,  aud  put  them  ou  cue  side.  I  kuow  of  deaf  people  whose  houses 
are  stacked  with  these  things  discarded.  The  apparentJv  paradoxical 
thiiii:  about  it  is,  that  the  better  the  instrument  enal)les  the  patient  to 
hear  the  more  trving  does  it  become  to  the  user. 

The  objections  which  arise  from  the  annoyance  of  ahvavs  holding  some- 
thing, of  the  ear-piece  causing  local  discomfort,  or  even  the  yreater 
objection  of  attracting  attention  might  be  suffered  :  but  as  the  acoustical 
properties  of  the  instrument  magnify  sound  they  also  collect  all  sorts  of 
overtones  that  become  simply  intolerable,  so  that  the  few  people  I  have 
known  who  really  use  such  things  find  the  old-fashioned  conversation 
tulie  l)y  far  the  most  satisfactory,  and  this  instrument  has  been  in  use  for 

ages.     This  matter,  however,  is  not  strictlv  within  the  function  of  the 

aural  surgeon. 

Looking  back.  then,  over  these  years  I  fully  believe  that  the  result  of 

this  Avork  will  l^e  to  immensely  lessen  the  proportionate  number  of  deaf 

people  m  the  future,  aud  undoubtedly  save  the  lives  of  niauv  who  would 

have  died  under  tlie  older  conditions. 


THE  CLINICS  OF  BRITAIN  FOR  DISEASES  OF  THE  THROAT 
NOSE   AND   EAR. 

Compiltd  In/  Dax  McKexzie. 

The  following  compilation  has  been  put  toijether  in  order  to  show  the 
number  and  dimensions  of  the  special  throat,  nose  and  ear  clinics  of 
(rreat  Britain  and  Ireland.  It  is  leased  upon  the  replies  to  a  series  of 
circular  letters  which  have  been  distributed  to,  I  hope,  all  the  special 
cUnics  m  the  three  kingdoms,  iucludiiisf  the  Kingdom  of  Man— which  by 
the  way.  is  still  quite  innocent  of  any.  I  desire^to  take  thi^  opportuAitV 
ot  expressing  to  all  my  correspondents  mv  most  grateful  thanks  for  the 
care  and  trouble  they  have  exercised  in  rendering  their  information  so 
tiiorough  aud  accurate.  Only  in  a  verv  few  instances  has  no  response 
i>een  made  to  the  inquiries,  and  these  I  have  marked  with  an  asterisk. 

The  hospitals  are  arranged  under  their  respective  kingdoms  and  cities 
m  alphabetical  order,  no  distinction  being  made  between  <,reueral  and 
special  hospitals,  between  the  comparativelv  ancient  and  the  modern  and 
between  the  large  and  the  small. 

Only  the  names  of  the  active  medical  stafp  are  <riven.  Exiijeucies  of 
space  forbade  the  inclusion  of  the  consulting  staffs.  And  for' the  same 
reason  medical  qualifications  had  to  be  omifted.  In  the  eves  of  the 
speciality  all  are  specialists — pure  or  mixed. 

In  those  general  hospitals  in  which  no  beds  are  allotted  to  the  special 
clinic,  attention  was  nearly  always  drawn  in  the  replies  to  the  fact  that 
beds  are  provided  hy  the  courtesy  of  the  other  members  of  the  staff. 

It  IS  the  hope  of  the  compiler  that  this  list  mav  haplv  furnish  those 
who  are  coming  after  us  with  some  idea  of  the  decree  of  activitv  to  which 
our  twin  specialities  have  attained  in  this  present'year  of  grace' 

Errors  of  omission  and  commission  have  doubtless  crept  in,  in  spite  of 
all  the  attempts  that  have  been  made  to  keep  close  to  the  letter  of  the 
text.  If  any  such  are  discovered  the  compiler  pravs.  in  anticipation,  for 
the  generous  indulgence  of  the  critic,  trustfullv  i^a-ounding  his  petition 
upon  the  consciousness  that  if  he  has  erred  he  has  done  so  of  inadvert- 
ence aud  not  of  malice  aforethou<dit. 
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London. 

The  Bolingbroke  Hospital  (Ear  and  Throat  Cliuic). 

Medical  Ojjicer. — E.  A.  Peters. 

Beds. — None  allotted.     In-patients  (annually),  33. 

Out-patients  (new;  annually),  852. 

Out-patient  Clinic. — On  Monday,  2  p.m. 

Operations. — Minor  and  major,  on  alternate  Wedue.sdays,  at  2  p.m. 

The  Central  London  Throat  and  Ear  Hospital,  Clrav's  Inn  Eoad, 
W.C. 

Medical  Officers. — P.  Jakius,  Chichele  Nourse,  P.  H.  Abercrombie, 
W.  Stuart-Low,  A.  Wylie,  J.  Atkinson,  Dan  McKenzie,  H.  Kiscli,  and 
nine  registrars. 

Be'ls. — 30.     In-pjatients,  917 . 

Out-jmtients,  11,036.  Daily.  Tuesday  and  Friday,  0  p.m.;  other 
days,  2  p.m. 

Operations. — Minor,  daily,  9  a.m.  Major,  daily  (save  Saturday), 
2  p.m. 

Instruction. — Daily  at  clinics.  Complete  lecture  covirses  for  specialists 
and  post-gTaduates. 

Charing  Cross  Hospital  (Ear  and  Throat  Clinic). 

Medical  Officers.— E.  B.  Waggett,  E.  D.  Dav^is,  and  two  clinical 
assistants. 

Beds. — 3.     In-patients,  130. 

Out-patients,  5583.  Tuesday  and  Friday,  8.30  a.m.  Children, 
Monday.  10  a.m. 

Operations. — Minor,  Friday.  8.30  a.m.  ;  alternate  Mondays,  10  a.m. 
Major,  Tuesday  and  Friday,  12  noon. 

Instruction. — Tuesday,  lO  a.m. 

The  City  of  London  Chest  Hospital,  Victoria  Park,  S.E.  (Throat 
Clinic;. 

Medical  Officer.— \Y.  G.  Howarth. 
Beds. — None  allotted.     In-patients,  no  record. 
Out-patients,  470.     Thursday,  9.30  a.m. 
Operations,  etc. — Thursday,  9.30  a.m. 

The  Evelina  Hospital  for  Sick  Children,  Sonthwark  Bridge  Road, 

S.E.  (E:ir  and  Throat  Clinic). 

Medical  Officer.— :i.  F.  0"Malley. 

Beds. — 2.     In-pjatients,  70. 

Ont-potients,  1100.     Friday,  2  p.m. 

Operations. — Minor,  Wednesday,  10  a.m.     Major,  as  required. 

The  German  Hospital,  Dalstou,  N.E.  (Ear  and  Throat  Cliuic). 

Medical  Officer. — G.  J.  Jenkins. 

Beds. — 4.     In-patients,  133. 

Out-patients,  1865.     Tuesday  and  Friday,  2  p.m. 

Operations.  —  Minor,  after  out-patient  e-linic.     Major,  Saturday,  2  p.m. 

The  Great  Northern  Central  Hospital  (Ear  and  Throat  Clinic). 
Medical  Officers.— .1.  ijt.  French  and  H.  T.  Mant. 
Beds. — 6.     In-patients,  96. 

Out-patients. — 1600.     Tuesday  and  Friday,  2.30  p.m. 
Operations. —  Minor,  Tuesdav  and  Friday,  3  p.m.     Major,  Wednesday, 
2.30  p.m. 
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Guy's  Hospital  (Ear  and  Tliroat  Clinic). 

MnllntI  Oflrfrx.'-^Y.  M.  Mollis..ii  and  T.  B.  Layt.ni. 

JJeds.—ld.     In-pafie>if><.  600. 

Out-patients,  5597.     Daily,  save  Monday  and  Saturday. 

Oi>erations. — Minor,  Wednesday  and  Friday,  4r  p.m.  Thursday, 
l'i.15  p.m.  Major.  ]\[onday,  \<)  a.m.  and  1.30  p.m.  Thursday,  11  a.m.. 
Friday,  10  a.m. 

Iiiiitruction.  —  At  Clinic,  and  Tuesday  an<l  Thursday,  1.30  p.m. 
Thursday,  10  a.m. 

Hampstead  General  and  North -West  London  Hospital  (Earan<l 
Throat  Clinic,  i 

Medical  Ojjicer. — Harold  Barwell. 

Beds. — 2.     Ill-patients,  15. 

Old-patients.  — 14^62.     Tuesday,  9.30  a.m. 

Operations. — Minor  (by  resident  medical  otJicer),  Thursday,  11  a.m. 
Major,  as  required. 

The  Homoeopathic  Hospital,  Cxreat  Ormond  Street  (Ear  and 
Throat  Clinic). 

Medical  0[Hcers. — D.  Wrioht  and  Y.  Green. 
Beds. — None  allotted.     In-patients,  58. 
Out-patients,  1008.     Wednesday.  2.30  p.m. 
Operations — Wednesday,  2.30  p.m. 

Hospital  for  Consumption,  Brompton  (Ear  and  Throat  Clinic). 
Medical  Otficer. — Dundas  Crraut. 
Beds. — None  allotted.     In-patients,  237. 
Out-patients. — 840.     Tuesday,  2  p.m. 

Operations. — Minor,  alternate  Thursdays,  2  p.m.     Major,  as  reipiired. 
Instruction. — At   Clinics.       Lessons   in  laryngoscopy,  etc.,   arranged 
during-  courses  of  instruction. 

Hospital  for  Diseases  of  the  Throat,  Golden  Square.  W. 

Medical  OtHcers.—J.  W.  Bond,  C.  A.  Parker,  Fitzgerald  Po^vell.  F.  A. 
Rose,  T.  Jefferson  Faulder,  G.  W.  Badgerow,  Norman  Patterson,  C.  W.  ]M. 
Hope,  Lionel  Colledge,  and  clinical  assistants. 

Beds. — 60.     In-patients,  1225. 

Out-patients. — 11,579.  Daily.  1.30  p.m.  Also  Tuesday  and  Friday, 
'6.30  p.m.     Monday,  9  a.m.  (children  only). 

Operations. — Minor,  daily  (save  Momlay  and  Thursday),  10  a.m. 
Major,  daily  (save  Monday),"  10  a.m.     On  Thursday  and  Friday,  2  p.m. 

Instruction. — Daily  at  clinics.  Complete  lecture  courses  for  specialists 
and  post-graduates. 

Hospital  for  Epilepsy,  etc.,  Maida  Vale,  ^^\  (Ear  and  Throat 
Clinic  j. 

Medical  Officer. — F.  F.  Muecke. 

Beds. — None  allotted.     In-patients,  50. 

Out-patients. — 60.     Wednesday,  10  a.m. 

l"  Tlie  ear  and  throat  surgeon  is  called  int')  consultation  by  the  neuro- 
logists, and  operates  on  out-  and  in-patieuts  when  required."] 

The  Hospital  for  Sick  Children,  Gre  it  Ormond  Street  (Ear  Clinic). 

Mtdirnl    <J,Jir^r.  —  (Jr.  E.   Wauuli. 

1  Beds. — None  allotted.     In-patients.  11. 

I  Out-patients. — 615.     Thursday,  1.30  p.m. 


436  The  Journal  of  Laryngology,         [August,  1913. 

Operations. — Minor,  Thursday.  1.30  p.m.  Major,  Tuesday  aud  Friday, 
1.30  p.m. 

Instruction.  —  Tuesday,  Thursday  and  Friday.  1.30  p.m. 

The  Italian  Hospital,  Queen's  S<iuare,  "NV.C.  (Ear  andTliroat  Clinic). 
Medical  Officer. — J  as.  Donelau. 
-BecZs.— None  allotted.     In-patients,  208. 
Out-patients. — 624.     Wednesday.  2.30  p.m. 
Operations. — Minor  and  major,  Thursday,  2.30  p.m. 

Kensington  and  Fulham  General  Hospital  (Ear  and  Throat 
Clinic). 

Medical  Officer. — Cyril  Horsfurd. 

Beds. — None  allotted.     In-patients,  80. 

Out-patients.— 2180.     Tuesday,  2.30  p.m. 

Operations.- — Minor,  Tuesday,  4  p.m.     Major,  Thursday.  2  p.m. 

King's  College  Hospital  ([a]  Ear  Clinic). 
Jledical  Officers. — A.  H.  Cheatle  and  G.  J.  Jenkins. 
Beds. — 6.     In-patients.  109. 

Out-patients. — 787.     Monday  and  Thursday,  2  p.m. 
Operations. — Minor,  Saturday,  9  a.m.     Major.  "Wednesday.  2  p.m. 
Instruction. — At    clinics.        Lectures,    Thursdays    during    February. 
4.15  p.m. 

([6]  Throat  Clinic). 
Medical  Officer. — Sir  StClair  Thomson. 
Beds. — 6.     In-patients,  134. 

Out-patients. —  604.     Tuesday  and  Friday.  2  p.m. 
Operations. — Minor,  Friday,  9  a.m.     Major.  Thursday.  2  p.m. 
Instructinn. — At  clinics.     Lectures,  Tuesday,  4.30  p.m.,  from  January 
6  to  March  14. 

The  London  Hospital  (Ear  and  Throat  Clinic j. 

Medical  Officers. — H.  Lambert  Lack,  Hunter  F.  Tod,  with  two  regis- 
trars and  clinical  assistants. 

Beds.— 19.     In-patients,  360. 

Ont-patients. — 10.187.     Daily,  9  a.m. 

Operations. — Minor,  daily,  9.30  a.m.,  saye  Thursday  and  Friday. 
Major,  Tuesday  and  Thursday,  2  p.m. 

Instruction. — Wednesday  and  Friday,  12  noon. 

The  London  Throat  Hospital,  Great  Portland  Street,  W. 

Medical  Officers.— 0.  Woakes,  G.  C.  Cathcart,  W.  H.  Kelson,  AtAyood 
Thorne,  Someryille  Hastings,  Irwin  Moore,  F.  F.  Muecke,  and  clinical 
assistants. 

Beds. — 14.     In-patients,  503. 

Out-patients.~S4!79.     Daily,  1.30  p.m.     Tuesday  and  Friday,  6  p.m. 

Operations. — 3Iinor  aud  major,  daily,  9.30  a.m.  " 

Instruction. — Daily  at  2  p.m. 

The  Medical  Graduates'  College  and  Polyclinic.  22.  Chenies  Street, 
G-ower  Street,  W.C.  (Ear  and  Throat  Lectures,  etc.j. 

Lecturers. — Most  London  specialists. 

Ear  and  Throat  C/i/;/c.  — Selected  cases.      Friday.  4  p.m. 

Classes.— Lari/ngolmj,/.  J.  Gay  French.  Otol'oyy,  Dan  McKeuzie. 
Rhinology,  W.  Stuart  Low. 
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*  The  Metropolitan  Hospital.  K'iii-sliiii..l  Koad,  N.E.  (Ear  aud 
Throat  (."liiiic ). 

Medicitl  Oljictr. — \\ .  Aslidowue. 

The  Metropolitan  Ear,  Nose  and  Throat  Hospital,  Fitzrov 
Sijuare.  W. 

Medical  Otfic,'r,.-h.  H.  Peeler.  E.  Spicer,  Jol.sou  Home,  J.  Cotibro 
1  ottei-,  H.  Bueklaud  Jones,  H.  Whale,  W.  H.  Jewell,  Wm.  Ibl.otson, 
.\lex.  Cravm,  P.  Fraukliu,  and  clinical  assistants 

Beds.— 20.     In-pafieNt.<>,  382. 

Otd.jx,tienfs-2SS7.  Daily,  2.3o  p.m..  an.l  Mon-lav,  Wednesday  and 
b  riday,  b  p.m. 

Operation.s.—Minor  and  major,  daily  (e.xcept  Moudav  and  Saturday) 
y.30  a.m.  •  '  ^' 

Insfructio),.~At  clinics  and  l)y  arranu-ement.  Special  courses  are 
given.  '■ 

Middlesex  Hospital,  Berners  Street.  W.  (Ear  and  Throat  Clinic). 
Medical  Ojficer.-Someryine  Hastinu-s,  and  four  clinical  assistants. 
Beds. — h.     In-palients.  200. 
Oul-palients.~-im.     Tuesday  and  Friday,  9am 
Operatunu.-Mi,wr.  Thursday.  9  a.m.     Major,  Wednesday,  2  p.m. 

^n  "^^^.^i!^®^  General  Hospital,   Greenwich  Eoad,   S.E.    (Ear  and 
inroat  Llinic). 

Medical  0,/Acf?r.— Wallace  Ashdowne. 
Beds.— 4.     In-patients,  no  record. 
Out-patients.~l2ol.     Tuesday,  2  p.m. 
Operations. —Minor.  Tuesday, '4  p.m. 

Mount  Yernon  Hospital  for  Consumption  (Tlnoat  Clinic) 

Medical  Offivfr.—E.  D.  Dayis. 

Beds. — 10.     In-£)atients,  no  record. 

Ont-patients.—iSO.     Monday,  4  p.m. 

Operations. — Monday,  4  p.ni. 

In.9trnrtion.—Xt  clinics. 

National  Hospital  for  the  Paralysed,  etc.,  Queen  Square,  W.C. 
( Ji,ar  and  ihroat  Clmic). 

Beds.— None  allotted.     In-patients,  no  record. 
Out-patients.— l<^o  statistics.     Thursday,  2  p.m. 
Operations. — As  required. 
Medical  Officer.— Sydney  Scott. 

Cliidt^'^^"^^^^"   ^^^^"   Children's   Hospital,    W.    (Ear  and   Throat 

Medical  Officer.-E.  A.  Peters,  and  tAyo  clinical  assistants. 
Jieds. — 1.     In-patients,  50. 
Ont-jjatients.-Um.     Tuesday.  2  p.m. 
Operations. -Minor  and  major.  Friday,  1  p.m. 

.n^Ti®  ^''I'l^v   °^  Wales's  General  Hospital,  Tottenham.  X.E.  (Ear 
aiui  Ihioat  Clinic).  ^ 

Medical  O^fficer.-B..  O.  Oillies,  and  two  clinical  assistants. 

Heds. — ( .     In-patients,  60. 

Ont-^jatients.-UU.     Monday.  2  p  m 

Operations.-Minor,  Thursday,  5.30  p.m.     Major,  Wednesday,  2  p.m. 
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*  The    Queen's   Hospital  for  Children,,  Hacknev  Eoad,  Bethnal 
Greeu.  E.  (  Ear  aud  Throat  Clinic). 
Mf-'^iml  fJficfn-.—^y.  G-.  Howarth. 

The  Royal  Ear  Hospital,  Soho  Square,  W. 

M'^iUcal  Officers. — Macleod  Tearslev,  R.  Lake,  R.  Sturgeon  Cocke, 
E   A.  Peters.  H.  A.  Kisch.  J.  F  O'Mallev,  and  clinical  assistants. 

Bfids. — 20.     In-patients,  566. 

Out-patients. — 2430.     Daily  (except  Saturday),  2  p.m.  aud  6  p.m. 

Operations. — Minor,  alternate  Thursdays,  9  a.m.  Major,  Tuesday, 
Thursday  and  Friday,  2  p.m. 

The  Royal  Free  Hospital,  Gray's  Inn  Road.  W.C.  (Ear  and  Throat 
Clinic). 

Medical  Officer. — J.  Gay  French. 

Beds.— 6.     In-patients.  250  (approximate). 

Out-patients. — Wednesday  and  Saturday,  9.30  a.m. 

Operations. — Minor,  Saturday,  10.30  a.m.    Major,  Thursday.  9.30  a.m. 

Instruction. — At  clinics.  au<l  two  courses  of  eight  lectures  each. 

The  Royal  Waterloo  Hospital  for  Women  and  Children  (Ear 
and  Throat  Clinic). 

Medical  Officer.— (^.  N.  Biggs. 

Beds. — None  allotted.     In-pjatients,  221, 

Out-patients. — 1000.     Wednesday.  2  p.m. 

Operations. — Minor,  Wednesday.  1  p.m.     Major,  Wednesday,   1  p.m.  ;^ 
Friday,  9  a.m. 

Instruction. — At  clinics. 

St.  Bartholomew's  Hospital,  Smithfield,  E.C.  ([a]  Ear  Chnic). 

Medical  Officers.— Erneit  West,  Sydney  Scott,  and  J.  F.  O'Malley. 

Beds.— 20  (jointly  with  Throat  Clinic). 

Out-patients.— 2o'92.  Monday  and  Thursday,  1.30  p.m.  TuesdaJ 
and  Friday,  9  a.m. 

Operations. — Minor,  during  out -patient  clinic.  Major.  Monday, 
4  p.m. :  Wednesday,  9  a.m.  :  Thursday.  9  a.m. 

Instruction. — At  clinics,  and  six  lectures  in  February  and  March. 

(Tfe-  Throat  Clinic.) 

Medical  Officers.— y^^ .  J).  Harmer,  F.  A.  Rose,  T.  J.  Faulder. 

Beds.— 26  (jointly  with  Ear  Clinic). 

Out-patients. — 3614.  Monday  and  Thursday.  2  p.m.:  Tuesday  aud 
Friday,  9.30  a.m. 

Operations. — Minor,  during  out-patient  clinic.  Major,  Monday,  3 
p.m. :  Wednesday.  1.45  p.m. :  Tuesday  and  Friday,  1.45  p.m. 

Instruction. — At  clinics,  and  six  lectures  in  May. 

St.  George's  Hospital.  Hvde  Park  Corner,  W.  ([«'  Ear  Clinic). 

Medical  Officer.  -W.  C.  Bull. 

Beds.— 4.' 

Out-patients. — 624.     Monday.  1.30  p.m. 

Operations. — No  fixed  hours. 

([h]   Throat  Clinic  ) 

Medical  O^/cer.— Harold  Barwell. 

Beds.— 4. 

Out-patieht<^. — 723.     Friday.  1.30  p.m. 

Oj't'radons. — Minor,  Friday,  2  p.m.     Major,  Wednesday.  2  p.m. 
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St.  Mary's  Hospital,  Pa<l«liut;tuii,  W.  (Ear  aud  Tliroat  Clinic). 

Medical  (Jftic'  !■>'. — W.  Hill  ami  C.  J.  Graham,  and  two  assistants. 

Beds. — 8.     In-}>atie)ifs,  o.57. 

Out-pafie)its. — -iSod.  Monday  and  Thursday,  !>  a.m.  Fiiday,  2.30 
p.m. 

Operations. — Minor,  Monday  and  Thursday,  9  a.m.  Major,  Wednes- 
day, 2  p.m. 

Instruction. — Once  a  month  and  at  out-patient  clinic.  Special  demon- 
stration ouce  a  week. 

St.  Mary's  Hospital  for  Women  and  Children,  Plaistow,  E.  (Ear 
and  Throat  Clinic ) . 

Medical  O^^cer. — S.  J.  Wareham. 
Beds. — None  allotted.     In-patients,  16. 
Out-patients. — 614.     Friday,  1  p.m. 
Operations. — Friday  afternoon. 

St.  Thomas's  Hospital  ([«]  Ear  Clinic). 
Medical  Officer. — H.  J.  Marriage. 
Beds. — None  allotted.     In-patients,  no  record. 
Out-patient. — 1257.     Monday  and  Thursday,  1.30  p.m. 
Operations. — Minor,    Wednesday,    9.30    a.m.     Major,    Tuesday    and 
Friday  (afternoon).     According  to  arrangement. 

Instruction. — At  clinic.     Clinical  lectures  occasionally. 

([6]  Throat  Clinic.) 

Medical  Officer. — W.  G.  Howax'th.  i 

Beds. — None  allotted.     In-patients,  no  record. 
Out-patients. — 687.     "Wedjiesday,  1.30  p.m.     Friday.  9.30  a.m. 
Operations. — Minor,  Friday,  9.30  a.m.     Major,  according  to  arrange- 
ment. 

Instruction.— At  clinics.     Clinical  lectures  occasionally. 

The  Seamen's  Hospital,  Greenwich,  S.E.  (Ear  and  Throat  Clinic). 

Medical  Officers. — R.  Lake  and  G.  N.  Biggs. 

Beds. — 3.     In-patients,  38. 

Out-patients. — 818.     Monday  and  Thursday,  10  a.m. 

Operations. — Minor  and  major,  Tuesday,  2  jxnr. 

Instrnction. — At  clinics. 

University  College  Hospital,  Gower  Street,  W.C.  (Ear  and  Throat 
Clinic). 

Medical  Officers. — Herbert  Tilley,  Seccombe  Hett  and  two  assistants. 

Beds. — 6.     In-patients,  no  record. 

Ottt-patients. — 1757.     Tuesday  aud  Friday,  9  a.m. 

Operations. — Minor,  Tuesday  and  Friday,  12  noon.  Major,  Thurs- 
day, 2  p.m.     Occasionally,  Tuesday  and  Friday,  11  a.m. 

Instruction. — Tuesday  and  Friday.  9  a.m. 

The  West-End  Hospital  for  Nervous  Diseases  (Ear  and  Throat 
Clinic;. 

Medical  Officer. — Dundas  Grant. 

Out-p)atients. — 600  (approx.  attendances).     Friday,  2p.m. 

Instruction. — At  clinic. 

["  The  beds  are  all  devoted  to  the  treatment  of  nervous  diseases : 
where  the  aid  of  a  specialist  in  ear  and  throat  diseases  is  required  the 
patient  is  referred  to  him."j 
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The  West  London  Hospital,  Hammersmith,  "W.  (Ear  aucl  Throat 
Clinic). 

Medical  OJicer. — H.  J.  Davis  aucl  four  clinical  assistants. 

Beds. — 7.     In-patienis,  147. 

Out-patients. — 2313.     Tuesday  and  Friday,  2  p.m. 

Operations.- — Minor,  Tuesday  and  Friday,  4  p.m.  Major,  Wednesday 
a,nd  Saturday,  10  a.m. 

Instruction. — Post-p'aduate,  Tuesday  and  Friday,  4  p.m. 

The  Westminster  Hospital  (Ear  and  Throat  Clinic). 

Medical  C»>"ce/-.— P.  K.  W.  de  Santi. 

Beds. — None  allotted.     In-patients,  no  record. 

Out-patients. — 744.     Monday  and  Thursday,  2  p.m. 

Operations.- — Minor,  Thtu'sday,  3  p.m. 

Instruction. — At  clinic. 

England  :  Provinces  and  Wales. 

Birmingham  :  Ear  and  Throat  Hospital. 

Medical  0_tficers. — C.  J.  Lewis,  W.  Lamb,  W.  Glegg,  and  Seymour 
Jones. 

Beds. — 48.     In-pafients,  1723. 

Out-patients. — 743s.     Daily  (except  Saturday),  9.30  a.m. 

Operations. — Minor,  daily  (except  Wednesday  and  Saturday),  9  a.m. 
Major,  Wednesday,  Thursday  and  Saturday,  9  a.m. 

Birmingham  :  General  Hospital  (Ear  and  Throat  Clinic). 
Medical  Officer.— F.  W.  Foxcroft. 
Beds. — 3.     In-patients,  139. 

Out-patients. — 1880.     Monday  and  Thursday,  10  a.m. 
Operations. — Minor,  Monday,  9.30  a.m.,  in  out-patient  clinic.     Major, 
Wednt:'sday,  Thursday  and  Saturday,  11  a.m. 

Bournemouth :  The  Royal  Victoria  and  West  Hants  Hospital 

{Ear  and  Tliroat  Clinic). 

Medical  Officers. — W.  H.  L.  Marriner  and  Anthony  McCall. 

Beds. — None  allotted.     In-patients,  61. 

Out-patients. — 560.  Boscombe  Branch  :  Wednesday,  3  p.m.  Lowtlier 
Road  Branch  :  Tupsday,  11.30. 

Operations. — Minor  and  major,  no  fixed  day;  usually  Wednesday. 

Bradford:  The  Royal  Infirmary  (Throat  Clinic). 

Medical  Officer.  — X..  Little. 

Beds. — 4.     In-patients,  212. 

Out-patients. — 500.     Tuesday,  2  p.m. 

Operaf  ions. — Tuesday  afternoon. 

Instruct  ion. — Tuesday  afternoon . 

Brighton  :  Ear  and  Throat  Hospital. 

Mcdiral  Oi}}rers. — A.  H.  \)\\Ai,  A.  J.  Hutchison,  A.  J.  Martineau,  and 
H.  H.  E.  Scatlitt'. 

Beds. — 20.     In-patients,  279. 

Out-patients.-^VlS7.  Monday,  Thursday  and  Fi-nlay,  2.30  p.m  ; 
Tuesilay,  Wednesday  and  Saturday,  11.30  a.m. 

Operations. — Minor  and  niijor,  no  information  to  liaud. 

Bristol:  The  General  Hospital  ([(/"  Ear  Clinic). 
Mcdiral  Offi-rr.—.J.  Lang  Firth. 
Beds. — 4.     In-pafients,  no  record. 
Out-patients. — No  statistics.     Mondav,  1  p.iu. 
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i[b]  Throat  Clinic). 

Medical  Officer.— A.  J.  Wright. 

Beds.— 4:.     In-patienfs,  no  record 

0>d.patienfs.-No  statistics.     Tuesday  and  Fridav,  1  p  m 

OperaUons.-Mnwr,  Fnday.  12  noon.'    Major,  WedueLlav.  lU  a.m. 

^rT""]  n^J"^^^  Infirmary  (Ear  aud  Throat  Clinic). 

Medical  Officer.— 1\  Watsou- Williams. 

Beds.~8.     In-patients,  250 

Out-patients.-mO.     Monday,  Tuesday  and  Thursday,  11  a  ni 

Operatu>ns.-Minor,  Friday.  12  noon.    'Major,  Wednesday,  1  30  p  m 

^V^t'i'%-  ^^'^ff^'^^^"''  "'^P^'^^  ^^■^'  ^^^^  Throat  Clinic), 
assishtni.)      '•^^'"•'■-^^*   appomtment.     (W.  H.   Bowen,   Hon.   chnzcal 

Beds.— None  allotted.     In-patients,  no  records 
0«^^«^,.„/..     1420.     Monday,  Wednesday  and  Saturday    11  a  m 
Operations.— Minor,    Monday,    Wednesday    a^^,^    q.t      i         o 
Major.  Tuesday,  Thursday  and  Friday,  Ha^m!  '^'•■'    "    ^'•'^" 

*  Cardiff  Infirmary  (Ear  and  Throat  Clinic) 
Medicat  Offi-cer.—D.  E.  Paterson. 

Thx^at'cinncr'  ^'^^^  Hamadryad  Seamen's  Hospital  (Ear  and 
Medical  Officer.— J).  K.  Patterson. 
Beds.— None  allotted.     In-patients,  16 
Oiit-patients.—No  record. 
Operations.— Minor  and  major,  as  required 

5Aa;:^  jp^rs'Sa^."''"^'  <"^'-  -"^  ■^'"■»-  ^'"■"■'- 

-Ber/.?.— None  allotted.     Inpatients,  uo  record 

0?//-^/a/«e«/.*.— 1000.     Thursday,  2.30  p  m 

Opera lions.-Mi nor,  Thursday, '2.30  p.m.    ' Major,  when  required 

Harrogate  Infirmary  (Ear  and  Throat  Clinic) 

Medical  Officer.— E.  S.  Steward. 

Beds. —  10.     In-jxdients,  80. 

OHt-patients.—bOO.     Wednesday,  1.30  p  m 

day^^r;-'"''"'''  ^"'^^  "^^^^^^=-     ^^-^  Tuesday  and  Wednes- 

lf!r')  n^'  ^«"eTal  Infirmary  (Ear  and  Throat  Clinic) 

ff;-l  Officers.-^.  Constable  Hayes  and  E.  W.  Bain.  ^^ 

neas. — ^/.     In-pat  lent  s,  431 

0«/.^„/,>„(..      3966.    Daily  (Friday  aud  Saturday  excepted)  1  30  o  m 

^erfs.— 6.     In-patients,  150 

0..<-^a^/enf..-1825.     Tuesday  and  Saturday,  9  a  m 

Operatrons.-Minor,  Friday,  9  a.m.     ilf«>r,  Monday,  9  a.m. 

^ff^^'^nT''^^  Hospital  (Ear  and  Throat  Clinic). 
Medical  Officer.— J.  .J.  Eainforth. 

[No  statistics  available  as  clinic  only  opened  this  year." 
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Liverpool  :  The  Royal  Infirmary  (Ear  aud  Throat  Clinic). 
Medical  Officer. — Thomas  Guthrie  aud  one  clinical  assistant. 
Beds.—^'one  allotted.     In-patients,  no  record. 
Out-patients.— 19%7 .     Monday  aud  Thursday,  2  p.m. 
Operations. — Minor  and  major,  Wednesday,  2  p.m. 

Liverpool:  Royal  Southern  Hospital  (Ear  aud  Throat  Clinic). 

Medical  Officer.— ^\.  Permewan. 

Beds — 2.     In-patients,  12. 

Out-patients. — 311.     Tuesday,  1.30  p.m. 

Operations. — Minor,  Tuesday,  2  p.m.      Major,  as  required. 

Liverpool :  The  Stanley  Hospital. 

Medical  Officer. — J.  E.  McDougall. 

Beds. — 4.     In-patients,  37. 

Out-patients.— 1361.     Wednesday,  1.30  p.m. 

Operations. — Minor,  Friday.  8.30  a.m.     Major,  Tuesday,  -4  p.m. 

Maidstone:  Kent  County  Ophthalmic  Hospital  (Ear  and  Throat 
Clinic). 

Medical  Officer.— (A.  Potts. 

Beds.— 20.     In-patients,  300. 

Out-patients. — 3000  (approx.) 

Operations. — Minor,  Wednesday,  9.30  a.m.     Major,  Monday,  9.30  a.m. 

Manchester  :  Children's  Hospital  (Ear  aud  Throat  Clinic). 
Medical  Officer. — F.  H.  Westuiacott. 

Beds. — 6.     In-patients  (ear,  nose,  throat  and  chest),  557. 
Out-patients. —  (?  attendances)  7279.     Monday  and  Thursday,  9.30  a.m. 
Operations. — Minor,  Monday.     Major,  Thursday. 

Manchester:  The  Ear  Hospital. 

Mi'diral  Officers.— J.  H.  Pinder,  F.  Cox,  L.  Larmuth,  aud  Liudlev 
D.  Sewell.       ■  ■    ' 

Beds. — 24.     In-patients,  873. 

Out-patients. — 4089.  Monday  aud  Thursday,  9  a.m.  Tuesday, 
Wednesday  and  Friday,  1.30  p.m. 

Operations. — Minor,  in  out-patient  clinic.  Major,  daily  (except 
Mondays),  9  a.m. 

Instruction.  —  Occasionally  in  out-patient  clinic.  Otherwise  at  days 
iind  times  of  major  operations. 

Manchester:  The  Royal  Infirmary  (Ear  and  Throat  Clinic). 

Medical  Officers. — W.  Milligan,  F.  H.  Westmacott,  and  one  assistant 
(vacant). 

Beds.— 11.     In-2)atients,  266. 

Outpatients. — 1600.     Wednesday  and  Saturday,  9  a.m. 

Operations. — Minor,  Weduesday  and   Saturday,   12.30  p.m.     Major, 
Wednesday  and  Saturday,  9  a.m. 
.    Instruction. — Weduesday  and  Saturday,  11  a.m. 

Manchester  and  Salford  :  St.  Johns  Ear  Hospital. 

Mrdir,il  Offiirers.—F.  H.  AVestnuicott,  J.  A.  Jones,  Knowles  Kenshaw. 
W.  Wilson. 

Beds. — 12.     In-patients,  456. 

Out-patients.— W^O.     Daily,  save  Thursday,  9.30  a.m. 

Ojjem/«o?t«.— Tuesday,  Thursday,  Friday,  10  a.m. 
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Newcastle-on-Tyne  :  Royal  Victoria  Infirmary  (Ear  aiul  Throat 

Cliuir). 

Medical  Officers  — S.  S.  Whillis  and  W.  F.  Wil^^oii. 
Beds. — 17.     In-patienft!,  1017. 
Out-paiients. — 3255.     Tuesday  aud  Friday,  10  a.m. 
Operations. — Minor  aud  major,  Weduesday  aud  Saturday. 
Instruction. — Tuesday  and  Friday. 

Newcastle-on-Tyne  :  Throat  and  Ear  Hospital. 

Jledini!  t)j/;r,'»-.— Jas.  Don,  W.  J.  Kudduck.  Neil  Maclay,  T.  H. 
Liviugstoue,  W  J.  Harrison,  Sol.  Cross,  R.  Gordon  Bell,  and  Ernest 
Bertram  Appleby. 

Beds. — 11.     In-patients,  25"2. 

Out-patients. — 3467.  Monday,  Tuesday,  Thursday  and  Saturday, 
3  p.m. 

Operations.  —Minor  and  major.  Tuesday.  Wednesday,  Thursday  and 
Friday,  9.30  a.m. 

I/i.^tnirfion. — At  clinics.     No  special  hours  of  instruction. 

Newtown :  Montgomery  County  Infirmary  (Ear  and  Throat 
Clinic). 

Medical  Officer. — Gr.  Russ  Wood. 

Beds. — None  allotted.     In-patients,  no  record. 

Out-patients. — No  statistics.  Last  Tuesday  in  each  month  at  10  a.m., 
and  following  Thursday  at  2.30  p.m. 

Operations. — Minor,  on  days  clinic  is  open. 

Norfolk  and  Norwich  Hospital  (Ear  and  Throat  Clinic). 
[No  information  ayailable  ;  clinic  only  recently  started.] 

Oxford :  Radcliff'e  Infirmary  and  County  Hospital  (Ear  and 
Throat  Clinic j. 

[No  information  available;  in  course  of  reconstruction.] 

Pleasley  Cross,  Lancashire :  St.  Helen's  Hospital  (Ear  and 
Throat  Clmic). 

Medical  Officer. — Hugh  E.  Jones. 

Beds. — None  allotted.     In-patients,  73. 

Out-patients. — 160.     Friday,  2  p.m. 

Operations. — Minor  and  major,  Friday,  after  out-patients. 

Plymouth  ;  Devon  and  Cornwall  Ear  and  Throat  Hospital 

Medical  Officers. — Geo.  Jackson,  C.  E.  Beau,  and  E.  G.  Smith. 

Beds. — 6.     In-patients,  35. 

Out-patients.  — 1275.  Tuesday,  Thursday  and  Saturday,  11  a.m.  ; 
Wednesday,  3  p.m. 

Operations. — Minor,  Wednesday,  2.30  p.m.  ;  Thursday,  9.30  a.m. 
Major,  Friday,  10  a.m. 

Portsmouth  and  South  Hants  Eye  and  Ear  Infirmary  (Ear  and 
Throat  Clinic). 

Medical  Officers.  — C  A.  Scott  Ridout  and  A.  M.  Barford. 

Beds.— 10,  shortly  to  be  increased.     In-patients,  181. 

Out-patients. — 998.  Wednesday  and  Thursday,  2  p.m.  ;  Saturday, 
12  noon. 

Operations. — Minor,  Wednesday  and  Thursday,  3  p.m.  Major,  Tues- 
day, 5  p.m  ;  Thursday,  3  p.m. 

["Ear   aud  Throat    Department    only    separated    from    Ophthalmic 
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Department  in  1906,  when  new  staif  was  appointed.  Since  tlaen  the 
work  has  rapidlv  developed  both  as  regai-ds  in-patients  and  out-patients, 
necessitating  extension  of  hospital  accommodation."] 

Sheffield  :  The  Royal  Hospital  (Ear  and  Throat  Clinic). 
MeJical  Officer. — Geo.  Wilkinson. 
Beds.— 12.     In-patients,  202. 

Old-patients. — 1872.     Monday,  Tuesday  and  Friday,  3  p.m. 
Operations. — Minor,  Monday  4  p.m.  ;  Tuesday,  9  a.m.     Major,  Wed- 
nesday, 3  p.m. 

Instruction. — Monday,  Tuesday,  Friday,  3  p.m. 

Sheffield  :  The  Royal  Infirmary  (Ear  and  Throat  Clinic). 

Medical  Officer.— ^\ .  S.  Kerr. 

Beds. — 15.     In-patients,  310. 

Out-patients. — 1973.     Monday  and  Thursday,  11  a.m. 

Operations. — Minor,  Wednesday,  11  a.m.     Major,  Monday,  2  p.m. 

Instrnction. — Clinical,  in  wards  and  out-patient  clinic. 

Southampton  ;   Royal  South  Hants  and  Southampton  Hospital 

<Ear  and  Throat  Clinic). 

Medical  Officer.— \Y.  P.  Purvis. 

Beds. — 6.     In-patients,  100. 

Out-patie7its. — 800.     Wednesday,  11  a.m.  ;  Friday,  2  p.m. 

Operations. — Minor,  Friday,  3  p.m.     Major,  Monday,  noon. 

Instruction. — At  out-patient  clinic. 

Southport  Infirmary  (Ear  and  Throat  Clinic). 

Medical  Officer. — W.  Permewan. 

Beds. — Not  allotted.     In-patients,  24. 

Out-patients. — 321.     Thursday,  2  p.m. 

Operations. — Minor  and  major,  Thursday,  and  as  required. 

Stoke-on-Trent:   The  North  Staffordshire  Infirmary  (Ear  and 

Throat  Clinic). 

Medical  Officer. — C  A.  Carter. 

Beds. — 2.     In-patients,  no  record. 

Out-patients. — 703.     Thursday,  10.30  a.m. 

Operations. — Minor,  Thursday  afternoon.     Major,  as  arranged. 

[Clinic  only  recently  started.] 

Swansea  :  General  and  Eye  Hospital  (Ear  and  Throat  Clinic). 
Medical  Officer.- — A.  F.  Blagdou  Kicliards. 
Beds. — 6.     In-patients,  10. 
Out-patients. — 960.     Thursday,  2  p.m. 
Operations. — Minor,  Tuesday,  2.30  p.m. 

Wakefield  (Yorkshire) :  The  Clayton  Hospital  (Ear  and  Throat 
Clinic). 

Medical  Officer. — Lionel  T.  Wells. 
Beds. — None  allotted.     In-patients,  no  record. 
0%d-patients. — Numbers  not  recorded.     Friday,  3  p.m. 
Operations. — Minor,  Monday,  11  a.m.     Major,  as  arranged. 

Walsall  and  District  Hospital,  Staffs.    (Ear  and  Throat  Clinic). 

Medical  Officer. — F.  Sydenham. 

Beds.—H).     In-patients,  130. 

Out-patients. — 791.     Tuesday  and  Friday,  9  a.m. 

Operations. — Minor,  Friday.     Major,  Wednesday. 
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*  Wolverhampton  and  Staffordshire  General  Hospital  (Ear  and 
llin  at  Cliuicj. 

Medical  Officers.— J.  A.  Codd  and  E.  Deauesley. 

York  :  The  County  Hospital  (Ear  and  Throat  Cliuic) 
Mr  J, nil  Oifice):-<.—\\\vv  Mardoiiald  and  M.  D.  Feri^usou. 
litih. — 15.      Inpattenta,  174. 

Out-j)afients.—99S.     Tuesday,  8  p.m.     Friday,  11  a  m 
Oj>erahou,.-Minor,    Tues.lay,     3     p.m.     Friday,     11     a.m.     Malor 
Aloudaj,  1  p.m.  •  -"V"'' 

Combined  Eye  and  Exr,  and  Eye,   Ear  and  Throat  Clinics. 

England. — London. — None. 
England. — Prnrin<-e.<  : 

■Clinicf  *^'^""^*^"'    ^^"*^^*  '    ^^®    Victoria   Hospital   (Eye  and  Ear 
Medical  OffJcer.~J.  S.  Geddie. 

Bath  :  The  Ear  and  Eye  Infirmary. 

Medical  Ojficer.—J.  R.  Benson. 
Beds. — None.     In- patient.-^,  none. 

Out-_patients.-2000.     Tuesday,  Thursday  and  Saturday   11  a  m 
02)eratwns.~Minor,     Thursday.       .Major,     at     Brockley     Home     by 
arrangement.  -      -^-Lume     uy 

["The   institution    was    founded  in   1837   and  is  supported  almost 
belw'J     '  '^""  contributions.     We   are  trying  to  raise  a  fund  for 

Blackburn  and  East  Lancashire  Infirmary  (Eve,  Ear  and  Throat 
Clinic). 

Medical  Officer.— E.  D.  Scott-Heyliger. 

Beds.— l^one  allotted.     In-patients,  \Z7. 

Out-patients.— IZ9-1.     Wednesday,  10  a.m.,  Friday,  11  a.m. 

Operations. — As  required  by  arrangement. 

Bradford  :    The  Royal  Eye  and  Ear  Hospital. 

Medical  0//7V.'>-s.— Ad..lph  Brouner  and  Andrew  Little 
Beds.—  ioo.     In-patients,  1600. 
Ont-patients.-^OQQ.     Daily,  2  p  m 

T^;^^'''  ^^'  '"'^^'•'  ^^^"^^^^'  T-sday,  Wednesday  and 

Cheltenham  :  The  Eye,  Ear  and  Throat  Free  Hospital 

Medical  Officer.— J.  A.  Bower. 
Beds. — 14.     In-patients,  no  record. 
Out-patients.— 9'67^.     Daily,  9.30  a.m. 
Operations.— Minor  and  major,  daily. 

Cheltenham  :  The  General  Hospital  (Eye,  Ear  and  Throat  Clinic) 
Medial  I  Officer. — Norman  H.  Pike. 
Beds. — 3  to  5.     In-patients,  no  record 

U^:t^^^'^'  "'*  "^"^"^^^"     '^^"^^^ '  Tuesday,  Thursday 
Operations.— Minor  and  mrtjor.— After  out-patient  clinic 

r.Jilil—""''"  '^'''''■f,  '"•"""&'  *^^^  summer  on  Saturdays  at  12.30  p  m 
pecial  chnics  are  given.  '  '  ^ 
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*  Halifax  :  The  Eye,  Ear  and  Throat  Hospital. 

Medical  Officers. — J.  Oakley  and  G.  G.  Oakley. 
Beds.— 4. 

*  Hereford  :  The  Yictoria  Eye  and  Ear  Hospital. 

Medical  Oficer. — F.  W.  Lindsay. 
Beds.— 26. 

Huddersfield  Royal  Infirmary  (Eye  and  Ear  Clinic— Throat  and 
Larynx  taken  by  all  the  surgeoDsj. 
Medical  Officer. — F.  H.  Knaggs. 
Beds. — None  allotted.     In-patients,  no  record. 
Old-patients. — 1200.     Monday,  2  p.m.     Friday,  3  p.m. 
Operations. — Minor  and  major,  Wednesday,  9  a.m. 

Liverpool  Eye  and  Ear  Infirmary. 

Medical  Officers. — H.  E.  Jones,  E.  Stevenson,  E.  M.  Stockdale, 
H.  Holmes  and  C.  A.  Adair  Dighton. 

Beds. — 30.     In-patients,  800  (approx.) 

Out-patients. — 3273.     Daily,  1.30  p.m. 

Operations. — Minor,  daily,  9  a.m.     Major,  daily,  4  p.m. 

Instruction. — At  out-patient  clinic.  Special  class  for  post-graduates, 
Thursday,  2  p.m. 

Preston  and  County  of  Lancaster  Queen  Yictoria  Royal 
Infirmary  (Eye  and  Ear  Clinic). 

Medical  Officers. — W.  Sykes  and  H.  J.  Taylor. 
Beds. — 17.     In-patients,  178. 

Out-patients. — 931.     Tuesday  and  Friday,  12  noou. 
Operations. — As  and  when  required. 

Shrewsbury:  The  Eye,  Ear  and  Throat  Hospital. 

Medical  Officers. — C.  G.  Russ  Wood  and  F.  A.  Anderson. 
Beds.— S2.     In-patients,  800. 
Out-patients. — 4500.     Daily,  9  a.m. 

Operations. — Minor,  every  morning.  Major,  Monday.  Tuesday  and 
Friday,  3  p.m. 

Instruction. — Daily,  9  a.m. 

Tunbridge  Wells  Eye  and  Ear  Hospital. 

Medical  Officers.— D.  Davis,  E.  L.  Adeney  and  E.  A.  Starling. 
Beds. — 16.     In-patients,  316. 

Out-patients. — 2846.     Monday,  Wednesday  and  Friday,  1.30  p.m. 
Operations. — Thursday,  10  a.m. 

Wigan;  The  Royal  Albert  Edward  Infirmary  (Eye,  Ear  and 
Throat  Clinic). 

Medical  Officers.  — K.  Holmes  and  H.  H.  Bywater. 

Beds. — 12.     In-jmtients,  350. 

Out-paflents.—800  (approx.).     Tuesday,  2  p.m. 

Operations.— Minor,  Tuesday  and  Thursday,  2  p.m.  Major,  after 
nut-patients. 

Scotland. — Ear  and  Throat  Clinics. 

Aberdeen;  The  Eo^al  Infirmary  (Ear  and  Throat  Clinic). 
Medical  Officer.— H.  Pettrkin. 
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Bech. — b.  Iii-pafioifx.  no  record.  (Iu-i>ati(.'iil  ck-jiartuifiil  only 
recently  started.) 

Oid-patieiii!'. — lo-l-7.      r>aily.  \'2  iioou. 

Operoflons. — Minor  and  major,  Monday  and  Tuesday.  11  a.m. 

Iiisfri(('fio)i. — Monday,  Tuesday  and  Friday,  at  noon,  during  second 
term  of  winter  session. 

Dundee  :  The  Royal  Infirmary  (Ear  and  Throat  Clinic). 
Meilical  0^/? ft'/-.— Robert  P.  Mathers. 
Beds.— 10.     In-pafients,  102. 

Out-patie7its. — 1483.     Tuesday,  Friday  and  Saturday,  9  a.m. 
Operations. — Minor  and  major,  Monday  and  Friday,  9  a.m. ;  Wednes- 
day, 9  a.m.  and  2  ]i.m. 

Instruction.  — li\  out-patient  clinic. 

*  Edinburgh:  Deaconess  Hospital  (Ear  and  Throat  Clinicj. 
Medical  Ojficer. — A.  Logan  Turner. 

Edinburgh :  The  Eye,  Ear  and  Throat  Infirmary  (Ear  and 
Throat  Clinic- ) 

Medical  Officers. — W.  Ct.  Sym,  J.  M.  Farquharson,  J.  V.  Paterson. 
\V.  G.  Porter,"  E.  M.  Lithgow,  and  J.  M.  Darling. 

Beds. — 10.     In-patients,  114  (ear  and  threat;. 

Old-patients. — 1809  (ear  and  throat).     Tuesday  and  Friday.  4  p.m. 

Operations.  —Various. 

In  struct  in  jK — Various. 

Edinburgh  ;  The  New  Town  Dispensary  (Ear  and  Throat  Ciiuic). 
Medical  Ojficer. — J.  A.  H.  Duncan. 
Out-patitnts. — 170.     Monday  and  Thursday. 
Operations. — Minor,  Monday  and  Thursday,  12  noon. 

Edinburgh:  Royal  Hospital  for  Sick  Chile ren  (Ear  and  Throat 
Clinic  j. 

Medical  Officer.— ^Y.  G.  Porter. 
Beds. — None  allotted.     In-patients,  no  record. 
Old-patients. — Tuesday  and  Friday,  11  a.m. 
Operations. — Minor,  Wednesday,  9.30  a.m. 
(This  department  only  recently  started.) 

Edinburgh  :  The  Royal  Infirmary  (Ear  and  Throat  Clime) 

Medical  Officers. — A.  Logan  Turner,  J.  Malcolm  Farquharson,  J.  S. 
Fraser,  and  J.  D.  Lithgow. 

Beds. — 24.     In-pcdients,  1020. 

Out-patin7ds. — 4500.     Daily  (except  Wednesday),  11  am. 

Operations. — Minor  and  major.  Tuesday  and  Wednesday,  11  a.u.. 

Instruction. — Clinical  lectures:  Monday,  Tuesday,  Thursday  and 
Friday,  11  a.m  ;  and  special  post-graduate  courses  in  August  and  Sep- 
tember. 

Edinburgh  :  The  Western  Dispensary  (Ear  and  Tlnoat  C  imc;. 
Medical  Officer.— i.  D.  Lithgow. 
Out-pmtients. — Thursday,  4  p.m. 
Opi-rations. — Minor,  Thursday,  4  p m, 
(Ciiuic  only  recently  started. j 
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Glasgow  :  The  Central  Dispensary  (Ear  aud  Throat  Clinic). 
Medical  Otficcrs. — J.  Gr.  Couual,  R.  S.  McKim,  P.  N.  Grant,  anclJohn 
F.  Ferirus. 

Beds. — In-patient  department  in  process  of  formation. 
Out-patients. — 1000.  Monday,  1  p.m. ;  Friday,  3  p.m. 
Operations.  —  Minor,  as  required. 

Glasgow  :  The  Hospital  for  Diseases  of  the  Ear,  Nose  and 
Throat. 

Medical  Ojficers. — Thos.  Barr,  Jas.  G.  Connal,  W.  S.  Syme,  J.  Stoddart 
Barr,  and  Henrv  Whitehoiise. 

Beds.—\'l.    'in-patients,  189. 

Out-patients.  —  3221.  Daily,  9.o0  a.m.  Wednesday  aud  Saturday; 
other  days,  2  p.m. 

Operations. — Minor,  daily,  10  am.     Major,  no  fixed  hours. 

Instruction. — At  out-patient  clinic,  and  on  Mondays  aud  Tuesdays, 
2  p.m.,  for  University  students. 

Glasgow:  The  Royal  Hospital  for  Sick  Children  (Ear  and  Throat 
Clinic). 

Medical  Offi.cers. — J.  Walker  Downie  and  L.  Maclachlan. 
Beds. — None  allotted.     In-patients,  none. 
Out-patients. — 700.     Tuesday  and  Friday,  11.30  a.m. 
Operations. — As  and  when  required. 

Glasgow  ;  The  Royal  Infirmary  ([«]  Ear  Clinic). 
Medical  Officers. — J.  Kerr   Love,   Jas.    Adams,   R.    S.    McKini,   and 
Leitch. 


Beds.  — 10.     In-patients,  126.  _. 

Out-patients. — 1266.     Tuesday  and  Friday,  3.30  p.m.  ^ 

■Operations. — Minor,  Friday,  11  a.m.     Major,  Wednesday,  11  a.m. 
Instruction. — At  out-patient  clinic.     Post-graduate   course    in    May. 
Wednesday  and  Thursday,  4  p.m. 

([h]  Throat  Clinic.) 

Medical    Oncers. — J.    Macintvre,    J.    Fullarton,    P.    N.   Grant,    and] 
J.  Donald. 

Beds.  -10.     In-patients,  209. 

Out-patients. — 2080.     Tuesday  and  Friday,  10  a.m. 

Operations. — Minor,  Ttiesdav  ami  Fridav,  10  a.m.     Major,  anv  day,] 
3.30  p.m. 

Instrnctio7i.—At  out-patient    clinic.     Post-graduate  course  in  May. 
Tuesday  and  Friday,  10  a.m. 

Glasgow  :  The  Victoria  Infirmary  {[a]  Ear  Clinic). 
Medic  d  Officers.— XUm-t  Gray  and  W.  Charles  McCartney. 
Beds. — 4.     In-patients,  17. 

Ovt-patients. — 676.     Tuesday  and  Thursday,  1  30  p.m.     Friday,  3.30 
p.m. 

Operations. — No  fixed  hours. 

([fi]  Throat  Clinic.) 

Medical  Officers. — A.  Brown  Kelly,  J.  L.  H«>wie  and  J.  A.  Drever. 

Beds. — 4.     IrL-patients,  83. 

Ovt-patients. — 1817.     Monday,  Wednesday  and  Thursihiy,  4  p.m. 

Operations. — No  fixed  hours. 
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Glasgow  :  The  Western  Infirmary  i  a     Ear  Clinic). 

Medical  OfA'cers.  — Thus.  Barr  and  J.  StocUlart  Barr. 

Beds. — 12.     In-patients,  uo  record. 

Out-patients,  1144.     Monday  and  Thursday,  -i  p.m. 

Operations. — Minor  and  major,  Monday  and  Thursday. 

Instviiction. — At  out-patient  clinic.     (University  lectureship.) 

([6]  Throat  Clinic.) 

Medical  O^^cers. — Walker  Downie  and  W.  W.  Christie. 

Beds. — 12.     In-patients,  1475. 

Out-patients. — 3577.     Tuesday  and  Friday,  4  p.m.     Saturday,  9  n.m. 

Ojjerations. — Minor  and  major,  daily,  9  a.m. 

Instruction. — At  out-patient  clinic.  University  lectureship.  ("About 
95  per  cent,  of  the  students  who  graduate  in  medicine  in  the  University 
•of  Glasgow  attend  this  clinique."') 

Greenock  :  The  Eye  Infirmary  (Ear  and  Throat  Clinic). 

Medical  Omcer.<. — K.  Fullertou  and  J.  K.  A.  Eobertson. 

Beds. — 10.     In-patients,  171. 

Out-patients. — 1050.     Monday  and  Thursday,  9  a.m. 

Operations.— ^o  record. 

Instruction. — At  out-patieut  clinic. 

Leith  Hospital  (Ear  and  Thioat  Clinic). 
Medical  Officer. — J.  S.  Eraser. 
Beds. — None  allotted. 

Out-jjatients. — 700  (approx.).     Monday  and  Thursday,  5  p.m. 
Ojjerations. — Minor,  Monday  and   Thursday,    6    p.m.      (Department 
only  started  in  August,  1912.) 

Ireland. 

Cork  :  North  Charitable  Infirmary  (Ear  and  Throat  Clinic). 
Medical  Officer. — J.  B.  Horgan. 
Beds. — None  allotted. 

Out-patients. — 756.     Monday,  "Wednesday  and  Friday,  11  a.m. 
OjJ e ra t io ns. — Miuo r,  Friday . 

Instruction. — At  out-patient  clinic.  (Clinic  founded  in  August, 
1911.     Its  scope  is  curtailed  from  difficulty  in  obtaining  beds). 

Dublin  :  The  Adelaide  Hospital  (Ear  and  Throat  Clinic). 

Medical  Officer. — S.  H.  Liw. 

Beds. — 3  or  4.     In-patients,  200  (approximate). 

Out-patients. — 1800  (approximate).     Tuesday,  10  a.m. 

Operations. — Wednesday,  9  a.m. 

Instruction. — Tuesday,  10  a.m. 

Dublin  :  Mater  Misericordiae. 

Medical  Officers. — P.  Dempsev  {Ear  and  Throat)  and  L.  Werner 
{Ear). 

Beds.  — Ear,  6.      Throat,  S.     In-patients,  Ear,  m.      Throat,  UO. 
Out-patients. — Ear,   820.     Throat,  1700,     Ear  mul  Throat,  Tuesday 
land  Friday,  9  a.m.     Ear,  Saturday,  9  a.m. 

1        Operations. — Minor,  Mon.lay  and  Thursday.     Major,  Wednesday  and 
Satun.lav. 
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Dublin  :  National  Children's  Hospital  (Ear  and  Throat  Clinic). 

Medical  Officer. — Sir  Lambert  H.  Oruisbv. 

Beds. — 6.     In-patients.  50. 

Out-patients.  — 1260.     Four  days  a  week,  11  a.m. 

Operations. — Minor,  two  days  weekly.     Major,  Saturd;iy,  12  noon. 

Inatrnction. — Saturday,  12  noon. 

*  Dublin :  St.  Vincent's  Hospital  and  Dispensary. 

Medical  Officer. — W.  L.  Murphy. 

Dublin  :  Sir  Patrick  Dun's  Hospital  (Ear  and  Throat  Clinic). 
Medical  Officer.  —  Sir  Robert  Woods. 
Beds. — 7.     In-patients,  80. 

Out-patients. — 2000.     Monday  and  Thursday,  10  a.m. 
Operations. — Minor,  Monday  and  Thursday  morning.     Major,  Tues- 
day, 9  a.m. 

Instruction. — Mondny  and  Thursday,  10  a.m. 

Ireland  :  Eye,  Ear  and  Throat  Clinics. 

Belfast :  Ophthalmic  Institution — Eye  and  Ear  Hospital. 

Mediccd  Officers.— i.  Walton  Browne,'  Cecil  E.  Shaw,  H.  H.  B. 
Cunningham,  W.  McCready,  and  Rowland  Hill. 

Beds. — 6.     In-patients,  50. 

Out-patients. — 1000.     Monday  and  Thursday,  10  a.m. 

Operations. — Minor,  Monday,  11  a.m.     Major,  Thursday,  12  noon. 

Instruction. — Special  lectures  during  the  winter  session  on  Wednes- 
days, 5  p.m. 

Belfast :  Royal  Victoria  Hospital  (Eye,  Ear  and  Throat  Clinic). 

Medical  Officers. — Jas.  A.  Craig  and  Heniw  Hanna. 

Beds. — 8.     In-patients,  215. 

Out-p/atients. — 1100.     Tuesday  and  Friday,  9  a.m. 

Operations. — Minor  and  major,  Wednesday  and  Saturday. 

Instruction. — Tuesdav  and  Fridav. 


Belfast :  Ulster  Eye,  Ear  and  Throat  Hospital. 

Medical  Officers. — W.  M.  Killen,  H.  Hanna,  and  J.  A.  Davidson 

Beds. — 25.     In-patients,  881. 

Out-patients. — 2423.     Monday,  Tuesday,  Thursday  and  Friday.  10.3 
a.m. 

Operations. — Minor,  Saturday,  10.30  a.m.     Major,  Wednesday,  10.30 
a.m. 
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Belfast :  Ulster  Hospital  for  Women  and  Children  (Eve,  Ear  and 
Throat  Clinic). 

Medical  Officer. — H.  H.  B.  Cunningham,  and  one  vacancy. 

Beds.  —  3  to  5.     In-patients,  no  record. 

Out-patients. — 490.     Tuesday  and  Friday,  9.30  a.m. 

Operations. — Minor,  Friday  morning.     Major,  as  required. 

Instruction. — At  out-patient  clinic,  besides  clinical  demonstrations  at 
intervals.  (Hospital  recently  re-built  and  accommodation  for  special 
cliiiir  ()nly  now  provided.     Hence  above  statistics  erroneous.) 

Cork    The  Eye,  Ear  and  Throat  Hospital. 

Medical  Officers.— K.  W.  Sandiord  and  T.  H.  D.  T<.wnsen<l. 
Beds. — 35.     In-patients,  650. 


Augnst,  iyi3. 1  Rhinology,  and  Otology.  I'»l 

Oiif-palients — -1000.  Tiie.s.lay.  Tliurs.lay  and  Friday,  12.30.  (Edv 
and  Throat.) 

0/ierations. — Minor,  daily.     Major,  Wednesday  and  Saturday. 

Iti:itruction. — At  out-patient  clinics.  Also  Wednesday  and  Friday, 
5.80  }).ni.     Clinit'al  denioustrationt;. 

Dublin  :  Dr.  Steevens'  Hospital  (Eve  and  Ear  Clinic). 
Medical  OJi'cer.  —  J.  B.  Storey. 
Beds. — 5.     In-patleiiti<,  13-i. 

Out-patieiit!i. — 124(3.  Tuesday,  Wednesday,  Friday  and  Saturday, 
10  a.m. 

(Operations. — As  retjuired. 
Instruciiun. — At  out-patient  clinic. 

*  Dublin  :  The  Royal  City  of  Dublin  Hospital  (Eve,  Ear  and 
Throat  CMinic). 

Medical  Oj/irtr.  —  A.  H.  Benson. 

Dublin  :  Royal  Victoria  Eye  and  Ear  Hospital. 

Medical  Officers.— J.  B.  Storey,  P.  Maxwell,  L.  Wernei-.  T.  O.  Cxrahani 
(tliroat),  H.  C.  Mooney,  F.  C.  Crawley  and  Miss  E.  Maxwell. 

Beds. — 82.  Tliroat  nil.  Ear  cases  admitted  hut  no  special  lieds. 
In-patients. — 487  (ear). 

Out-patients.— 2o49  (ear).     228  (throat).     Daily,  9  a.m. 

Operations. — 2Iinor,  daily,  10  a.m.     Major,  daily,  10  a.m. 

Instnictiuii. — Daily,  except  Saturday,  11  30  a.m.  ("  New  wing  giving 
'another  twenty  beds  will  be  finished  in  October.'") 

Limerick  :  St.  John's  Hospital. 

No  organised  clinic,  Init  eve  and  ear  work  done  "  informally  "'  bv 
P.  S.  Pearse. 

Londonderry :  Eye,  Ear  and  Throat  Hospital. 

Medical  Officers. — W.  B.  Hunter,  J.  W.  Killen  and  J.  R.  Magee. 

Beds. — 8.      In-patients,  150. 

OHt-pafients.~\650.     Daily,  11  a.m. 

Operations. — Every  morning. 


XYIIth    INTERNATIONAL    CONGRESS    OF    MEDICINE, 
LONDON,    1913. 

Arrancjonents. 

Section  XV. — Khinology  and  Laktnuology. 

Officers. — President:  Sir  StClair  Thomson.  Vice-Presidents:  J.  B.  Kail, 
J.  W.  Bond,  J.  Diindas  Grant,  D.  R.  Paterson,  Herbert  Tilley,  A.  Logan  Turner, 
P.  Watson  Williams,  Gihh  Wishart,  R.  H.  Woods.  Council:  H.  S.  Barwell, 
F.  W.  Bennett,  Adolf  Bronner,  J.  W.  Browne,  H.  J.  Davis,  J.  Donelan.  J. 
Walker  Downie,  G.  William  Hill,  J.  :\Iiddleniass  Hunt,  W.  H.  Kelson,  H.  Lambert 
Lack,  W.  Lamb,  Greville  Macdonald,  John  :MacIntyre.  W.  J.  C.  Xourse,  0.  A. 
Parker,  L.  H.  Pegler,  W.  Pormewan,  H.  W.  F.  Powell,  H.  Betliain  Robinson, 
P.  A.  Rose,  P.  R.  W.  de  Santi,  Sir  Felix  Scmon,  E.  15.  Waggett,  G.  Wilkinson. 
Secretnries :  Douglas  Harnier,  A.  Brown  Kelly,  Dan  McKenzie. 

Section  XVI. — Otology. 

Officers. — President:  Arthur  Cheatle.  Vice-Presidents:  Thomas  Bair,  H.  S. 
Birkett,   Mark   Hovell,    Edward    Law,   J.    Kerr   Love,    William    Milligan,   Urltan 
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Pi-itcharJ,  Percy  Webster.  Council :  J.  Stoddart  Barr,  CI.  Nixon  Biggs,  J.  McKenzie 
Booth,  H.  H.  B.  Cimninghain,  J.  Gay  French,  Cecil  Graham,  Albert  A.  Gray,. 
Thomas  Guthrie,  Somerville  Hastings,  Seccombe  Hett,  W.  Jobson  Home,  Hugh 

E.  Jones,  Richard  Lake,  H.  J.  Marriage,  Frank  Marsh,  R.  P.  Mathers,  W.  M. 
MoUison,  F.  O'Kinealy,  W.  S.  Syme,  Hunter   Tod,    A.  R.  Tweedie,   C.  E.   West, 

F.  H.  Westmacott,  A.L.  Whitehead,  Macleod  Yearsley.     Secretaries:  J.  S.  Fraser, 

G.  J.  Jenkins,  Sydney  Scott,  Patrick  Dempsey. 

The  Congress  opens  on  August  6  and  continues  till  August  13. 

The  morning  sessions,  beginning  at  9.30  a.m.,  will  be  devoted  to  dis- 
cussions. For  details  see  Journal  of  Laryngology,  Ehinology, 
AND  Otology,  May,  1913,  p.  278.  The  reporters  and  readers  of  paper* 
are  allowed  fifteen  minutes  and  the  subsequent  speakers  ten  minutes  for 
their  remarks. 

The  afternoon  sessions,  beginning  at  3  p.m.,  will  be  given  up  to  inde- 
pendent papers.     For  details  see  sej)arate  programme. 

A  series  of  Clinical  Demonstrations  will  be  held  in  a  room  a.djoining 
the  Sections'  meeting  places,  and  several  of  the  London  Special  Clinics 
have  arranged  for  demonstrations  of  cases  at  their  hospitals.  Secretary : 
E.  D.  Davis,  81,  Harley  Street,  W. 

The  Museum  of  the  Section  of  Laryngology  will  occupy  a  special 
department  of  the  General  Congress  Museum  at  the  Imperial  College  of 
Science  and  Technology,  Exhibition  Road,  S.W.     See  Museum  Catalogue. 

Committee :  J.  W.  Bond  (Chairman),  A.  Logan  Turner,  L.  H.  Pegler  (C^iraior). 
Acting  Secretary :  Douglas  Harmer,  45,  Weymouth  Street,  London,  W. 

The  Museum  of  the  Section  of  Otology  will  be  situated  in  a  special 
room  in  the  vicinity  of  the  Sections'  place  of  meeting  (see  separate 
notice) . 

Museum  Committee :  C.  E.  West  (Chairman)  A.  A.  Gray,  H.  J.  Marriage,  W.  M. 
MoUison  (Secretary),  48,  Brook  Street,  Grosvenor  Square,  London,  W.  Aciinff 
Secretary :  Sydney  Scott,  130,  Harley  Street,  London,  W. 

A  series  of  entertainments  has  been  arranged  for  under  the  Presidency 
of  Prof.  Urban  Pritchard.  For  details  apply  Secretaries  of  the 
Enter tuimnents  Committee :  H.  J.  Davis,  8,  Portman  Street,  Portman 
Square,  W.,  and  Cecil  Graham,  17,  Upper  Wimpole  Street,  W.  Treasurer: 
Mr.  Mark  Hovell. 

The  Sections  will  meet  at  Rooms  20  and  21  of  the  Central  Technical 
College,  Exhibition  Road,  S.W.  (near  the  Imperial  Institute). 

The  Office  for  Registration  for  the  Congress  is  situated  at  the  Albert 
Hall,  Kensington  Gore,  W. 
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THE    SIGNIFICANCE    OF    THE    TONSILS   AND    THE    SUPRA- 
TONSILLAR    FOSSA. 

By  D.  R.  Paterson,  M.D.,  M.R.C.P., 

Surgeon  to  the  Ear,  Nose  and  Throat  Department,  Kin.?  Edward  VII 
Hospital,  Cardiff. 

Recent    di.scussion    has    brought    up    afresh    the   position   of  the 
tonsil  111  the  animal  organism,  and  we  have  once  more  in  a  larger 
form  the  old  problem  of  what  is  best  to  be   done  for  its  simple 
hypertrophy.      One  result  of    medical    inspection   of  schools    has 
been  to  demand  its  more  active  treatment,  if  not  complete  removal. 
This  renaissance   of    the    tonsil    question    has   not  been  confined, 
however,  to  this  country,  for  the  movement  has  been  general,  and 
there    are    few    lands   where    laryngologists    are    not  engaged   in 
discussing  the  most  effective  procedure  for  getting  rid  of  the  gland, 
whilst  conservative  measures,  which  served  their  day  in  preserving- 
some  part  of  it,  have  been   pushed  into  the  background.     Such 
being  the  case,  it  seems  worth  while  to  draw  attention  to  certain 
nomts  which  throw   light  on  the  meaning  of  these  organs  with 
I  view  to  inquiring  if  the  place  they  fill  in  the  economy  is  such  as 
o  justify  a  recourse  to  conservative  measures  which  may  enable 
hem  to  retain  it.     For  this  purpose  it  Avill  be  necessary  to  refer 
0  some  points  in  their  development,  comparative    anatomy    and 
hysiology,   and   as   the   palatal   tonsil  is  the  best  known   of  the 
:roup  and  has  in  relation  to  it  a  space  of  some  importance,  the 
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supi-atonsillar  fossa,  with  which  I  propose  to  deal,  it  will  be  con- 
venient to  begin  with  it. 

The  palatal  tonsil  arises  in  the  second  branchial  cleft,  the  dorsal 
prolongation  of  which  forms  below  the  palate  a  groove — tonsillar 
sinus — and  in  this  it  is  laid  down.  The  sinus  is  clothed  with  a  con- 
tinuation of  the  mucous  membrane  of  the  mouth-cavity,  consisting 
of  stratified  epithelium  and  young  connective  tissue.  Into  the 
latter  there  dip  down  processes  of  epithelium  which  develop  a  tree- 
like branching.  These  solid  buds  continue  not  only  during  the 
embryonic  period  but  also  in  the  first  year  of  life.  In  the  course 
of  time  they  become  hollow  by  the  core  softening  and  being 
expelled  and  the  system  of  branching  canals  or  crypts  characteristic 
of  the  tonsil  is  established. 

About  the  third  month  leucocytes  appear  in  the  connective  tissue 
of  the  mucous  membrane,  changing  the  young  fibrillary  structure 
into  adenoid  tissue,  and  up  to  the  time  of  birth  this  still  preserves 
the  form  of  a  diffuse  infiltration.  Only  later  in  the  course  of  the 
first  year  of  life  does  it  proceed  in  close  formation  to  the  separatioin 
of  true  follicles  with  germ  centres   (Stohr). 

W.  His  was  the  first   to   trace  back    variability  in   the  form 
of  the  adult  tonsil  to  embryonic  conditions,  and  it  is  only  by  a  close 
study  of  those  that  a  true  appreciation  of  the  organ  can  be  arrived  I 
at.     In  this  relation  our  knowledge  has  been  considerably  extended 
by  Ham  mar.     He  has  shown  that  in  earl  3'  embryonic  life  a  pro- 
jection— tonsillar  tubercle — arises  from  the  floor  of  the  mouth  and 
projects  over  the  groove — sinus  tonsillaris — converting  it  more  or, 
less  into  a  sac.     This  tubercle  soon  flattens,  becoming  a  fold — plica.i 
triangularis  (His).      This  takes  no  part  in  the  tonsil  formation  in 
man,  though  in  the  adult  it  may  often  be  observed  blending  with 
the    anterior   palatal  arch,   its    apex  above   becoming  lost  in  the 
velum,  its  base  disappeai-ing  in  the  root  of  the  tongue. 

Early  in  the  middle  of  the  third  month  the  tonsillar  sinus 
becomes  divided  by  an  ingrowing  fold — intratonsillar  fold — into 
two  compartments.  These,  the  tonsil  recesses,  lie  the  one  above, 
and  in  front,  the  other  below  and  behind.  Each  recess  becomes 
the  starting-point  of  a  tonsil  lobe,  anterior  superior  and  posterior 
inferior,  and  it  is  noteworthy  that  the  former  lobe  is  laid  down  some- 
what earlier  than  the  latter,  and  is  during  the  greater  part  ol 
embryonic  life  the  larger  of  the  two.  In  later  foetal  life,  the 
intratonsillar  fold  retrogresses,  the  lobes  amalgamate  and  an 
undivided  sinus  again  results,  the  fold  disappearing  without  taking 
any  part  in  the  lymphoid  formation.     The  tonsillar  tissue  is  con- 
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fined  to  the  Hoor  and  uutoi-  wall  of  eacl.  recess,  t-arely  involving  the 
i.mer  wall  formed  by  the  plica.  This  latter  fold  disappears  com- 
pleteb'  or  m  part,  and  according  as  this  takes  place,  it  gives  rise  to 
variation  in  the  naked-eye  appearance  of  the  tonsil.  The  whole 
plica  may  disappear  and  with  it  the  tonsillar  sinus  as  a  space 
lea^^ng  only  as  a  remains  the  supratonsillar  fossa.  Where  the  plica 
persists  in  a  more  or  less  reduced  state  the  sinus  may  be  represe.ited 
(luring  lite  by  a  groove  running  along  the  anterior  edge  of  the 
tonsil  as  well  as  by  the  supratonsillar  fossa. 

To  appreciate  the  significance  of  these  somewhat  complicated 
changes  it  is  necessary  to  look  at  the  development  of  certain  lower 
animal  tonsils.  That  of  the  rabbit  is  essentially  simple  (Fig.  1  a) 
The  tonsillar  sinus  formed  by  the  remains  of  the  second  cleft  is 
transformed  into  a  sac  by  the  growth  of  the  tonsillar  tubercle- 
pl.ca  triangularis.    The  lymphoid  tissue  is  laid  down  all  round  this 


^'""^-^"^SJ^iubtons. 
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E  Fully  developed  tonsiUn^man  1\,Z  ^"^^"^^  condition  in  man. 
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s  formed  but  d  .7  '      ^^'  ^""^  ^  ''<^ondar,j  where  a  tubercle 

hrst  t^o  spaces  ,t  ,s  persistent  through  life,  whilst  in  man 
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it  is  present  only  for  a  certain  period   in  the  embryo,  and  then 
completely  disappears. 

A  further  important  difference  between  the  primary  and 
secondary  form  is  an  extensive  development  of  epithelial  pro- 
longations in  the  latter.  In  the  former  they  are  entirely  absent. 
Whilst  the  rabbit  has  a  simple  layer  of  lymphoid  tissue  lining  the 
sinus,  the  cat  and  the  dog  show  folds  which  suggests  a  transition 
stage,  but  it  is  only  in  the  secondary  that  true  prolongations  are 
found,  and  they  are  especially  marked  in  the  ox,  where  they  attain 
a  ti'ee-like  branching. 

This  short  account  of  the  development  of  the  tonsil  shows  an 
evolution  from  a  simple  to  a  more  highly  specialised  form,  and  the 
changes  which  take  place  in  man,  following  a  well-known  biological 
law,  indicate  what  has  occurred  in  the  phylogeny.  The  simple 
lining  of  the  sinus  with  lymphoid  tissue  is  its  primitive  form,  and 
in  this  form,  as  I  shall  show,  it  is  associated  with  spaces  and  organs 
in  process  of  retrogression.  In  man  and  the  higher  vertebrates  it 
assumes  later  a  more  specialised  role,  and  we  shall  see  that  in  the 
fully  developed  organ  these  two  forms  exist  side  by  side. 

Lymphoid  tissue  shows  a  wide  diffusion  throughout  the  body, 
more  especially  in  connection  with  the  alimentary  tract,  where  it  is 
apparently  associated  with  nutritive  processes  or  the  removal  of 
tissue  remnants.      Examples  of  this  may  be   found   in    the  fore  j 
kidney  of  lower  vertebrates,  where  lymphoid  tissue  appears  around 
that  disappearing  organ.     To  take  an  instance  from  the  amphibia 
lymphoid  tissue  laid  down  round  rudimentary  structures  may  be 
seen  in  the  gills  of  the  frog.     Associated  with  the  disappearance  of 
the  gills  towards  the  end  of  the  tadpole  period  of  existence,  large 
numbers  of  lymph-follicles  form  on  the  inner  surface  of  the  oper- 
cular membrane.     The  gills  with  the  branchial  cartilages  become 
absorbed  and  the  opercular  cavity  blocked  up.     Portions  of  the  | 
ventral  ends  of  the  gills  persist  even  in  the  adult  frog  as  a  pair  of 
soft  lymphoid  bodies  lying  at  the  side  of  the  larynx,  whilst  reuniants 
of  the  dorsal  ends  also  stay  for  a  time  as  a  pair  of  soft  lymphoid  I 
bodies   immediately   beneath    the    skin    behind   the    ear    (Milnes 
Marshall).     According  to  Gaupp,  the  former,  which  persists  in  tlu' 
adult,  is  to  be  regarded  as  a  lymphoid  oi'gan  producing  lymph-cells,i 
and  as  representing  in  certain  relations  the  lymph  glands  of  the 
mammalia  which  have  no  analogue  in  the  frog.     Thus  lymphoid; 
tissue,  originally  laid  down  in  relation  to  a  retrogressing  structure, 
develops  in  the  adult  into  a  specialised  organ. 

We  have  again  the  almost  constant  presence  of  lymphoid  tissue 
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ill  ccrtuin  congenital  cervical  tistiihe  fornied  by  incomplete  closure 
ct'  l)rancliial  clefts.  Kostanecki  and  Mielecki,  after  discussing 
those  fistul^e  in  which  an  internal  opening  had  been  located,  say  : 
"The  common  factor  in  all  these  cases  is  that  the  inner  opening  is 
always  either  in  the  region  of  the  tonsil,  in  the  tonsillar  sinus  or  in 
the  palato-pharyngeal  arch.  ...  In  each  case  the  internal 
Hstula  opening  falls  in  the  region  of  the  second  branchial  cleft." 
This  statement  is  confirmed  by  Leegaard,  who  quotes  five  cases  of 
his  own  in  which  the  fistula  of)eiied  in  the  region  havino-  its  ori<-nn 


Pig.   2.— Photograph,   x   lo.      Section   of    wall   of  branchial   cyst    showino-    the 
lymphoid  structure.     1.  General  lymphoid  tissiie.     2.  Imperfect  follicle. 

m  the  second  cleft.  Levinstein  recently  recorded  a  case  of  incom- 
plete internal  branchial  fistula  where  the  opening  was  just  in  front 
of   the  anterior   palatal    arch.      We   owe  to   Leegaard  a   careful 

xamination  of  twenty-three  cases  and  a  complete  account  of  the 
uncroscopic  structure  of  the  fistula  wall.    Li  all  a  layer  of  lymphoid 

issue  was  present  under  the  mucosa,  containing  in  many  cases 
bstinct  lymph-nodules  similar  to  those  met  in  the  tonsil,  and  this 
ymphoid  layer  was  found  practically  throughout  the  length  of 
;lie  fistula  track.     In  some  cases  of  branchial  cyst  I  found  the  wall 

ntiltrated  in  places  with  lymphoid  tissue  having  imperfect  follicles 
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(Fip-.  2),  a  condition  which  had  been  met  hy  Hildebrandt  in  certain 
congenital  branchial  cysts. 

The  relationship  is  further  illustrated  by  the  presence  of 
islands  of  cartilage  in  the  tonsil  area.  Riickert  found  them  in 
seventeen  out  of  forty-eight  tonsils  examined  in  newly  born  and 
older  children.  They  were  confined  to  the  fibrous  tissue  round  the 
tonsil.  Their  occurrence  may  be  explained  by  inclusion  of  parts  of 
the  second  branchial  cartilage,  which  had  only  partially  retrogressed 
in  the  tonsillar  structure. 

If  we  turn  to  the  pharyngeal  tonsil,  which  is  phylogenetically 
the  oldest  of  the  tonsils,  being  present  in  reptiles,  birds  and  most 
mammals,  we  find  it  related  to  a  vestigial  space,  the  bursa  pharyngea. 
This  space  has  been  shown  by  Gr.  Killian  to  come  into  the 
region  of  the  tonsil  formation.  Of  its  origin  little  definite  is 
known.  According  to  Linck  the  bursa  pharyngea  embryonalis 
belongs  in  its  pure  form  to  embryonic  life.  It  is  associated  with 
the  development  of  the  chorda  dorsalis.  Its  later  fate  in  post- 
embryonic  life  in  children  and  adults  cannot  be  followed  with 
certainty,  as,  owing  to  the  development  and  extensive  transforma- 
tion which  the  pharyngeal  tonsil  and  its  neighbourhood  undergo 
in  a  physiological  and  pathological  sense  a  more  or  less  compre- 
hensive change  of  the  bursa  region  takes  place.  It  ought  not  to 
be  confounded  with  the  bursa  pharyngea  of  some  authors  (Schwa- 
bach),  which  is  a  space  in  the  centre  of  the  pharyngeal  tonsil 
produced  chiefly  by  pathological  changes  and  persisting  often  into 
adult  life.  It  has  also  nothing  to  do  with  the  hy23ophysis  as  was 
at  one  time  supposed.  Killian  figures  the  first  appearance  of  the  ', 
lymphoid  tissue  on  the  roof  of  the  naso-pharynx  infiltrating  the  I 
wall  of  the  bursa.  i 

The  lingual  tonsil  is  developed  around  mucous  glands  at  the  base   j 
of  the  tongue  which  appear  in  man  in  the  foui'th  foetal  month.    It  ^ 
is  only  after  complete  development  of  these  glands  in  the  eighth  ; 
fcetal  month  that  iu  connective  tissue  in  the  neighbourhood  of  the  j 
ducts  a  laying-down  of  round-cells  takes  place.     A  diffuse  infiltra- 
tion follows  and  the  connective  tissue  assumes  a  reticular  character.  , 
Later  it  leads  to  the  formation  of  definite  follicles,  but  even  at  five 
years  of  age  these  are  not  found  in  all  the  glands.      As  to  the  ^ 
significance  of  this  tonsil,  it  must  be  born  in  mind  that  the  tongue  < 
in  man  luis  niidergone  complex  changes  before  it  emerged  as  the 
present  muscular  organ  differing  widely  from  the  lower  vertebrate ; 
tongue,  which  is  largely  glandular.  | 

The   appendix   of   the  ventricle  of   the  larynx   represents  the. 
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vestigial  remains  of  an  air-sac,  which  is  t'ouiul  in  certain  anthropo- 
niorphoitl  apes,  and  wliich  sonietinies  })ersists  in  man  as  an  extra- 
vciitricular  sac.  Its  formation  indicates  an  organ  differing  from 
tlie  main  cavity  of  the  ventricle.  Whilst  the  latter  forms  a  single 
space,  the  appendix  has  a  complete  system  of  small  recesses  and 
canals  having  at  most  a  common  opening.  Adenoid  tissue  with 
actual  nodules  is  found  in  many  places  in  it.  Citelli  has  shown  that 
in  normal  conditions  this  adenoid  tissue — laryngeal  tonsil — is  non- 
existent in  the  foetus,  and  only  begins  to  appear  in  the  fii\st  years 
of  life,  becoming  evident  towards  the  third  or  fourth  year.  After 
this  it  develops  more  and  is  maintained  until  the  thirtieth  year 
when  retrogression  sets  in,  which  is  marked  by  the  fiftieth  year. 
Like  other  tonsils  it  may  present  more  or  less  hypertrophy.  It  is 
interesting  to  note  that  in  this  appendix,  which  represents  a 
structure  occurring  late  in  the  phylogeny,  tonsillar  tissue  is  not 
laid  down  until  after  embryonic  life. 

The  vermifonn  process  contains  so  large  an  amount  of  lymphoid 
tissue  that  Clado  called  it  the  glandula  appendicularis,  and  recently 
Berry  has  put  forward  the  view  that  the  process  is  a  specialised 
lymphoid  organ.  Like  other  retrogressing  structures  it  is  relatively 
larger  in  the  embryo  and  newly  born  child.  Its  mucous  membrane 
contains  nuraei'ous  lymphoid  follicles.  This  tissue  is  developed  in 
an  organ  in  retrogression  in  man  and  undergoes  changes  similar  to 
tonsillar  tissue  in  other  regions. 

A  noteworthy  piece  of  what  may  be  termed  negative  evidence 
showing  the  relation  between  the  formation  of  a  tonsil  and  a 
vestigial  space  is  furnished  by  the  rat.  It  is  said  that  this  animal 
as  well  as  certain  allied  species  has  no  palatal  tonsil,  and  my  own 
observations  confirm  this.  I  have  examined  carefully  the  mouth- 
cavity  and  pharynx  of  the  brown  rat  in  continuous  serial  sections, 
and  no  lymphoid  tissue  was  noted  until  the  region  of  the  larynx 
was  reached.  The  fauces  was  quite  devoid  of  this  tissue  though 
well-developed  mucous  glands  were  present  in  large  number.  An 
explanation  is  furnished  by  Hammar,  who  examined  rat  einbiyos  of 
various  lengths.  In  none  of  the  stages  was  any  rudiment  of  tonsil 
present.  The  tonsillar  sinus  was  altogether  absent  and  no  tubercle 
appeared.  The  non-appearance  of  the  tonsil  coincided  Avith  the 
absence  of  the  vestigial  space. 

The  palatal  and  pharyngeal  tonsils  may  be  regarded  as  the  most 
highly  developed  form  of  lymphoid  tissue.  Only  those  two  fulfil 
the  conditions  to  which  Bickel  would  apply  the  term  "  tonsil/'  viz.: 
(a)   A  circumscribed  form ;     [h)   thick    diffuse   infiltration    of    the 
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connective  tissue  with  lymph-cells    together  with  a   collection  of 
special  lymphoid  follicles  within  those  diffusely  infiltrated  areas  ; 

(c)  presence  of  crypts,  i.  e.  branching-  depressions  lined  by  epithelium 
of  the  surface  into  the  lymphoid  tissue,  which  is  grouped  round  them ; 

(d)  a  large  number  of  acinous  mucous  glands  whose  outlets  pass 
through  the  lymphoid  tissue  and  open  mostly  into  the  crypts.  In 
the  human  subject,  especially  the  child,  a  large  number  of  mucous 
cavities  do  not  separately  open  on  the  surface.  In  the  interior  are 
large  single  spaces  into  Avhich  several  cavities  open,  whilst  the 
common  outlet  is  on  the  surface  by  a  round  or  slit-like  opening. 
The  presence  of  these  spaces  or  crypts  has  raised  considerable  con- 
troversy as  to  their  meaning,  but  general  opinion  inclines  to  asso- 
ciate them  with  the  mucous  glands  with  which  the  parts  about  are 
richly  supplied.  Collections  of  peripheral  lymphoid  tissue  are  fre- 
quently met  in  the  company  of  glands,  and  as  Schaffer  has  pointed 
out,  on  the  posterior  pharyngeal  wall  in  man  every  lymphoid 
collection  is  associated  with  a  gland  outlet.  Lymphoid  tissue  is 
one  of  the  most  mobile  in  the  body,  having  a  predilection  for  places 
with  favourable  nutritional  and  space  conditions.  The  difference 
between  the  palatal  and  the  pharyngeal  tonsil  is  incidental  to  their 
position.  In  the  former  are  crypts,  more  or  le^  closed  branching 
canals ;  in  the  latter  clefts  and  folds.  The  site  of  the  former,  whils 
exposing  it  to  injury,  enables  it  to  bury  itself  in  structures  whicl 
protect  it,  and  hence  the  necessity  of  closed  spaces  ;  the  latter,  with 
no  such  need,  is  placed  on  a  bony  sub-structure  where  its 
development  takes  place  surfacewards.  The  essential  structure  of 
both  is,  however,  the  same. 

The  developmental  changes  in  the  palatal  tonsil,  viz.  the 
appearance  of  an  intratonsillar  fold  which  soon  disappears  after 
dividing  for  a  time  the  tonsillar  sinus  into  an  upper  and  lower  lobe, 
a  condition  persistent  in  the  ox  and  sheep,  afford  sti'ong  pi'esump- 
tion  of  a  specialised  structure.  'J"he  upper  part  of  the  tonsil  is  the 
more  primitive,  the  part  in  relation  to  the  supratonsillar  fossa,  the 
remains  of  the  second  cleft.  Hammar  noted  that  the  adenoid 
tissue  of  the  upper  lobe  is  laid  down  before  the  lower,  and  in  his 
reconstruction  model  of  the  adult  tonsil  the  upper  lobe  is  confined 
to  the  upper  pole  of  the  tonsil  and  lies  almost  entirely  within  the 
soft  palate.  After  bii'tli  growth  takes  place  in  the  middle  and 
lower  parts,  the  upper  showing  vciy  little  development  in  com- 
parison. This  is  more  ])articularly  noticeable  in  a  hypertrophied 
tonsil  at  the  end  of  the  Hrst  year,  when  the  enlarged  mass  is  made 
up  almost  entirely  of  the  middle  and  lower  })arts  of  the  tonsil.     As 
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pointed  out  by  J.  Killiiin,  the  portiun  of  the  tonsil  which  determines 
its  characteristic  form  in  the  newborn  is  to  be  found  in  later  life 
in  tile  uppei*  pole.  All  below  that  is  secondary  gi'owth  of  the 
lower  part  of  the  original  rudiment  ("Anlage"). 

A  similar  change  is  seen  in  the  pharyngeal  tonsil,  where  a 
notable  development  of  the  lower  part  of  the  gland  takes  place 
after  birth.  About  the  end  of  the  first  decade  the  upper  part  of 
the  gland  is  firm  and  crateriform,  the  lower  soft  and  thrown  into 
folds.  The  later  development  of  this  lower  part  explains  the  fact 
that  the  pharyngeal  tonsil  of  man  from  the  sixth  embryonic  month 
to  the  second  decade  moves  out  of  the  basisphenoidal  into  the  basi- 
occipital  region. 

It  will  be  noted  that  these  tonsils  may  be  arranged  in  the  order 
of  appearance  in  the  embryo  as  follows :  pharyngeal,  palatal, 
lingual,  and  laryngeal.  Their  specialised  development  and  their 
disappearance  take  j^lace  in  the  same  order. 

Each  of  these  collections  of  lymphoid  tissue  is  in  the  first  instance 
laid  down  in  relation  to  the  vestigial  space,  and  although  it  may 
undergo  specialisation  later  pai-t  of  it  retains  its  primitive  character. 
At  a  certain  period  of  life  the  lymphoid  tissue  begins  to  disappear 
and  the  organ  to  undergo  atrophy,  the  essential  change  consisting 
in  the  follicles  and  tissue  as  they  disappear  being  replaced  by 
connective  tissue.  A  similar  change  takes  place  in  the  lymphatic 
glands,  what  Bezanron  calls  a  *^  sclerose  physiologique,"  in  which 
the  reticulum  becomes  thickened  and  fibrous,  the  follicles  no  longer 
contain  germ  centres  and  are  less  distinct,  until  in  ^old  age  they 
disappear  altogether,  leaving  little  more  than  a  mass  of  fibrous 
tissue.  In  the  palatal  tonsil  of  middle  age  this  change  is  already 
well  advanced,  the  tonsillar  sinus  is  largely  occupied  by  layers  of 
fibrous  tissue  with  a  few  islets  of  lymphoid  structure  (Fig.  8),  and 
still  later  the  supratonsillar  fossa  may  be  reduced  to  a  groove  or 
dimple.  The  oldest  of  the  tonsils,  the  pharyngeal,  shows  the  same 
change,  only  at  a  much  earlier  period,  leaving  a  few  grooves  or  a 
more  or  less  definite  depression  surrounded  by  fibrous  tissue  at  the 
top  of  the  pharynx.  Still  later  than  either  of  those  the  same  change 
is  undergone  bj'  the  tonsilla  laryngis,  which  develops  later.  It  is  of 
intei'est  to  note  that  the  onset  of  the  change  bears  some  relation  to 
the  appearance  of  the  tonsil  in  the  phylogeny.  The  earlier  phylo- 
genetically  the  tonsil  appears,  the  earlier  do  atrophy  and  sclerosis 
set  in.  The  sclerosis  leads  to  what  may  be  termed  a  normal  involu- 
tion of  the  space  in  which  die  lymphoid  tissue  is  laid  down,  and  it 
may  be  regarded  as  a  means  of  protection  from  outward  infection. 
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A  similar  change  leads  to  the  obliteration  of  the  vermiform  appendix- 
Ribbert  regfards  this  obliteration,  so  far  as  it  occurs  in  the  definite 
typical  form,  not  as  a  pathological  occui-rence,  but  as  a  process  of 
involution  which  corresponds  to  the  significance  of  the  appendix 
as  an  organ  undergoing  retrogression.  The  process  of  obliteration 
may  be  summed  up  according  to  Ribbert,  as,  simultaneously  with 
or  preceded  by  the  disappeai'ance  of  the  lymphoid  nodules  and 
tissue,  an  overgrowth  of  connective  tissue  occurs. 

In  evei'y  such  space  there  lies  a  disposition  to  disease  due  to  its 
rudimentary  character  which   favours  bacterial  growth   and  stag- 


FiG.  3. — Photograph,  x  10. — Transverse  section  through  the  suin-atonsilhir 
fossa  of  a  man  of  fifty  to  show  the  changes  in  age.  The  ill-defined  lymphoid 
tissue  is  confined  to  a  small  area  around  the  lumen  of  the  space,  the  main 
part  of  the  section  being  made  up  of  fibrous  tissue,  a.  Cavity  of  the  fossa. 
B.  Remains  of  tonsillar  tissue  which  is  ill-defined  ;  follicles  have  disap- 
peared, c.  Thick  connective  tissue  which  has  replaced  the  lymphoid 
structure. 

nation  of  contents,  and  it  is  a  pi-otective  arrangement  by  which, 
in  the  first  instance,  the  space  in  enveloped  by  lymphoid  tissue,  to 
be  replaced  later  by  a  firm  fibrous  structure. 

Before  discussing  the  supratonsillar  fossa  and  its  relation  to 
the  palatal  tonsil  it  will  be  convenient  to  say  a  few  words  about  a 
structure  which  lias  received  some  attention  of  late,  viz.  the 
capsule  of  the  tonsil,  and  for  this  purpose  it  will  be  necessary  to 
refer  to  .some  points  in  its  nnatoni}'  about  which  some  misconception 
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exists.  The  tonsil  on  its  outer  aspect  comes  into  relation  with  the 
intra-pharyng'eal  aponeurosis  or  fascia.  This  'fibrous  layer,  very 
tliiok  at  the  base  of  the  skull  to  which  it  is  attached,  becomes 
thinner  as  it  descends  and  is  continued  into  the  cellular  tissue  of 
the  oesophagus.  As  pointed  out  by  Descoinps,  it  is  this  aponeurosis 
which  forms  in  the  faucial  region  the  fibrous  wall,  concave  inter- 
nally, which  lodges  the  tonsil,  and  is  sometimes  called,  the  tonsillar 
capsule.  It  is  at  this  point  quite  thick.  On  its  internal  aspect  it 
may  be  strengthened  by  muscular  fibres  from  the  pillars  of  the 
fauces,  whilst  its  external  surface  may  receive  fibres  from  the 
superior  constrictor  of  the  pharynx  so  that  it  may  be  fibro-muscular  • 
Not  infrequently,  however,  the  constrictor  is  very  thin  or  even  defi- 
cient at  this  point,  so  that  the  peripharyngeal  aponeurosis,  lying 
outside  it,  may  come  into  contact  with  the  intrapharyngeal  and  the 
capsule  is  then  a  pui*ely  fibrous  arrangement.  It  is  worthy  of  note 
that,  internal  to  the  intrapharyngeal  aponeurosis  in  this  region, 
there  lie  the  mucous  membrane,  tonsil  and  submucous  muscles  which 
form  the  pillars  of  the  fauces.  If  the  tonsil  is  pulled  inwards  its 
external  aspect  may  be  seen  to  adhere  to  tlie  fibro-muscular  capsule, 
which  is  pierced  by  vessels  of  supply  fixing  it  to  the  tonsil.  As  age 
advances  the  reticular  structure  in  the  deeper  part  of  the  gland, 
owing  to  physiological  sclerosis,  becomes  transformed  into  fibrous 
tissue  and  blends  with  the  aponeurosis  to  form  the  thicker  capsule 
of  later  life.  Like  the  larva,  which  spins  its  own  cocoon,  the 
tonsil  may  be  said  to  weave  or  at  least  add  to  its  own  capsule. 
Though  anatomically  in  the  first  instance  it  does  not  belong  to 
the  tonsil  the  term  "tonsillar  capsule"  is  surgically  convenient, 
inasmuch  as  after  a  time  the  fusion  of  the  deep  connective  tissue 
of  the  gland  with  the  aponeurosis  is  so  intimate  that  it  is  impossible 
to  separate  them,  and  any  operation  for  the  complete  removal  of 
the  tonsil  must  not  only  go  outside  the  intrapharyngeal  fascia^ 
Vjut  sometimes  take  the  peripharyngeal  aponeurosis  as  well. 

SUPEATONSILLAR    FoSSA. 

This  space,  the  remains  of  the  tonsillar  sinus  of  the  second 
branchial  cleft,  is,  like  all  vestigial  structures,  somewhat  variable, 
although  its  presence  is  very  constant.  I  have  already  in  papers 
published  in  1898  dealt  fully  with  its  anatomical  arrangement,  and 
shown  that  its  variation  is  due  to  the  degree  in  which  lymphoid 
tissue  infiltrates  it.  An  essential  difference  between  the  upper  and 
lower  parts  of  the  tonsillar  sinus  is  that  the  lymphoid  tissue  of  the 
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latter  is  much  more  developed,  more  compact  and  fills  out  the  sinus 
completely.  In  the  former,  part  of  the  sinus  persists  as  the  supra- 
tonsillar  fossa,  the  lymphoid  foi-mation  being  at  once  looser  and 
more  open,  even  taking  the  form  of  a  network  with  separate  strands 
distinct  and  well  defined.  In  some  specimens  it  is  easy  to  evert 
the  plica  and  palatal  fold  and  expose  the  interior  of  the  fossa,  which 
may  extend  well  over  the  upper  part  of  the  tonsil;  large  crj^pts 
open  into  it,  and  its  soft  lymphoid  tissue  differs  from  the  firmer 
structure  of  the  lower  part.  Most  of  the  large  crypts  drain  into 
this  part,  and  it  is  a  tendency  to  act  as  a  cesspool  which  gives  it 
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iG.  4. — Photograph,  x  2.5. — Transverse  section  through  supratonsillar  fossa, 
which  was  lightly  packed  with  cotton-wool  before  hardening,  a.  Fossa. 
B.  Its  anterior  wall,  in  the  greater  part  of  which  tonsillar  tissue  is  entirely 
absent.  The  epithelium  is  well  developed  and  lies  directly  on  the  con- 
nective tissue  of  the  palate. 

importance  in  inflammatoi-y  affections.  Where  its  wall  is  thickly 
infiltrated  with  lymphoid  tissue  it  has  received  the  name  of 
Tortual's  sinus.  On  the  other  hand,  the  infiltration  may  be  more 
thinly  laid  down  and  even  in  places  deficient,  so  that  gaps  exist, 
the  significance  of  which  I  shall  allude  to  directly. 

This  latter  form  of  fossa  is,  as  J.  Killian  well  puts  it,  a  persistence 
of  the  uppermost  part  of  the  tonsillar  sinus  in  its  condition  at  birth 
where  the  mucous  membrane  itself,  and  especially  the  lateral  fold 
of   the   plica,  remain   free    from   much  lymphoid   infiltration.     To 
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determine  the  disposition  of  the  lymphoid  tissne  in  the  fossa  wall  I 
have  examined  a  large  number  of  tonsils.  Specimens  taken  by 
operntion  and  from  the  post-mortem  room  were  hardened,  the  fossa 
in  some  being  lightly  filled  with  cotton-wool  so  as  to  show  the  out- 
line better.  Horizontal  and  vertical  sections  were  made  through 
the  upper  part.  Great  variability  in  the  amount  of  adenoid  tissue 
in  the  anterior  and  upper  section  of  the  wall  of  the  fossa  was 
noted.  Some  specimens  showed  considerable  lymphoid  infiltration, 
others  only  a  more  or  less  thin  lining,  and  this  latter  form  received 
special  attention.  Even  when  the  lymphoid  tissue  generally  was 
much  developed  the  anterior  part  of  the  Avail  exhibited  a  striking 
resemblance  to  the  condition  met  in  branchial  fistul^e,  where,  under 
the  mucous  membrane,  a  lymphoid  layer  of  variable  thickness  is 
always  present.  This  points  to  the  primitive  character  of  the  fossa 
wall,  a  comparison  with  a  fistula  being  further  borne  out  by  speci- 
mens in  which  the  lymphoid  lining  is  very  thin  and  in  places  absent. 
In  these,  at  certain  points  the  mucous  membrane  lies  in  direct  con- 
tact with  the  cellular  tissue  beneath  and  the  gap  extends  over  a 
not  inconsiderable  area.  These  gaps  are  always  in  relation  to  the 
upper  and  anterior  part  of  the  space,  directl}-  behind  the  anterior 
pillar  and  the  adjacent  part  of  the  palate.  Over  the  greater  part 
of  the  fossa  the  epithelium  is  well  developed  and  remains  free  from 
infiltration — a  condition  more  marked  on  the  anterior  wall. 

In  Fig.  4  a  transverse  section  displays  a  considerable  area  of  the 
wall  quite  free  from  tonsillar  tissue,  the  mucous  membrane  being 
in  contact  with  the  cellular  tissue  of  the  anterior  aspect  of  the 
palate.  The  other  illustrations  (Figs.  5,  6,  7,  8)  exemplify  similar 
points,  and  I  am  indebted  to  Dr.  Barton  AVhite  for  the  photographs. 

On  the  other  hand.  Fig.  3  shows  the  changes  produced  b}^  age, 
the  section  exhibiting  atrophy  of  the  lymphoid  tissue  with  a  thick 
fibrous  ring  round.  I  have  seen  a  specimen  where  the  lymphoid 
tissue  had  entirely  vanished,  leaving  a  well-marked  space  filled  with 
calcareous  and  other  particles. 

In  a  former  paper  I  pointed  out  that  the  disposition  of  the 
plica  triangularis  affects  the  fossa  at  its  anterior  part,  and  I  have 
already  mentioned  Hammar's  view  that  whilst  in  some  of  the  lower 
vertebrates  this  fold  takes  part  in  the  tonsil  formation,  in  man  it 
does  not,  but  is  a  retrogressing  structure.  This  supplies  a  key  to 
its  great  variation  and  in  part  explains  the  variability  of  the 
anterior  wall  of  the  fossa  just  noted. 

Let  us  now  see  how  those  dispositions  help  to  explain  the  origin 
of  certain  tonsillar  affections.    Even  when  much  tonsil  hypertrophy 
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is  present  the  lymphoid  tissue  ai-ound  the  anterior  aspect  of  the 
fossa  takes  little  or  no  part  in  the  enlargement.  The  specialised 
part  of  the  gland  is  then  mainly  affected,  the  crypts  of  which, 
opening  into  the  fossa  and  shedding  their  products  into  it, 
render  it  a  starting-point  of  infection.  The  significance  of  this  is 
manifest  when  it  is  recalled  that  lymphoid  tissue  in  the  palatal 
tonsil  begins  to  retrogress  about  the  fifteenth  year.  Up  to  then  it 
is  in  full  activity,  able  to  resist  the  entrance  into  the  deeper 
tissues  of  infection  which  may  lurk  in  the  fossa.     Up  to  that  time 


Fig.  5.— Photograph,  x  7.  Sagittal  section  of  upper  part  of  tonsil,  the 
supratonsillar  fossa  of  which  was  lightly  filled  v/ith  cotton-wool  before 
hardening,     a.  Supra-tonsillar  fossa,     b.  Its  anterior  wall. 

from  the  fifth  year,  tonsillar  affections  are  mainly  those  of  the 
gland  proper,  the  crypts  and  lacuna3  being  the  seat  of  disease,  the 
infective  agents  entering  the  gland  tissues  by  way  of  the  crypts. 
After  that,  infection  of  the  peritonsillar  tissue  begins  to  manifest 
itself.  The  age  of  incidence  of  simple  hypertrophy,  5-15,  is  not 
the  age  of  peritonsillitis,  15-35.  What  is  the  reason?  By  fifteen 
the  activity  of  the  gland  begins  to  wane,  physiological  sclerosis  sets, 
hardening  the  tissues  and  throwing  up  a  barrier  to  further  infec-  I 
tion.  The  thicker  the  adenoid  tissue  the  stronger  the  fibrous  I 
barrier  which  replaces  it.  Where  it  has  been  thin  or  absent  as  in  | 
the  fossa  little  or  no  fibrous  layer  is  produced,  and  septic  secretions 
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i'rom  the  crypts  collected  in  the  cess})Ool  find  a  gap  in  the  anterior 
wall  through  which  they  infect  the  peritonsillar  tissue.  In  98  per 
cent,  of  cases,  peritonsillitis  starts  at  this  point  around  tlie  upper  and 
outer  aspect  of  the  tonsil,  the  infective  agent  going  through  the 
wall  into  the  ai*eolar  tissue  of  the  soft  palate  and  spreading  through 
it,  limited  only  by  the  intra-pharyngeal  aponeurosis.  In  other 
infections,  such  as  scarlet  fever,  necrotic  changes  may  affect  the 
thin  anterior  wall  of  the  fossa,  leading  to  perforation  in  the  neigh- 
bourhood of  the  anterior   pillar  and  not  infrequently  permanent 
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Fig.  6. — Photograph,  x  7.  Section  in  transvex-se  plane  of  the  same  speci- 
men as  Fig.  5.  A.  Supratonsillar  fossa,  b.  Its  anterior  wall  showino- 
lymphoid  tissue  in  varying  thickness. 

fenestration.  Examining  such  cases  it  may  be  seen  that  the  fenes- 
trated anterior  wall  is  often  extremely  thin  and  practically  devoid 
of  adenoid  tissue.  Similar  changes  I  have  seen  in  cases  of  tertiary 
syphilis  of  the  pharynx.  Recently,  in  two  patients  shoAving  syphi- 
htic  scarring  in  the  pharynx  one  could  inspect  through  a  fenestra- 
tion the  fossa  with  perfectly  smooth  wall,  having  no  trace  of 
lymphoid  tissue,  and  below  it  an  apparently  healthy  tonsil. 

Winckler  holds  that  peritonsillar  infection  is  due  to  defect  in 
the  capsule  through  which  adenoid  tissue  pushes  itself,  and  in  this 
way  carries  infection  to  the  deeper  tissue.     It  is  difficult,  however, 
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to  realise  how  this  occurs  at  a  time  when   the  capsule  is  already 
becoming  thick  and  more  fibrous. 

With  regard  to  the  treatment  of  affections  of  the  tonsil  it  is 
essential  to  bear  in  mind  the  composition  of  that  structure,  made 
lip  as  it  is  of  two  parts,  fossa  and  gland  proper,  each  associated 
with  aifections  Avliich  usually  occur  at  different  periods  of  life. 
Though  distinct  those  parts  are  closely  associated  from  the  fact 
that  a  large  number  of  the  crypts  di'ain  their  contents  by  way  of 
the  fossa.     Experience  has  shown  that  itnjiroving  this  drainage  by 


Fig.  7. — Photograjjli,  x  7.  Transverse  section  through  snpratonsillar  fossa. 
A.  Cavity  of  fossa,  b.  Its  anterior  wall,  showing  ii-regularity  in  amount  of 
lymphoid  tissue. 

opening  out  the  fossa  leads  to  cessation  of  the  crypt  infection  and 
return  of  the  gland  to  a  healthy  condition.  The  comparative 
freedom  from  such  affections  of  the  neighbouring  lingual  tonsil, 
though  it  occupies  an  exposed  situation,  is  in  great  part  e.xplained 
by  the  absence  of  such  a  space  as  the  fossa,  and  the  same  may  be 
said  of  the  phai-yngeal  tonsil.  Affection  of  one  part  of  the 
palatal  tonsil  may  take  place  independently  of  the  other,  and  its 
appropriate  treatment  may  be  carried  out  without  sacrificing  the 
whole  gland.  The  palatal  tonsil  is  too  often  regarded  as  a  homo- 
geneous organ,  a  view  wliich  seems  to  be  the  basis  of  the  drastic 
treatment  which  aims  at  sweeping  it  away,  not  always  with  due 
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re.ofard  to  its  place  in  the  uuimal  economy.  That  it  has  ;i  very 
iletinite  functioii  is  evidenced  by  the  changes  it  passes  througli  in 
development.  These  cannot  be  dismissed  as  Avithout  meaning  and 
useless.  Rather  do  they  speak  against  its  sacrifice  unless  for^very 
good  reason,  and  surely  it  is  more  rational  to  aim  at  the  restora- 
tion of  an  organ  to  a  healthy  state  than  its  complete  removal. 

In  a  former  paper  I  pointed  out  that  in  treatment  of  the  fossa 
rhe  primary  consideration  is  to  open  out  the  space  and  drain  it, 
and  that  rlie   removal   of   the  upper  ])ole   of  the   tonsil   fulfils  this 
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Fig.  S.— Photograph,  x  7.  Transverse  section  of  supratonsillar  fossa  a 
short  distance  above  the  outlet  to  show  the  well-developed  mucous  mem- 
brane lining  it.  A.  Cavity  of  fossa,  b.  Anterior  wall.  c.  Well-developed 
mucous  lining. 

indication.  This  has  been  confirmed  by  subsequent  experience,  for 
the  lower  part  of  the  tonsil  usually  becomes  healthy  and  resumes  its 
function.  Even  removal  of  the  upper  pole  is  not  always  necessary. 
Rosenberg  has  called  attention  to  a  procedure  which  has  beeu 
carried  out  in  Hinsberg's  clinic  for  over  two  years— that  of  slitting 
up  the  fossa  by  passing  a  bistoury  along  it  and  cutting  across  the 
anterior  pillar.  By  treating  it  in  this  manner  like  a  fistula  an 
admirable  view  is  obtained  of  the  interior  as  the  edges  spring 
widely  apart.  Limited  disease  can  be  dealt  Avith,  and  where 
necessary  removal  of  the  gland  can  be  more  readily  carried  out, 
Ine  injury  to  the  anterior  pillar  causes  little  or  no  inconvenience 
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as  the  parts  soou  granulate  up  and  leave  very  little  scar.  Finally, 
there  is  the  still  more  conservative  treatment  of  brusliing  or  wasli- 
ino-  out  the  fossa  and  crypts — an  old  method  which  is  now  lieing 
largely  used  on  the  Continent. 

The  palatal  tonsil,  which  I   have  taken   as  the  best  example 
of  the  group,  has,  as   we   have  seen,  lymphoid  tissue    appearing 
at  two  different   periods,   an   upper   part  retaining  more   or   less 
its    primitive    character,  and    a   lower,    which    may    be    regarded 
as    the    gland    proper.        With     regard    to    the     latter    no     one 
has    yet   given  any    cogent    i-eason  why    its   function    should    be 
regarded  as  different  from  that  of  other  lymphoid  structures,  viz. 
to  form  leucocytes.      In  whatever  position  lymphoid  tissue  is  met, 
e.  g.  tonsils,  thymus,  spleen,  lymph-glands,  it  has  always  the  same 
structure,  though  some  may  be  more  specialised.     In  the  pharyngeal 
cavities  of  vertebrates  it  .shows  a  wide  diffusion,  in  some  places 
forming  large  organs,  tonsils,  which  may  be  regarded  as  the  highest 
developmental  form,  in   others   it   is  more   spread   out,  as   in   the 
lino-ual  tonsil,  possessing  interspersed  germ  centres  without  close 
ao-o-reo-ation  of  mucous  g'lands,  whilst  in  still  others  it  is  a  simple 
diffuse  infiltration  of  the  connective  tissue  without  nodular  masses. 
We   know  that  the  chief  activity  of  the  tonsils  falls  in  early  ;ige 
when  the  whole  lymphatic  apparatus  is  involved,  at  a  time  when 
the  thymus  is  slowly  disappearing,  and  its  place  is  taken  by  theirj 
nctivity.    The  view  that  tonsils  ai*e  retrogressive  structures,  useless 
and  even  injurious  in  the  economy  and  therefore  to  be  pursued  Avitl 
"  fire  and  sword,"  is  founded  on  a  misconception  of  what  we  hav< 
seen  occurs  in  the  ontogeny,  viz.  that  lymphoid  tissue  laid  down  in 
the  first  instance  in  vestigial  spaces  may  at  a  later  period  be  called 
upon  to  assume  another  and  important  function — the  formation  of' 
leucocytes  for  the  use  of  the  organism — and  to  this  end  is  specialised 
to  form  distinct  organs.    The  contention  of  Berry  that  the  appendix 
is  a  special  lymph  organ  does  not  exclude,  as  he  assumes,  the  view 
that  its  lymphoid  tissue  is  primarily  laid  down  in  a  retrogressing 
structure ;  on  the  contrary,  as  we  have  seen,  the  association  of  the 
two  is  not  uncommon.     The  appearance  of  tonsils  in  connection 
Avith  retrogressing  structures  at  different  periods  in  the  ontogeny 
coincides  with  the  general  scheme  of  the  ha.nnopoietic  system,  in 
which  all  parts  are  not  in  full  activity  at  the  .siime  time,  but  replace 
each  other  in  the  course  of  development,  as  may  be  seen  from  the 
different  periods  at  which  the  tonsils  come  into  full  activity.     It  is 
probable  that  most  leucocytes  are  agents  of  absorption  eithw  in 
the  service  of  nutrition,  or  destined  for  the  removal  of  tissue  remains 
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wliifli  are  in  part  or  coniplerc  re'trogressiou.  It  is  also  probable 
that  this  process,  originally  sei'ving  only  such  removal,  develops  a 
further  use,  so  that  eventually  by  a  change  of  function  it  subserves 
other  purposes  than  the  original,  and  by  so  doing  preserves  itself 
longer. 

It  is  not  within  the  scope  of  this  paper  to  notice  various 
theories  which  have  been  advanced  to  explain  the  meaning  of  the 
tonsils.  We  have  dealt  onl}'  with  considerations  which  show  that 
they  have  an  essential  function  in  the  body,  and  that  treatment, 
designed  to  preserve  them  whole  or  in  part  so  as  to  enable  them 
again  to  fulfil  it,  is  based  on  rational  lines. 
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ERYSIPELAS    FOLLOWING    THE    RADICAL    MASTOID 

OPERATION. 

By   J.    S.   Eraser,    M.B.,   F.R.C.S.E., 

Assistant  Svxrijeon. 


The  difficulty  of  making  a  diagnosis  in  cases  of  suspected 
intra-cranial  complication  following  the  radical  mastoid  operation  is 
well  known.  The  differential  diagnosis  must  usuall}^  be  made 
between  extra-dural  abscess,  meningitis,  septic  infection  of  the 
venous  sinuses  (pyaemia  and  septicemia),  and  abscess  of  the 
tempero-sphenoidal  lobe  or  cerebellum.  In  the  Zeitschr.  f- 
Ohrenheilk.  (Bd.  Ixiv,  Heft  1,  1911),  Ruttin  calls  attention  to  the 
symptoms  which  arise  in  cases  of  erysipelas  following  the  mastoid 
operation.  He  points  out  that  the  fear  of  erysipelas  as  a  result 
of  the  operation  is  always  present,  and  that,  in  the  early  stages, 
the  symptoms  are  difficult  to  diagnose  from  intra-cranial  com- 
cations  (meningitis,  brain  abscess,  and  venous  infection),  as 
severe  headaches,  tenderness  on  pressure,  high  temperature  and 
slight  stiffness  of  the  neck  may  be  already  present  before  one  can 
recognise  with  certainty  the  erysipelatous  blush  on  the  skin. 
Ruttin  has  also  called  attention  to  an  early  and  important  sign 
of  post-operative  erysipelas — spontaneous  nystagmus  on  lateral 
deviation  of  the  eyes. 

Ruttin^s  first  case  was  operated  upon  for  chronic  middle- ear 
suppuration,  labyrinth  fistula,  and  subsequent  acute  labyrinthitis. 
At  the  operation  the  oval  window  was  empty  and  the  promontory 
softened.  For  seven  days  all  went  well,  but  on  the  eighth  day 
the  temperature  went  up  slightly,  and  then  came  down  again.  On 
the  tenth  day  sudden  high  temperature  occurred  with  headache 
and  nystagmus  to  the  diseased  side.  This  could  only  be  of  retro- 
labyrinthine  origin,  as  the  labyrinth  had  already  been  destroyed 
by  operation.  The  nystagmus  might,  therefore,  be  due  to  cere- 
bellar abscess  or  to  meningitis  (serous  or  purulent).  Ruttin's  first 
thought  was  of  meningitis,  as  he  had  already  lost  one  case  through 
this  complication,  which  came  on  about  six  days  after  the  labyrinth 
operation.  Cerebellar  abscess,  on  the  other  hand,  shows  itself  much 
sooner  after  the  radical  operation,  and,  further,  no  signs  pointing 
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to  cerebellar  abscess  luul  been  discovered  at  the  operation.  To 
e.xclude  meningitis  he  performed  lumbar  puncture,  but  with  nega- 
tive result.  The  nystagmus  became  extreme  in  every  direction — 
:i  condition  often  met  wirh  in  cases  of  abscess,  tumour  and  basal 
meningitis.  Only  after  four  days  of  fever,  headache  and  nys- 
tagmus did  the  skin  begin  to  show  any  signs  of  erysij^elas  :  by 
tins  time  the  nystagmus  and  headache  had  diminished  greatly. 
Un  the  following  day  the  erysipelas  was  fully  developed,  whereas 
the  nystagmus  and  headache  had  disappeared.  Ruttin  believes 
that  in  this  case  the  nystagmus  was  so  marked  because  the 
labyrinth  uperation  (Neumann)  had  been  performed,  and  the  dura 
of  the  posterior  fossa  had,  therefore,  been  exposed.  For  this 
reason  hypera3mia  and  oedema  could  affect  the  posterior  fossa  and 
give  rise  to  the  symptoms  of  meningitis.  He  says  that  it  is  not 
remarkable  that  they  had  previously  missed  such  cases  because 
they  had  always  sent  away  their  patients  with  erysipelas  to  the 
fever  hospital. 

Five  other  cases  are  given,  the  last  of  Avhich  was  reported  by 
Neumann,  and  is  especially  interesting.  The  patient  had  suffered 
from  chronic  middle-ear  suppuration  for  fifteen  years.  The 
whisper  was  heard  at  one  and  a  half  metres ;  Rinne  negative  ; 
vestibular  apparatus  normal.  On  the  fifth  day  after  the  radical 
operation  the  temperature  rose  to  39-8°  C,  with  giddiness 
vomiting  and  nystagmus  to  the  sound  side ;  the  patient  was  found' 
to  be  deaf  for  speech  and  tuning-forks,  and  the  vestibular 
excitability  was  lost.  Post-operative  labyrinthitis  was  thought  of, 
but  the  high  temperature  did  not  agree  with  this.  Further,  there 
were  no  signs  of  venous  thrombosis  or  of  meningitis.  Neumann 
adopted  a  waiting  attitude,  and  two  days  later  erysipelas  appeared. 
After  this  had  passed  off  it  was,  however,  found  that  the  functions 
of  the  labyrinth  had  been  lost. 

Ruttin  believes  that  spontaneous  nystagmus,  on  looking  to  the 
side,  is  a  common  symptom  of  post-operative  erysipelas.  This 
nystagmus  may  be  due  to  serous  labyrinthitis,  but  is  more 
probably  due  to  intra-cranial  causes.  The  direction  and  intensity 
of  the  nystagmus  vary.  The  nystagmus  may  occur  (1)  along  with 
fever  and  headache  before  the  skin  becomes  red,  or  (2)  it  may 
accompany  the  erysipelas.  The  nystagmus  disappears  before  the 
fall  of  the  temperature  or  along  Avith  it.  The  total  duration  of 
the  nystagmus  only  amounts  to  a  few  days.  Return  of  erysipelas 
may  be  indicated  by  a  fresh  occurrence  of  nystagmus. 

Until   recently   the   writer  has  had  no  experience  of  erysipelas 
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following  the  mastoid  operation,  and  has,  therefore,  had  no  oppor- 
tunity of  confirming  the  observations  of  Ruttin.  The  following 
case,  however,  is  of  interest  in  this  connection  : 

E.  McD ,  female,  aged  fourteen,  was  seen  on  Marcli  4,  1913.  She  com- 
plained of  discharge  from  the  right  ear  of  two  years'  duration ;  for  two  days  she 
had  suffered  from  pain  in  the  right  ear  which  prevented  sleep ;  no  giddiness  or 
vomiting. 

Oti  examination,  the  left  tympanic  membrane  showed  a  retracted  oval  scar 
posteriorly.  The  right  external  meatus  contained  f oixl-smelling  pus ;  after  sj-ring- 
ing,  a  pale  mass  of  granulations  was  seen  projecting  into  the  meatus  from  the 
posterior  siiperior  part  of  the  tympanum.  The  tympanic  membrane  could  not  be 
seen.  There  was  tenderness  on  pressure  over  the  mastoid.  The  conversation  voice 
was  heard  by  the  right  ear  at  10  in.,  and  by  the  left  ear  at  3  ft.  The  watch  was 
heard  on  both  mastoid  processes  and  by  air-conduction  at  1  in.  on  the  right  side 
and  at  4  in.  on  the  left  side.  Schwabach  lengthened.  Kinne  negative  right  ear. 
Weber  to  right  (worse  ear).  With  the  noise  apparatus  in  left  ear  she  could  hear 
the  conversation'  voice  at  6  in.  by  right  ear. 

In  view  of  the  retention  of  function  by  the  cochlea  it  was  unfortunately  not 
thought  necessary  to  test  the  vestibular  apparatus  before  operation.  No  note  as 
to  spontaneous  nystagmus. 

The  patient  was  at  once  admitted,  and  it  was  foimd  that  her  evening  tempera- 
ture was  103°  F. ;  pulse  120.  The  patient's  head  was  in  a  bad  condition  ;  pedicu- 
losis and  impetigo  were  present,  especially  over  the  right  temporal  and  parietal^ 
region,  but  there  was  no  noticeable  redness  or  swelling  over  the  mastoid, 
paraffin  soak  was  applied  to  the  head,  and  the  mastoid  region  prepared  with  iodine 
in  the  usual  way. 

March  5,  1913  :  Radical  mastoid  operation  (J.  S.  F.).  Usual  ciu'ved  incision  in 
hair  margin.  Cortex  normal ;  very  profuse  bleeding  from  posterior  part  of  bony 
cavity  in  region  of  sigmoid  sinus  ;  sinxis  not  exposed.  Dura  of  middle  fossa 
exposed  and  found  healthy.  Lining  membrane  of  antrum  swollen  and  congested ; 
antral  cavity  contained  jius  ;  malleus  and  incus  removed  and  found  normal. 
Tympanic  mucosa  red  and  swollen  ;  Eustachian  tube  curetted  ;  Koerner  flap  cut  ; 
cavity  swabbed  ovtt  with  peroxide  of  hydrogen  and  packed  with  bismuth  gauze. 
Nothing  was  found  at  operation  to  account  for  the  high  temperature.  Tempera- 
ture again  103°  on  night  of  operation. 

March  6  :  Patient  slept  badly  ;  vomiting  present ;  patient  complains  to-day  of 
pain  at  back  of  head ;  slight  Kernig.  Slight  horizontal  nystagmus  to  right  (dis- 
eased side).  No  nystagmus  on  looking  straight  forwax-d  or  to  left.  Urotropine 
given— 5  gr.  every  four  hours.     Temperature  99-8''  at  8  a.m. ;  101  8°  at  8  p.m. 

March  7:  Temperature  99°  a.m.  Nystagmus  as  before;  vomiting  occasion- 
ally ;  knee-jerks  exaggerated ;  abdominal  reflexes  present ;  flexor  response  to 
Babinski's  test.  Kernig's  sign  absent  to-day.  No  retraction  of  head.  Slight 
tenderness  on  presstire  over  cervical  vertebrae.  Tongue  furred  but  moist.  No 
abdominal  swelling  or  tenderness.  Wound  dressed  ;  some  redness  of  skin  aroimd 
incision,  which,  howevi-r,  appears  to  be  healing.  Operation  cavity  looks  satis- 
factory.    Temperature  101-4°  at  8  p.m.     Pulse  108. 

March  8  :  Temperature  OS^".  Girl  seems  to  be  bright,  sits  up  in  bed  and  says 
.she  feels  well.     Evening  temperature  104-2''.     Pulse  108. 

March  9 :  Girl  looks  well.  Temperature  101°  at  8  a.m. ;  tongue  moist.  No 
pain  <m  pressure  on  eyeballs  ;  no  photophobia.  She  can  bend  head  forwards  and 
shake  it.     Still   slight   tenderness   over  cervical  spine.     Nystagmus  disappeared- 
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Kerniy:  absent ;  knee-jerks  still  a  little  exaggerated.  No  ankle  clonus  ;  no  ocular 
paralysis,  no  facial  paralysis  ;  no  rigors  or  cold  feeling.  Blood  culture  from  arm 
vein  showed  only  Staphylococcus  ai6ns— probably  a  skin  contamination. 

Wound  dressed  ;  cavity  again  shows  satisfactory  reaction ;  redness  of  skin 
around  incision  continues.     Temperature  103"  at  8  p.m.     Pulse  104. 

March  10  :  To-day  for  first  time  (five  days  after  operation)  Oidema  and  redness 
of  right  eyelids.     (Note  made:  Is  case  merely  one  of  erysipelas  ?) 

Again  slight  nystagmus  to  right.  Temperature  101-6"  this  morning.  Pulse 
10;».  Girl  sleeps  very  well ;  no  rigors.  She  does  not  take  her  food  very  well,  but 
no  vomiting.     Temperature  lO-iB"  at  8  p.m.     Pulse  llti. 

March  11 :  Temperatiu-e  down  to  99°  this  morning.  Patient  has  had  a  good 
night ;  she  does  not  appear  nearly  so  ill  as  temperature  suggests.  (Edema  and 
redness  have  now  passed  over  to  left  eye,  which  is  quite  closed.  Iodine  paint 
applied.  Girl  has  red  blotches  on  face,  and  one  bleb  containing  fluid  on  forehead 
near  hair  margin  (culture  showed  Staphylococcus  albus— contamination  ?) .  She 
sits  lip  in  bed  and  talks  to  the  other  children.  Tongue  moist.  Wound  dressed — 
all  stitches  removed,  incision  healed.  No  vomiting.  Temperature  102°  at  8  p.m  • 
Pulse  104.  March  12  :  Temperature  100°-103^  Left  eyelid  still  swollen.  Opera- 
tion cavity  granulating  well.  March  14:  Temperature  suddenly  dropped  from 
103'  to  97-4".  Pulse  from  102  to  84.  March  17:  Temperature  rose  to  100'  on 
March  15  and  16  ;  to-day  it  is  97-6°.     She  takes  food  well.    Wound  satisfactory. 

March  21  :  No  swelling  of  face  now.  Temperature  normal.  Ear  cavity  rather 
dirty. 

Dr.  Norman  Walker  saw  the  jjatient  to-day,  and  stated  that  the  scalp  lesions 
were  due  to  impetigo,  and  that  the  erysipelas  of  face  had  probably  spread  from 
them.  March  24  :  Posterior  wound  has  broken  down  for  a  short  distance  about 
centre  ;  ear  cavity  still  discharging  freely. 

April  6 :  Temperature  has  been  normal  since  March  17.  Whisper  right  ear  at 
1  ft. ;  conversation  voice  3  ft.  (10  in.  before  operation).  Inner  wall  of  cavity — 
easily  seen  through  enlarged  meatus — is  covered  by  smooth  layer  of  graniilations. 
Epithelium  spreading  well.  No  spontaneous  nystagmus.  Cold  syringing  right 
(operated)  ear  produces  nystagmus  to  left  in  12  seconds. 

April  18  :  Ear  not  quite  dry  yet.  Whisper  at  about  a  foot  right  ear.  Very 
slight  spontaneous  nystagmus  in  both  directions,  not  more  than  is  often  seen  in 
noiuial  persons. 

April  29  :  Still  hears  raised  whisper  at  a  foot.  Less  discharge  is  coming  away 
now  when  ear  is  syringed.     Still  some  moistvire  in  posterior  part  of  wound  cavity 


Eejiarks. 

Up  to  the  time  of  the  appearance  of  crysipela.s  the  case  wa.s 
very  puzzling.  Like  Ruttin,  the  writer  thought  fir.st  of  all  of 
meningitis  and  septic  infection  of  the  venous  sinuses.  The  signs 
and  symptoms  of  a  mild  meningitis  (meningismus)  were  undoubtedly 
present  for  two  days  after  operation,  hut  already  on  the  latter  of 
these  days  the  signs  were  much  less  marked,  and  for  this  reason 
lumbar  puncture  was  not  performed.  The  writer  has  always  been 
somewhat  afraid  of  performing  lumbar  puncture  in  cases  where  the 
signs  of  meningitis  were  not  well  marked.     The  danofer  of   con- 
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vei'ting  a  localised  into  a  general  lepto-meningitis  appears  to  him 
to  be  a  very  real  one.      The  bacteriological   examination   of  the 
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blood  on  Marcli  9  showed  only  the  Sfaplij/Iococrns  alhii.^' — probably 
a  skin  contamination.  It  is  interesting  that  tlie  fluid  removed  by 
aspirating  the  erysipelatous  blister  on  the  forehead  also  showed 
the  same   contaminating   organism.      Tlie   writer   regi-ets   that   no 
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mite  was  made  as  to  the  presence  or  absence  ot"  spontaneous 
nystao'inns  before  operation,  and  furtlier,  that  the  vestibnhtr 
a{)paratus  was  nt)t  tested,  l)iit,  in  view  of  the  tnning-fork  and 
liearing-  tests  in  the  rig-lit  ear  (conversation  voice  at  0  in.  witli  noise 
apparatus),  hibyrintliitis  was  almost  certainly  out  of  the  question. 
The  patient  looked  so  well  in  the  waiting-room  that  the  temperature 
was  not  imniediati^lv  taken,  and  it  was  only  on  the  morning  of 
operation  that  it  was  discovered  that  the  temperature  had  been 
103°  F.  on  the  night  of  admission.  The  precise  site  and  origin  of  the 
erysipehis  was  rather  hard  to  determine,  Init,  as  the  mastoid  cortex 
was  normal,  it  is  probable  that  the  inflammation  of  the  skin  origi- 
nated from  the  condition  of  the  scalp.  It  is  also  a  pity  that  no 
swab  was  taken  from  the  pus  in  the  antrum.  'J'he  hasmorrhage 
from  the  bone  overlying  the  sigmoid  sinus  was  so  free  as  greatly 
to  interfere  with  the  operation  ;  for  this  reason  the  sinus  Avas  not 
exposed.  After  operation,  the  patient,  though  ill,  did  not  look  like 
a  case  of  meningitis  or  sinus  infection.  She  was  bright,  answered 
questions  readily  and  the  headache  was  not  severe.  In  the  writer^s 
experience  slight  nystagmus  to  the  sound  side  is  not  uncommon  for 
a  few  days  after  the  radical  mastoid  operation,  and  may  possibly 
be  accounted  for  by  slight  serous  labyrinthitis,  but  marked 
nystagmus  to  the  side  of  operation  has  not  previously  been 
observed  by  the  present  writer  in  the  absence  of  serious  intra- 
cranial trouble.  By  March  9  (fourth  day  after  operation)  the 
nystagmus  had  disappeared  and  all  signs  of  meningitis  were 
absent ;  only  on  the  following  day  did  the  erysipelas  of  the  face 
appear.  All  through  the  wound  did  very  well;  the  incision 
healed  by  first  intention  and  the  mastoid  cayity  granulated  quickly 
and  evenly.  Ruttin  suggests  two  possible  causes  for  the  nystagmus  : 
(1)  Serous  labyrinthitis,  and  (2)  some  inflammatory  irritation  in  the 
posterior  fossa.  In  the  present  case  it  is  almost  certain  that  an 
inflammatory  condition  was  present  in  the  posterior  fossa  for  a  few- 
days  after  operation,  as  evidenced  by  the  presence  of  headache, 
vomiting,  stiffness  of  the  neck,  nj-stagmus  and  Kernig's  sign.  On 
the  other  hand,  the  nystagmus  present  (first  degree  to  the  diseased 
side)  did  not  correspond  in  direction  or  degree  to  that  associated 
with  the  presence  of  labyrinthitis.  Further,  the  examination  of  the 
right  ear  one  month  after  operation  showed  that  the  iiearing  had 
considerably  improved  and  that  the  vestibular  response  to  cold 
syringing  was  exceedingly  prompt.  While  this  does  not  al)solutely 
exclude  the  previous  presence  of  serous  or  circumscribed  laby- 
rinthitis,  the    writer    is    inclined    to   attrilnite    the    post-operative 
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symptoms  to  an  inflammatory  condition  at  the  base  of  the  brain 
(localised  meningitis)  and  not  to  labyrinthine  disease. 

Tn  conclusion  the  writer  wishes  to  acknowledge  his  indebtedness 
to  Dr.  Logan  Turner  for  permission  to  record  this  case. 
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Ahridged  l^ej^orf. 

Discussion  on  Functional  and  Simulated  Aifections  of  the 
Auditory  Apparatus. —Opened  by  T.  Mark  Hovell,  F.R.C.S.— A  discus- 
sion on  this  subject  is  needed,  for  the  knowledge  relating  to  this  class  of 
disorder  appears  to  be  more  rudimentary,  and  appropriate  treatment  less 
clearly  defined,  than  in  connection  with  most  other  aural  affections.  The 
looseness  of  the  phraseology  in  describing  the  disease  is  an  indication 
that  it  has  not  received  serious  attention.  It  is  often  called  "  functional 
deafness,"  and  the  term  "  hysterical "  in  connection  with  it  is  frequent. 

Cfranular  pharyngitis  is  frequently  caused  by  displacement  of  the 
uterus,  as  proved  by  the  granulations  disappearing  w^ithout  treatment 
when  the  womb  is  replaced  in  its  normal  position,  but  the  affection  is 
nevertheless  properly  called  granular  pharyngitis,  as  it  is  also  produced 
by  many  other  causes.  The  term  "hysterical,"  however,  frequently 
occurs  in  connection  with  the  subject  under  discussion,  and  the  term 
"  hysterical  paralysis  of  the  auditory  nerve  "  is  also  used,  which,  taken 
literally,  is  farcical. 

Cases  of  the  description  under  discussion  most  frecpiently  occur  in 
those  individuals  who  wish  to  be  exempted  from  military  service  or  who 
hope  to  obtain  pecuniary  advantage.  There  are,  however,  cases  in  which 
the  hearing  power  appears  to  be  suppressed  as  the  result  of  a  violent 
Hinotional  influence,  and  others  in  wdiich  deafness  is  simulated  without 
an  apparent  object,  or  in  which  the  loss  of  hearing  power  cannot  be 
e.xplained  otherwise  than  by  a  temporary  want  of  the  necessary  nerve 
power  or  stimulus;. 

Sir  William  Dall)y  related  a  case  in  which  a  girl,  aged  seventeen, 
came  down  in  the  moi-ning  apparently  totally  deaf,  although  from  thfi 
unaltereil  modidations  of  her  voice  he  felt  certain  that  she  possessed 
hearing  power.  Six  months  later  she  came  down  to  breakfast  hearing 
(juite  well. 

Dr.  Kansom^  mentions  the  case  of  a  miner,  aged  nineteen,  who  awoke 
apparently  imable  to  hear  or  utter  a  sound.  He  gave  no  sign  when 
1  Brit.  Med.  Journ.,  March  2,  1905. 
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:i  i-annon  was  tired  close  to  him.  He  neither  talked,  whispered,  nor 
uttered  any  inarticulate  noises.  His  intellectual  faculties  Avere  un- 
impaired, and  he  communicated  bv  readins,'  and  writing.  Otherwise  his 
ireneral  condition  seemed  normal.  He  promptly  did  whatever  he  was 
told  to  do  in  writint>-.  except  that  apparently  he  coidd  not  repeat  a-  word 
spoken  to  him  or  read  aloud  ^  hat  he  clearly  understood  or  had  himself 
written.  Moderate  pain  did  not  produce  any  cry.  A  fortnight  later, 
the  symptoms  having  remained  unchanged,  he  showed  also  anaesthesia  of 
the  palate  and  loss  of  the  palate  reflex.  A  faradic  current  was  sent  through 
tlie  larynx  by  means  of  intra-lai-yngeal  an  electrode  and  one  on  the  front  of 
the  neck,  the  result  being  a  kick  and  a  yell.  He  was  then  told  he  could 
speak,  and  at  once  answered,  "  Yes,  I  can."  The  next  morning  he  could 
ansAver  questions  uttered  in  a  whisper.  He  went  home  hearing  and  speaking 
normally  after  having  been  deaf  and  dumb  for  five  weeks.  Oharcot 
points  out  that  the  character  of  the  deafnesss  was  quite  unlike  that  of  a 
malingerer,  for  he  never  started  at  the  slightest  noise  made  unexpectedly 
liehind  his  back,  whereas  he  did  seem  occasionally  to  comprehend  simple 
orders  made  before  his  face,  such  orders  being  those  that  the  doctor  might 
be  expected  to  give.  A  malingerer  would  have  done  the  reverse.  He  also 
states  that  a  malingerer  would  probable  not  feign  loss  of  speech  as  well 
as  loss  of  hearing,  and  anaesthesia  of  the  palate  could  not  be  counterfeited 
by  one  ignorant  of  the  symptoms  of  organic  disease. 

In  another  case  mentioned  by  Dr.  Van  Dyck,'  which  occurred  in  a  lad, 
aged  nineteen,  there  was  a  history  of  masturbation.  In  this  case  it  was 
stated  that  it  had  l^een  noticed  that  the  hearing  had  been  apparently  dull 
and  that  he  had  been  unusually  silent  for  the  last  two  or  three  days,  also 
that  the  deafness  and  speechlessness  had  been  variable  but  had  on  the 
whole  increased,  until  towards  the  close  of  the  day  in  question  it  was  found 
impossible  to  make  the  boy  utter  a  sound  or  give  evidence  of  hearing 
anything.  He  made  hardly  any  attempt  to  communicate  with  anyone  by 
signs  or  gestures,  until  when  some  words  written  proved  illegible  he 
would  point  to  them  and  shake  his  head.  He  paid  no  heed  to  a  loud 
shout  and  a  sharp  whistle  or  banging  noise  liehind  him.  and  wrote  that 
he  heard  nothing.  When  the  request  was  made  by  Dr.  V^an  Dyck  to  a 
bystander  in  an  ordinary  tone  ot  voice  to  have  a  bo"sun"s  whistle  blown 
behind  the  boy's  back  suddenly,  and  he  was  asked  after  it  had  been  done 
whether  he  had  heard  anything,  he  wrote,  "  I  hear  something  like  a 
whistle."'  Telling  him  to  walk  across  the  room,  Dr.  Van  Dyck  called 
loudly,  "  Now  come  back,"'  expecting  that  one  of  the  men  standing  by 
would  turn  him,  but  he  turned  of  his  own  accord,  and  another  order 
loudly  and  clearly  uttered  was  promptly  obeyed.  Dr.  Van  Dyck  now 
remarked  in  a  loudish  tone  "You  hear  me  now,"  and  the  boy  nodded. 
^\hen  asked  his  name  he  shook  his  head,  and  when  asked  to  say  one,  two 
and  three,  he  opened  his  mouth  and  made  two  or  three  feeble  and  utterly 
soundless  efforts,  and  then  shook  his  head  again.  When  told  to  say 
"ah.  after  an  apparent  effort  he  got  out  a  whispered  and  only  just 
audiWe  "ah,"  and  with  other  words  merely  produced  a  sort  of  whispered 
stutter.     When  seen  the  next  day  he  was  hearing  and  speaking  normally. 

Here  is  the  case  of  a  lad  who  gradually  becomes  less  and  less  attentive 
to  what  is  said  to  him,  and  w^ho  exhiliits  a  diminishing  effort  to  converse 
with  those  around  him.  May  not  this  condition  be  due  to  an  exhausted 
nervous  system,  not  actually  to  deafness,  but  to  blunted  sensii)ility  from 
uerve  exhaustion,  with  no  fixed  w'ish  to  deceive,  but  an  exaggerated 
condition  of  what  most  of  us  would  feel  when  extremely  tired,  a  feeling 

'  Ibid.,  May  4,,  1905. 
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that  one  canuot  be  bothered  to  give  the  iiecest^ary  atteutiou  to  a  matter, 
and  that  it  must  either  wait  or  go  ? 

In  dealing  with  a  case  of  simulated  deafness,  care  must  be  taken  not  to 
be  prejudiced  by  statements  made  by  persons  associated  with  the  patient, 
and  in  all  cases  in  which  there  is  no  apparent  motive  for  loss  of  hearing 
it  is  desirable  to  remove  the  patient  from  uncongenial  surroundings.  It 
must  not  be  forgotten  that  in  a  large  number  of  the  cases  in  which 
deafness  is  simulated  for  advantage,  there  is  a  history  of  well-established 
impairment  of  hearing  in  one  or  both  ears,  and  an  examination  clearly 
shows  old- standing  disease.  The  deafness  therefore  simulated  is  merely 
an  additional  degree. 

In  many  cases  of  simulated  deafness  onset  is  sudden,  and  is  stated  to 
be  discovered  whilst  the  patient  is  alone,  as  on  awaking  in  the  morning. 
The  modulations  of  the  voice  remain  unaltered,  and  there  is  an  absence 
of  the  quick  movement  of  the  eyes  exhibited  by  most  deaf  persons  to 
obtain  the  knowledge  which  normally  they  would  derive  by  the  sense  of 
hearing. 

Care  should  be  taken  that  the  tests  employed  to  form  a  diagnosis  are 
not  of  a  nature  to  do  harm  to  the  patient.  I  have  been  much  struck  in 
perusing  the  literature  in  connection  with  this  subject  to  see  how 
frequently  guns  and  pistols  have  been  fired,  or  proposed  to  be  fired  close 
to  the  patient — a  procedure  which  is  not  free  from  the  risk  of  doing 
permanent  injury  to  the  patient's  hearing. 

In  cases  in  wdiich  there  is  no  apparent  reason  for  the  simulation, 
recovery  may  sometimes  be  hastened  by  the  medical  attendant  behaving 
as  though  he  considers  the  condition  genuine.  The  statement  made  in  a 
conversational  tone  of  voice  to  the  friends  in  the  presence  of  the  patient, 
that  in  such  cases  the  hearing  often  returns  as  suddenly  as  it  has  gone, 
and  therefore  they  need  not  be  surprised  if  in  this  instance  it  is  restored 
quite  suddenly,  will  often  have  a  beneficial  eifect,  whereas  if  the  patient 
thinks  that  malingering  is  suspected,  the  simulation  may  be  maintained 
in  order  to  prove  that  such  is  not  the  case. 

Expressing  sympathy  with  the  manner  in  which  the  patient  is  afliicted, 
and  carrying  on  a  conversation  on  these  lines  with  the  friends  whilst  the 
examination  of  the  patient  is  being  conducted,  and  then  asking  the  patient 
to  put  out  the  tongue  or  some  request  of  that  kind,  will  sometimes  lead 
to  the  request  being  acceded  to,  the  patient  having  been  thrown  off  his 
guard  by  the  apparent  serious  and  sympathetic  manner  in  which  the 
examination  was  being  conducted.  Many  malingerers  have  been  detected 
by  this  method,  but  when  it  is  a  case  where  there  is  no  a}>parent  i-easou 
for  the  simulation,  it  is  often  advisable  to  make  no  comment  on  the 
return  of  the  hearing  power  beyond  satisfaction  at  the  discomfort  being 
no  longer  present. 

Dulness  of  liearing  is  more  frequently  simulated  than  alisolute  deaf- 
ness, and,  as  before  mentioned,  in  some  cases  the  present  condition 
assumed  is  merely  an  exaggeration  of  an  old  defect.  A  large  number  of 
tests  liave  been  employed  to  trick  a  supposed  malingerer  into  giving  an 
answer  which  would  expose  his  deception.  The  following  are  amongst 
tliose  considered  most  satisfactory.  For  unilateral  deafness,  supposed  to 
he  simulated :  A  plug  of  cotton-wool  is  insei-ted  into  the  meatus  of  the 
normal  ear  and  a  vil)rating  tuning-fork  is  then  placed  on  the  vertex.  An 
impostor  will  probably  assert  that  he  does  not  hear  the  sound  at  all, 
whereas  perception  must  be  decidedly  increased  in  the  occluded  ear.  He 
may,  on  the  other  hand,  admit  that  he  hears  the  sound,  though  very  1 
faintly,  on  the  deaf  side.     A  plug  of  cotton-wool  should  now  be  placed   '' 
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in  that  ear ;  the  sound  ought  to  be  strengthened,  and  the  assertion  that 
it  is  no  longer  lieard  will  be  proof  of  the  imposition. 

The  watch  and  speech  may  be  used  as  tests,  and  the  following  plan 
will  serve  to  detect  imposition  :  The  eyes  are  covered  with  a  bandage, 
and  the  hearing  distance  for  the  sound  ear  is  carefully  determined.  A 
plug  of  cotton-wool  is  then  inserted  into  this  ear,  but  not  closely  packed. 
When  tested  as  liefore  by  means  of  the  watch  and  speech,  an  impostor 
will  probably  assert  that  he  hears  nothing,  whereas  the  insertion  of 
cottou-Avool  into  the  meatus  aifects  Imt  slightly  the  hearing  distance  of  a 
normal  ear  for  speech.  Words  uttered  with  a  moderate  degree  of 
loudness  can  still  be  heard  at  a  distance  of  several  yards.  This  test  may 
be  moditied  as  follows  :  The  examiner  explains  that  he  wishes  to  introduce 
an  india-rubber  plug  into  the  sound  ear ;  but  he  uses  a  piece  of  india- 
rubber  tubing,  which  fits  the  meatus  accurately,  or  a  plug  furnished  with 
a  stopper,  which  is  withdrawn  after  insertion.  Little,  if  any,  difference 
will  thus  be  effected  in  the  hearing  power ;  but  an  impostor  is  likelv  to 
assert  that  his  hearing  is  greatly  impaired,  or  perhaps  quite  al^olished. 

The  voice  may  also  be  utilised  as  a  test  in  this  way  :  The  distance  is 
ascertained  at  which  spoken  words  can  be  clearly  heai'd.  The  person's 
eyes  are  then  bandaged,  and  the  examiner  retires  to  a  greater  distance, 
and  utters  words  with  the  same  degree  of  intensity.  He  then  tests  the 
hearing  at  various  distances,  some  within  and  some  beyond  the  normal 
distances.  An  impostor  will  get  confused,  and  will  probably  assert  that 
he  fails  to  hear  words  uttered  close  to  his  ear,  whilst  those  spoken  at  a 
much  greater  distance  are  admitted  to  be  audible.  There  is  vet  another 
plan  :  The  examiner,  remaining  in  the  same  spot,  repeats  a  word  several 
times,  gradually  lowering  his  voice. 

Here  is  anotlier  method,  based  on  the  Teuber's  principle  :  A  tube  is 
inserted  into  each  ear;  the  examiner  speaks  through  one,  and  his  assis- 
tant through  the  other  at  the  same  time.  In  a  genuine  case  the  patient 
will  repeat  only  what  has  been  spoken  into  the  normal  ear  ;  an  impostor 
will  become  confused,  and  will  repeat  words  heard  on  the  side  on  which 
he  asserts  that  he  is  deaf. 

A  binaural  stethoscope  may  be  utilised  for  detecting  feigned  uni- 
lateral deafness.  In  a  case  in  which  it  Avas  tried  the  patient  asserted  that 
he  was  deaf  on  the  left  side.  A  tightly  fitting  wooden  plug  was  inserted 
into  the  right  ruliber  tube  and  both  rubber  tubes  were  placed  in  the 
metal  ones.  Testing  the  instrument  on  himself,  the  examiner  found  that 
speech  was  not  heard  by  the  right  ear.  When  the  patient  was  thus 
tested  he  repeated  without  hesitation  words  spoken  into  the  fuuuel- 
shapeil  end  of  the  instrument  which  served  as  the  mouthpiece.  The  tube 
containing  the  plug  was  then  withdrawn  from  the  right  meatus,  which 
was  firmly  closed  by  pressure  on  the  tragus.  On  again  speaking  into  the 
stethoscope,  which  was  still  connected  with  the  left  ear,  the  patient  r)osi- 
tively  asserted  that  he  heard  nothing.  He  was  conscious  that  tiie  tube 
through  Avhich  he  had  (as  he  supposed)  before  heard  was  no  longer 
connected  with  the  right  ear. 

For  the  detection  of  simiilated  bilateral  deafness  a  bandage  shoidd 
be  placed  over  the  eyes,  and  each  ear  tested  separately  by  speech  and  the 
acoumeter,  the  patient's  statements  being  carefully  noted  with  a  view  to 
discover  contradictions.  For  the  detection  of  simulated  total  deafness 
the  person  must  be  seen  when  asleep,  and  the  amount  of  noise  required 
to  I'ouse  him  should  then  he  noticed.  If  placed  under  chloroform,  so  as 
to  become  only  partially  insensible,  an  impostor  may  answer  questions 
put  to  him,  or  show  by  some  remark  that  he  hears  the  conversation  that  is 


482  The  Journal  of  Laryngology,     [September,  1913. 

going  ou  around  him.  It  has  been  suggested  that  during  the  ordinary 
examiuation  a  third  person  should  make  some  disparaging  or  insulting 
observations  with  reference  to  the  suspected  impostor,  while  the  ex- 
aminer notices  whether  any  effect  is  produced  upon  the  featiu-es  of  the 
latter.  Another  suggestion  of  a  similar  character  is  that  the  examiner 
should  tell  the  person  that  he  may  go,  that  he  is  unfit  for  work,  etc. 
Such  plans,  however,  would  fail  to  detect  a  clever  impostor,  who  would 
be  quite  prepared  for  any  such  attempts  to  throw  him  off  his  guard. 

The  following  is  another  method  which  some  consider  of  use  :  The 
subject  under  investigation,  with  his  clothes  on,  is  stroked  on  the  back 
alternately  with  a  hand  and  Avith  a  brush,  and  after  that  the  back  is 
stroked  with  the  hand  whilst  the  physician's  sleeve  is  simultaneously 
stroked  with  the  brush.  If  the  patient  is  really  deaf,  he  will  correctly 
answer  whether  his  clothes  ai'e  being  stroked  with  a  hand  or  a  brush,  as 
during  these  operations  he  solely  trusts  to  his  sense  of  feeling.  The 
malingerer  on  the  other  hand,  will  contradict  himself  in  his  replies,  as  in 
his  case  the  perception  of  hearing  is  mixed  up  with  that  of  feeling,  and 
he  does  not  know  exactly  whether  he  perceives  the  contact  of  the  hand  or 
brush,  the  noise  of  which  he  hears. 

The  Peesident  (Dr.  J.  Dundas  Grant)  demonstrated  a  case  of  a 
woman,  aged  twenty-nine,  unmarried,  who  complained  of  deafness,  worse 
on  the  left  side,  which  came  on  suddenly,  three  and  a  half  weeks 
previously,  after  a  "  fit."  The  "  fit "  was  probably  cardiac  syncope.  She 
was  said  to  have  been  unconscious  for  several  hours  after  the  fit,  and  there 
was  an  hysterical  element  in  the  case.  Her  head  occasionally  became  dizzy. 
Since  the  attack  she  had  been  very  deaf.  The  tuning-fork  tests  ■ 
showed  the  deafness  to  be  of  nerve  origin.  G-alton's  whistle  she  heard  at* 
the  mark  34  on  the  right  side,  3"2  on  the  left.  Her  pharyngeal  reflex 
was  diminished,  her  knee-jei'ks  increased  ;  occasionally  she  had  nystagmu.s 
to  both  sides.  On  walking  with  the  eyes  shut  she  deviated  to  the  left. 
The  voice-raising  test  with  Barany's  "  noise-machine  "  gave  a  very  slight 
positive  result.  An  interesting  feature  was  that  after  a  considerable 
amount  of  examination,  including  post-rhinoscopy,  she  seemed  to  "  thaw" 
gradually,  and  certainly  heard  a  little  better  at  the  end  of  the  interview 
than  at  the  beginning.  When  shown  the  hearing  had  greatly  increased. 
It  seemed  to  b3  entirely  a  neurosis.  The  President  considered  that  the 
case  was  a  genuine  instance  of  functional  deafness.  She  suffered  from 
heart  disease,  and  was  consequently  in  a  weak  state,  and  lier  circulation 
was  defective.  There  seemed  to  have  been  almost  absolute  deafness,  but 
she  recovered  on  her  sensations  being  awakened  in  another  dii-ection. 
The  diminution  of  the  pharyngeal  reflex  was  a  sign  of  pai'tial  anajsthesia, 
though  the  case  showed  no  actual  heminsesthesia. 

Among  the  cases  which  had  come  vmder  his  notice  was  one  of  a  worker 
in  construction  of  a  tunnel  under  the  Thames.  Many  of  the  workers  on 
that  undertaking  suffered  from  caisson  disease,  and  they  were  com- 
pensated f(.ir  their  deafness.  This  man  came  to  him  with  what  was 
considered  to  be  unilateral  deafness.  The  tuning-fork  on  the  vertex  was 
better  heard  in  the  good  ear ;  and  when  the  good  ear  was  stopped  up  he 
professed  not  to  hear  at  all.  This  profession  was  still  kept  up  when  the  ^ 
good  ear  was  stopped,  not  with  a  solid  plug.  Init  with  a.  hollow  tube.  j 

A  case  of  pure  hysterical  deafness  was  that  of  a  young  girl,  whose 
nerve-deafness  was  equal  for  all  parts  of  the  scale,  and  she  was  absolutely 
deaf  for  conversation.  He  thought  one  of  the  best  proofs  of  the  genuine- 
ness of  deafness  was  the  fact  that  a  patient  unwittingly  acquired  lip- 
reading  ;  and  this  patient  did.     In  her  case  lie  tried  various  methods  of 
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treatment,  hut  iiotliiug  ,li,l  lun-  any  iroccl  ;  later  she  was  taken  seriously 
ill.  au.l  tins  illness  so  completeh-  altered  her  feeling's  that  she  woke  uj) 
one  inormng  hearing  quite  well.  Such  cases  became  more  clear  if  we 
adopted  the  idea  that  the  patient  was  the  subject  of  self-hypnotism  ;  and 
the  exhibitor  understood  that  such  people  were  not  good  subjects  for 
hypnosis  practised  by  another  person. 

The  reflexes  sometimes  indicated  that  the  patient  was  lieariug  A 
shrill  whistle  blown  in  the  neighbourhood  of  the  ear  produced  dilatation 
of  the  pupil  if  the  patient  did  not  know  it  was  to  be  blown  ;  he  had  found 
that  useful  in  cases  of  deaf-mutism. 

Another  case  he  considered  to  be  merely  functional.  But  on  further 
exammalion  he  found  that  improvement  "was  not  taking-  place,  and  it 
appeared  that  the  attack  of  deafness  came  on  during  "severe  neuritis 
atiectmg  the  side  of  the  head,  and  that  might  have  included  the  auditory 
nerve. 

Au  instructive  case  occurred  while  pilocarpin  was  the  vogue.  A  oirl 
was  sent  to  him  as  being  absolutely  deaf.  Every  case  of  nerve-deafness 
Avas  then  thought  to  be  suitable  for  pilocarpin,  and  she  had  injections'  of 
this  every  morning.  On  the  second  morning  she  began  to  hear  a  little  of 
the  traffic  in  the  road,  and  on  the  third  morning  she  heard  well,  and  went 
home  that  day  as  a  wonderful  cure  by  pilocarpin.  It  was  purelv  func- 
tional or  simulated  deafness. 

Simulation  did  not  confine  itself  to  deafness  :  he  had  seen  simulat'ion 
of  suppurative  ear  disease.  In  one  such  patient  there  appeared  to  be 
cheesy-lookmg  material,  and  extraction  and  investigation  proved  it  to  be 
actually  cheese.  Another  case  was  one  of  haemorrhage  from  the  ear  in  a 
girl  at  school.  There  was  no  evidence  of  erosion  or  ulcer  from  which  the 
blood  could  cone,  but  she  had  a  carious  molar  tooth,  with  a  polypus  in  it 
and  the  slightest  suction  produced  copious  bleeding.  She  soaked  hand- 
kerchiefs, aiid  admitted  that  she  did  not  like  school. 

A  very  interesting  case  was  one  of  a  poor  lodging-house  drudo-e  who 
had  undergone  a  radical  mastoid  operation  ;  after  her  dismiss'al  she 
returned  complaining  of  pain  over  the  mastoid  wound,  from  which  a 
small  scrap  of  bone  was  seen  projecting ;  this  was  extracted,  and  thou-h 
a  very  exceptional  occurrence,  was  allowed  to  pass  at  the  time.  Whe^ii 
however,  the  following  week  she  returned  with  another  loose  piece  of  bone 
in  the  same  position,  it  became  obvious  that  the  occurrence  was  not  a 
genuine  one.  She  was  therefore  ordered  at  once  into  the  hospital  and 
the  matron  investigated  her  garments  and  belongings  and  found  that  the 
poor  creature  was  armed  with  a  bone  from  a  joint,  from  which  she  broke 
olt  the  small  scraps  which  she  inserted  into  the  mastoid  Avound 

He  agreed  with  Mr.  Hovell's  advice  not  to  be  too  ready  to  assume  a 
case  to  be  simulated,  because  he  had  been  given  infinite  trouble  throuoh 
letting  the  patient  see  that  was  his  view.  Many  cases  one  could  not  be 
quite  sure  about.  When  the  tests  were  somewhat  incongruous,  it  was 
probable  that  the  case  was  functional,  and  especially  if  the  dulness  for 
high  and  for  low  tones  was  equal. 

Dr.  W.  Milligan's  experience  was  that  such  cases  were  very  difficult 
to  unravel.  He  was  surprised  that  Mr.  Hovell  had  not  enumerated  in 
some  detail  some  of  the  more  modern  tests,  such  as  the  vestibular 
reactions,  the  caloric  tests,  etc.,  which  were  of  great  use  in  differentiating- 
tunctional  from  organic  disease.  He  had  found  great  help  from  the 
vestibular  reactions  m  cases  of  doubt,  for  in  hvsteria  they  were  quite 
aitferent  from  those  met  with  in  organic  disease.  Dr.  Dan  McKenzie 
had  published  work  on  that  subject.     His  experience  had  been  that  the 
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simulated  or  functional  diseases  of  the  ear  were  mainly  in  the  class  of 
internal  ear  diseases.  It  was  very  seldom  that  one  met  with  simulated 
affections  of  the  external  auditory  apparatus.  A  very  important  point 
arose  in  the  case  of  a  person  who  had  had  disease  in  the  external  or 
middle  ear  beforehand,  and  on  the  top  of  that  simulated  an  increase  of 
his  trouble.  Such  cases  were  very  difficult.  The  question  of  whether 
the  patient  was  going  to  get  damages  or  not  had  much  to  do  Avith  some 
of  these  cases  getting  well  or  otherwise.  One  case  was  that  of  a  gentle- 
man who  was  driving  across  a  Yorkshire  moor  on  a  high  dog-cart,  and 
alleged  he  had  been  attacked  and  shot  at  by  a  neighbouring  landlord,  as 
a  result  of  which  he  had  lost  his  hearing,  some  pellets  having  entered 
his  face.  He  (Dr.  Milligan)  could  find  no  evidence  of  this.  Feeling 
sure  it  was  simulated  deafness,  he  advised  his  counsel  to  get  the  matter 
settled  out  of  court,  and  that  he  should  get  some  damages  because  he  was 
wounded  in  other  parts  of  his  body.  As  soon  as  he  got  his  damages  his 
hearinp-  returned.  Simulation  of  deafness  Avas  more  often  on  one  side 
than  on  both,  and  required  great  care  in  its  elucidation. 

Dr.  Macnaughton-Jones  said  that  to  him  hysteria  stood  out  as  a 
distinct  condition  and  a  definite  entity,  with  well-defined  nervous  phe- 
nomena and  phvsical  signs,  quite  apart  from  either  neurasthenia  or 
psvchasthenia.  In  the  nerve  fatigue  of  neui-asthenia  the  auditory  nerve 
soinetimes  participated.  When  there  was  a  typical  psychical  mental 
condition  superadded  to  the  fatigue,  and  when  more  manifest  brain 
fatigue  was  present,  we  had  to  deal  with  psychasthenia,  and  here  also  one 
met  with  true  functional  auditory  affections.  He  knew  of  no  term  in  the 
whole  of  medicine  which  was  more  casually  applied  than  that  of  hysteria. 
For  his  part,  he  did  not  think  that  he  had  ever  seen  a  case  of  deafness 
that  he  would  define  as  one  of  true  hysteria.  Nearly  all  the  cases  of 
functional  trouble  which  he  had  come  across,  and  in  many  of  which 
nerve  fatigue  was  present,  were  shown,  not  so  much  in  deafness  as  in 
other  affections  of  the  auditory  apparatus.  For  instance,  we  saw  it  in 
hyperaesthesia  acustica,  in  which  condition  the  sufferer  could  not  live 
in  a  house  with  a  piano,  so  great  was  the'  degree  of  auditory  hyper- 
sensitiveness,  and  the  striking  of  some  particular  note  or  chord  caused  a 
painful  sensation.  Many  functional  ear  conditions  were  associated  with 
weak  heart  and  alterations  in  blood-pressure,  and  there  was  an  undoubted 
connection  between  the  cardiac  and  the  aural  conditions.  He  once  knew 
a  case  of  functional  deafness  which  was  associated  with  inability  to 
stand  and  which  threatened  rather  serious  consequences  to  the  person 
affected.  The  deafness  and  staggering  gait  passed  off  the  same  day.  It 
had  followed  on  an  unusually  large  dose  (30  gr.)  of  quinine. 

Dr.  Pegler  had  not  heard  any  mention  as  to  whether  the  condition 
was  much  associated  with  tinnitus.  He  had  recently  seen  a  lady  with 
unilateral  deafness  associated  with  tinnitus,  which  was  probably  func- 
tional. In  her  right  ear  she  complained  of  sounds  like  the  rushing  of 
water  down  a  weir.  She  had  lived  for  twelve  years  in  a  house  near  a 
lar<'e  weir,  and  sleeping  in  a  room  much  exposed  to  the  noise  of  the  water. 
The  treatment  consisted  in  regular  catheterisation  with  medicated  vapour 
\mder  pi-essin-e  and  vibratory  massage  of  the  tympanic  membrane,  com- 
l)ined  with  hydrobromic  acid  and  strychnine.  Removal  to  another 
resilience  completed  the  cure. 

Mr.  Macleod  Yearslet  related  the  case  of  a  malingerer  whom  it 
was  very  difficult  to  catch.  Finally,  he  retired  with  the  other  surgeons 
to  a  far  part  of  the  room  while  the  subject  was  getting  ready  to  go,  and 
lie  (Mr.  Yearsley)  told  them  in  an  ordinary  low  voice  funny  stories, 
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watcliin<^'  the  man's  face  meanwhile.  The  man  was  quite  unable  to 
restrain  his  laughter,  thouo-h  it  was  patent  that  for  some  time  he  had 
been  makini;-  great  efforts  to  control  his  muscles. 

Dr.  Dan  McKenzie  considered  that  in  organic  deafness,  particularly 
in  old-standing  cases,  there  was  an  element  of  functional  disability. 
It  was  to  this  fact,  probably,  that  the  success  of  those  forms  of  treating 
deafness  by  means  of  musical  noises  was  to  be  attributed ;  that  the 
noises  aroused  the  nerve-centres  and  rendered  them  more  acute  by 
re-educating  them.  Other  methods  of  treatment  which  were  successful 
in  some  people's  hands  exclusively  also  owed  their  success  to  this  fact  in 
all  probability.  With  regard  to  the  presence  of  functional  disability  in 
an  organic  case,  he  had  a  case,  which  he  saw  some  time  ago,  in  a  lady  who 
was  absolutely  deaf  to  all  sound  save  thunder,  and  had  conversed  on  her 
fingers  for  twenty  years,  yet  her  bone-conduction  for  the  tuning-fork  over 
the  mastoiil  was  increased.  One  did  not  find  such  severe  deafness  from 
middle-ear  disease  alone,  consequently  the  case  must  have  been  one  in 
which  the  deafness  was  to  a  great  extent  functional. 

Mr.  Hugh  Jones  said  he  had  thought  there  was  often  an  added 
element  of  functional  deafness,  not  only  in  cases  of  chronic  deafness, 
but  in  more  or  less  recent  deafness  in  children  and  adolescents  of 
degenerate  type.  Beside  the  stigmata  of  degeneracy  in  the  naso-pharynx 
and  palate  it  was  possible  that  there  was  an  epithelial  change  in  rtlie 
nerve  apparatus,  somewhat  comparable  to  that  seen  in  the  teeth, 
crystalline  lens,  and  other  epililastic  tissues,  which  accounted  for  much  of 
the  deafness  which  one  found  it  difficult  to  label,  and  -which  made  such 
individuals  liable  to  functional  deafness. 

Mr.  Mark  Hovell,  in  reply,  said  that  some  difficulties  in  hearing  he 
attributed  to  the  patient  getting  into  a  condition  in  which  no  attempt  was 
made  to  listen ;  it  might  l)e  called  a  disuse  npathy. 


PROCEEDINGS     OF     THE     ROYAL     SOCIETY    OF 
MEDICINE— LARYNGOLOGICAL    SECTION. 


February  7,  1913. 

Mi;.  T.  Mark  Hovell,  Vice-President  of  the  Section,  in  the  Chair. 

Treatment  of  Sarcoma  of  the  Neck  (secondary  to  Tonsil)  by 
Seleniol  Injections.— C.  W.  M.  Hope,  F.R.C.S.— Male,  aged  twenty- 
tive,  came  to  Gi-olden  Square  on  September  7,  \\)\'2,  with  swelling  of  right 
tonsil ;  two  months'  history  of  enlargement.  Tonsil  Avas  size  of  a  hen's 
egg,  hard,  and  ulcerated  on  the  anterior  surface,  September  17: 
Removed  Ijy  enucleation  r;'''  the  mouth,  after  a  preliminary  laryngotomy. 
Microscopical  report :  Mixed-celled  sarcoma.  November  li  :  Slight  indu- 
ration felt  beneath  upper  end  of  right  sterno-mastoid.  December  6  :  As 
mass  was  increasing,  extending  from  base  of  mastoid  process  to  upper 
border  of  thyroid  cartilage,  and  head  movements  were  becoming  limited, 
it  was  cut  down  on.  The  whole  of  the  tissues  were  indurated,  and  a 
gland  was  removed  lying  very  deep  in  front  of  the  transverse  process  of 
the  second  cervical  vertebra.  It  was  broken  down  and  necrotic.  Wound 
healed  by  first  intention.  December  13  :  Microscopic  report — sarcoma 
undergoing  necrotic  changes.     December  14,  17,  21,  24,  and  28  :  3  c.c.  of 
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seleuiol  injected  into  the  mass  on  each  of  these  dates.  January  10, 1913  : 
The  deep  mass  has  completely  gone ;  only  thickening  present  in  scar, 
which  is  freely  movable.  Patient  feels  and  looks  very  well ;  has  gained 
5  lb.  in  weight  in  the  last  two  weeks. 

Mr.  DE  Santi  said  he  did  not  think  the  method  used  in  the  case  had 
done  any  real  good.  He  had  not  tried  the  seleniol  method,  but  he  had 
occasionally  tried  other  vaunted  and  new  substances  for  inoperable  malig- 
nant growths,  such  as  Coley's  fluid,  but  had  not  found  any  of  them  of 
any  use  at  all.  In  the  case  shoAvn  by  Mr.  Hope  the  tonsil  had  lieen 
eniicleated,  and  he  did  not  see  why  the  glands  also  were  not  removed  at 
the  same  time,  or  shortly  afterwards,  whether  enlarged  or  not.  He  had 
had  eight  or  nine  such  cases,  and  there  had  been  recun-ence  in  all  of  them 
within  periods  ranging  from  three  mouths  to  four  years.  As  a  rule 
these  cases  were  very  hopeless,  and  he  feared  this  patient  would  go  from 
bad  to  worse. 

Mr.  Betham  Eobinson  did  not  agree  with  such  a  strict  laying  down 
of  the  law  as  Mr.  de  Santi  had  given,  as  there  were  cases  of  sarcoma  of 
tonsil  clinically  which  had  different  histological  appearances  ;  those  of 
the  soft  lymphadenomatous  type  did  very  well  from  the  point  of  view  of 
the  operation.  Even  if  the  growth  did  recur,  which  was  highly  probable, 
the  interval  might  be  considerable,  therefore  he  woiild  not  agree  that 
such  cases  should  not  be  touched.  He  agreed  that  the  cases  where  there 
was  much  infiltration  in  the  neck,  without  marked  definition,  were  hope- 
less and  would  rapidly  recur. 

Dr.  Bronner  asked  if  any  member  had  tried  antimeristem  ? 

Mr.  Harmer  had  treated  a  case  of  extrinsic  carcinoma  of  the  larynx 
with  it,  and  believed  that  it  had  increased  the  rate  of  growth  very 
materially. 

Mr.  Hope,  in  reply,  said  that  he  did  not  bring  the  case  forward  as 
cured,  but  the  man  had  an  enormous  mass  in  his  neck  when  he  started  to 
inject  him  and  it  would  have  been  hopeless  to  attempt  to  remove  the 
whole  mass.  The  mass  subsided  to  some  thickening  beneath  the  skin 
incision.  He  started  injecting  him  again  on  his  second  visit  and  the 
growth  was  again  smaller. 

Laryngeal  Tumour  treated  with   Seleniol.— C.   W.   M.  Hope, 

F.R.C.S. — Male,  aged  fifty-three.  Loss  of  voice  for  several  months,  with 
increasing  dyspnoea.  Admitted  November,  1912,  with  marked  stridor, 
hoarseness,  and  inability  to  lie  doAvu  in  bed.  Right  arytsenoid  and  ven- 
tricular band  were  replaced  by  a  large  red,  smooth  swelling,  not  mobile ; 
left  arytsenoid  and  cord  also  swollen,  but  much  less  so  ;  movable.  Neither 
cord  could  be  seen  and  there  Avas  practically  no  glottis.  Diagnosis  made 
of  swelling  above  a  malignant  ulceration.  There  was  some  definite 
thickening  on  the  right  side  of  the  neck  over  the  right  ala  of  the  thyroid, 
and  a  small,  hard  gland  could  be  palpated.  As  patient  seemed  so  ill  and 
in  bad  condition  laryngectomy  was  not  advised.  Injections  of  seleuiol 
(3  c.c.)  were  made  three  times  a  week  into  the  deep  tissues  near  tlie  right 
ala  of  the  thyroid  cartilage.  After  the  second  injection  patient  felt  great 
relief,  all  dyspnoea  disappeared,  and  he  has  since  been  able  to  lie  down 
and  sleep  the  night  through.  He  feels  much  improved  generally  and 
looks  better.  Weight  is  stationary.  January  16,  1913,  by  direct  method, 
a  large  fungating  mass  was  seen  involving  the  right  side  of  the 
epiglottis  on  its  laryngeal  surface,  the  right  arytjenoid,  and  extending 
down  through  the  glottis.  On  January  29,  1913,  the  fungating  mass 
had  largely  disappeared,  leaving  a  large,  fairly  clean  ulcer,  and  at  the 
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lower  bonier  the  eriooid  liiii;,-  eould  be  I'elt  bare.  Patient  has  now  a  much 
lari^er  glottis  and  the  posterior  part  of  the  left  cord  can  be  seen  by 
indirect  examination.  Seleniol  is  an  electrolytic  colloid  of  the  metal 
selenium,  and  may  be  injected  subcutaneously,  intravenously,  or  directlv 
into  the  tumour.  There  is  absolutely  no  toxic  effect,  and  the  s.?rowth  is 
said  to  either  absorb  or  liquefy. 

Pedunculated  Growth  of  Nose. — W.  H.  Kelson,  M.D.— A  man. 
aged  seventy-two,  came  complaining  of  watery  discharge  and  difficult v 
in  breathing  through  the  nose.  There  was  a  pedunculated  growth  taking- 
origin  just  below  the  anterior  end  of  the  right  inferior  turbinal. 

Dr.  Pegler  said  that  although  one  could  not  feel  sure  what  such  a 
case  was  until  examined  microscopically,  he  thought  this  would  prove  to 
be  a  mucous  hypertrophy  of  the  inferior  turbinal,  with  an  exceptionally 
narrow  pedicle. 

Dr.  Kelson  considered  the  condition  rare.  He  proposed  removing 
the  growth,  and  would  show  a  section  of  it  at  a  subsequent  meeting. 

Syphilitic  Laryngeal  Stenosis  with  Calcification  of  the  Fascia 
of  the  Neck.— T.  B.  Layton,  M.S. — This  patient  was  formerly  shown 
at  the  Laryngological  Society  at  its  fifty-first  ordinary  meeting  on  June 
2, 1899,  and  the  following  is  copied  from  the  proceedings  of  that  meeting. 
(Shown  for  Mr.  Charters  Symonds  by  Mr.  Steward.)  The  patient,  a 
woman,  aged  thirty-two,  complained  of  loss  of  voice  and  difficulty  in 
breathing,  and  gave  the  following  history  :  When  a  child  she  had  an 
abscess  on  the  right  side  of  the  neck,  and  at  about  the  same  time  she 
became  deaf.  About  ten  years  ago  (i.  e.  in  1889)  swelling  and  stiffness 
of  the  neck  began,  and  this  has  gradually  increased  since  that  time.  The 
present  attack  of  hoarseness  commenced  three  months  ago.  The  patient 
is  deaf,  the  skin  pallid,  the  bridge  of  the  nose  liroad  and  flattened.  Just 
behind  the  angle  of  the  jaw  on  the  right  side  is  a  lai'ge  scar.  The  whole 
of  the  structures  in  the  front  of  the  neck  are  hard  and  matted.  There  is 
great  thickening  around  the  hyoid  bone  and  thyroid  and  cricoid  cartilages, 
and  these  structures  appear  to  be  united  in  a  dense,  hard  mass.  There 
are  several  enlarged  glands  in  the  submaxillary  region,  and  lower  down 
in  the  neck  are  several  very  hard  nodules,  one,  particularly  hard,  being 
situated  in  the  right  steruo-mastoid  muscle.  The  soft  palate  and  pharynx 
are  much  scarred,  and  are  adherent  to  one  another.  The  upper  opening 
of  the  larynx  is  red  and  SAVollen,  and  there  is  ulceration  on  the  right 
ventricular  band. 

In  the  subsequent  discussion  Sir  Felix  Semou  suggested  that  the 
condition  might  be  specific,  and  Mr.  Steward  agreed.  This  view  has 
since  been  confimied ;  firstly,  because  the  Wassermanu  reaction  was 
positive,  and  secondly,  because  interstitial  keratitis  has  appeared. 

The  impression  of  Mr.  Steward  is  that  the  external  condition  in  the 
neck  is  unchanged  since  he  saw  her  thirteen  years  ago.  The  present 
condition  differs,  however,  in  two  ways  from  the  description  given 
above : 

(1)  The  bridge  of  the  nose  is  no  longer  "  bi'oad  and  flattened," 
suggesting  that  there  was  then  active  inflammation  which  has  since 
become  quiescent. 

(2)  There  is  now^  no  sign  of  any  active  disease  in  the  larynx.  There 
is  no  redness,  swelling  or  ulceration  either  of  the  epiglottis  or  of  that 
part  of  the  arytaenoid  region  which  can  be  seen.     Examination,  direct   or 


488  The  journal  of  Laryngology,     [September,  1913. 

indirect,  of  the  larynx  is  impossible  because  the  contraction  of  the  neck 

prohibits  extension  of  the  head- 
She   suffers  from   some  dyspnoea,  which   varies  from   time  to  time. 

Salvarsau  (0'6  grm.)  was  given  intravenously  in  May,  1912,  but  does  not 

seem  to  have  made  any  difference.     Au  X-ray  picture  shows  the  mass  to 

throw  a  dense  shadow. 

Will  the  case  progress  so  much  as  to  need  a  tracheotomy  r  and  if  so, 

is  there  any  means  of  fiudiug  out  whether  the  contraction  is  limited  to 

the  larynx  or  extends  right  down  the  trachea  ? 

Mr.  Betham  Robinson  said  that  the  extreme  hardness  about  the  hyoid 

bone  and  below  the  jaw  was  much  the  same  as  fifteen  years  ago,  but  there 

was  now  more  thickening  about  the  right  steruo-mastoid,  and  the  nodviles 

seemed  to  be  in  the  fascia  over  it ;  the  laryngeal  appearances  were  little 

changed. 

Mr.  Layton  replied  that  if  tracheotomy  was  suggested  thirteen  years 

ago  and  she  had  done  without  it,  that  Avas  a  reason  for  staying  one's 

hand  now. 

Webbing  of  the  Yocal  Cords  in  the  Anterior  Commissure  due 
to  a  Shot  Wound.— John  F.  O'Malley,  F.R.C.S.- A  boy.  aged  eleven. 
Sixteen  weeks  ago  he  was  standing  near  a  brick  wall  with  his  right  side 
towards  it.  His  brother,  who  was  cleaning  a  toy  gun,  which  contained 
an  •'  Eley  14  "  cartridge,  fired  it  off  by  accident  against  the  wall  close  to 
where  the  patient  stood.  Sevex'al  of  the  pellets  ricochetted  off  the  wall 
and  lodged  in  the  patient's  neck.  He  expectorated  some  blood  imme- 
diately and  became  hoarse  soon  after  the  accident,  and  his  voice  has 
remained  altered  since  then.  An  X-ray  examination  shows  four  pellets 
on  the  right  side  and  one  on  the  left.  The  latter  is  opposite  the  trans- 
verse process  of  the  seventh  cervical  vertebra,  and  to  reach  this  position 
it  must  have  traversed  the  larynx  from  the  right  side,  and  in  doing  so 
has  damaged  the  vocal  cords.  A  lai-yngeal  examination  shows  the  anterior 
third  of  both  cords  united  by  a  web  or  band  of  connective  tissue.  The . 
movements  of  the  cords  behind  the  adhesion,  and  of  the  arytaenoids,  are 
quite  good. 

Mr.  Barwell  some  years  ago  had  a  similar  case  in  a  man  as  a  result 
of  a  gunshot  injury  in  the  Zulu  war.  He  had  almost  the  same  kind  of 
adhesion  between  the  vocal  cords.  As  the  aperture  was  ample  for 
breathing  nothing  was  done.  That  was  the  case  here  also,  so  he  would 
not  advise  treatment  from  that  point  of  view. 

Mr.  Waggett  thought  it  undesirable  that  the  boy  should  be  allowed 
to  grow  up  with  such  a  voice.  A  plastic  operation,  after  laryngo-fissure, 
entailed  no  danger,  and  even  if  unsuccessful  could  not  leave  the  voice 
worse  than  it  already  w'as. 

Dr.  FitzGerald  Powell  did  not  think  than  an  operation  was 
indicated  in  this  case  at  the  boy's  present  age,  and  advised  waiting  until 
his  voice  had  changed,  and  he  had  grown  older.  At  the  present  time 
there  was  plenty  of  room  for  breathing,  and  though  his  voice  was  bad, 
there  Avas  a  danger  of  making  it  much  worse  if  he  were  operated  on. 

Dr.  H.  J.  Davis  wt)uld  not  do  anything  in  this  boy's  case  at  present; 
his  larynx  was  very  small  and  undevelo]»ed.  But  if  anything  were  done 
he  thought  it  should  be  through  the  bronchoscope  by  dilatation.  He 
thought,  with  Dr.  Powell,  that  the  voice  might  be  worse  after  thyrotomy. 

Dr.  MiLLiGAN  said  he  would  operate  by  one  or  other  of  the  methods 
suggested,  because  if  left  until  the  boy's  voice  was  fully  developed  thei-e 
would  be  considerable  atrophy  of  muscles. 
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Dr.  Lambert  Lack  expressed  the  view  that  operations  on  the  hirvnx 
in  children  were  usually  failures,  and  it  was  better  to  defer  operation 
until  they  had  grown  up.  Not  only  might  operation  permanently  impair 
the  voice,  but  it  might  cause  stricture  of  the  larynx. 

The  Chairjian  (Mr.  Mark  Hovell)  said  his  view  was  that  it  should 
lie  left  for  a  time  to  allow  the  larynx  to  develop. 

Adhesion  of  Uvula  and  Soft  Palate  to  Posterior  Pharyngeal 
Wall  in  a  Girl,  aged  twelve.— James  Donelan,  M.B. — Neither  parent 
nor  patient  has  any  recollection  of  any  throat  affection.  Was  sent  to 
Italian  Hospital  by  school  inspector  on  account  of  imperfect  nasal 
respiration.  The  father  was  a  healthy  man  until  two  years  ago,  when  he 
developed  tuberculosis.  He  is  now  in  an  advanced  stage  of  the  disease. 
The  mother  is  a  healthy  woman.  Four  healthy  children  older  than  this. 
No  miscarriages.     Patient  has  chronic  otitis  media  on  right  side. 

Dr.  Donelan  added  that  since  he  examined  the  case  a  fortnight  ago 
and  hooked  a  bent  probe  around  the  uvula  it  had  become  detached.  It 
had  also  shrunk  to  a  third  of  its  former  length. 

Dr.  McKenzie  asked  what  was  the  experience  of  members  in  operation 
for  adhesions  between  the  soft  palate  and  the  posterior  pharyngeal  wall. 
He  had  operated  twice  on  such  a  case  and  found  it  unsuccessful.  He  saw 
a  case  in  which  Dr.  Clrant  removed  part  of  the  bony  palate  and  after  the 
operation  brought  the  uvula  forward  by  suture  and  attached  the  suture 
to  one  of  the  incisor  teeth  ;  the  result  was  the  best  he  had  seen.  Another 
method  was  to  put  two  long  rubber  tubes  in,  one  through  each  nostril, 
bring  them  out  of  the  mouth  and  attach  them  outside. 

Mr.  DE  Santi  mentioned  a  successful  case  shown  some  years  ago  in 
which  there  was  complete  adhesion  between  the  remains  of  the  soft  palate 
and  the  posterior  wall  of  the  pharynx.  Mr.  W.  G.  Spencer  detacheil  the 
adhesions  with  scissors  and  a  raspatory.  There  was  sevei-e  haemorrhage, 
but  he  proceeded  with  the  operation  by  turning  forward  on  itself  all  the 
soft  parts  au'l  transfixing  the  rolled-up  soft  parts  with  silver  sutures,  the 
ends  of  which  were  passed  through  the  muco-periosteum  of  the  hard 
palate  and  the  stitches  were  left  to  cut  their  way  out.  There  was  pre- 
viously no  apertui'e  between  the  nasopharynx  and  the  orophai*ynx,  but, 
afterwards  a  large  forefinger  could  be  passed  behind.  Two  years  later 
she  came  vmder  him  (]Mr.  de  Santi)  with  complete  re-contraction,  but  no 
re-adhesious,  and  an  ordinary  Eustachian  catheter  could  not  be  passed  up 
into  the  nasopharynx.  Shortly  after  Mr.  Spencer's  case  he  (the  speaker) 
hai.l  an  exactly  similar  case  of  his  own  and  expected  severe  haemorrhage, 
but  there  was  no  great  bleeding.  Though  that  was  ten  years  ago 
re  contraction  had  not  occurred  and  there  was  an  excellent  opening,  and 
he  had  had  three  or  four  similarly  treated  since.  In  all  of  them  some  re- 
contraction  had  occurred  but  no  re-adhesion,  and  in  every  case  a  sutiicieut 
opening  -was  obtained  for  all  post-nasal  discharges,  etc.,  to  come  down 
into  the  mouth. 

Mr.  Betham  Robinson  mentioned  a  case  shown  some  years  ago  in 
which  he  passed  a  bent  sheet  of  lead  round  the  detached  soft  palate,  with 
silks  at  each  corner,  the  upper  silks  going  through  each  nostril  and  the 
lower  through  the  mouth.  The  plate  was  kept  in  position  for  a  fortnight, 
and  it  did  very  well. 

Dr.  MiLLiGAN  said  it  Avas  very  difficult  to  prevent  such  cases  re- 
adhering.  .  He  recentlv  had  a  case  of  complete  adhesion  to  the  soft  palate 
and  had  operated  upon  it  twice.  He  first  used  a  rul)ber  drainage  tube  to 
pull  the  palate  forward,  but  the  patient  said  he  had  been  uncomfortable 
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for  days.  lu  two  years  he  came  back  with  au  aperture  which  would  only 
admit  a  pencil.  He  then  passed  tapes  of  lead  through  the  nose  and 
round  the  upper  lip,  keeping  them  in  situ  for  ten  days.  The  result  was 
fairly  good  ;  but  he  saw  the  patient  again  eighteen  months  ago,  and 
though  the  aperture  was  now  somewhat  larger,  the  result  was  still  poor. 

Dr.  Fitzgerald  Powell  had  three  or  four  cases  in  which  he  had 
operated,  and  in  one  particularly  he  had  an  excellent  result  wdiich  per- 
sisted. It  w^as  the  retraction  of  the  palate  wdiich  was  the  diflBculty  ;  it 
was  not  so  difficult  to  prevent  the  adhesions.  He  had  used  large  rubber 
tubing  with  silk  throvigh  the  nose,  which  could  be  taken  out  to  clean. 
They  were  kept  in  for  a  month  or  two.  He  thought  the  use  of  the  tubing- 
should  be  persisted  in  for  a  long  trial  to  oljtain  a  good  result. 

The  Chairman  remarked  that  grafting  had  not  been  referred  to. 
The  best  tissue  for  that  purpose  was  a  child's  prepuce.  An  actress  came 
to  him  about  nine  years  ago  wdth  some  slight  nasal  obstruction,  which  at 
the  most  required  cauterisation.  A  few  months  later  she  came  with  a 
considerable  amount  of  stenosis  in  the  nasopharynx,  and  inquiry  revealed 
the  fact  that  she  had  been  operated  uj^on  for  nasal  obstruction.  The  soft 
palate  had  been  severely  lacerated,  and  in  consequence,  except  in  the 
centre,  was  adherent  by  almost  the  entire  length  of  its  edge  to  the 
posterior  wall  of  the  pharynx.  Her  voice  was  considerably  affected. 
Subsecfuently  the  soft  palate  was  separated  and  a  portion  of  a  child's 
prepuce,  from  which  the  skin  had  been  removed,  was  sewn  to  the  loAver 
part  of  its  edge  on  each  side.  When  seen  about  nine  months  ago  there 
was  still  a  very  good  opening. 

Dr.  DoNELAN  had  had  last  year  a  case  in  which  the  right  posterior 
pillar  and  part  of  soft  palate  were  adherent  to  the  pharyngeal  wall.  After 
prolonged  antisyphilitic  treatment  he  had  divided  the  adhesions  and 
maintained  the  separation  by  extension  of  the  patient's  tooth-plate  on 
the  affected  side.  This  was  used  for  nearly  six  months  and  the  trouble 
had  not  recurred.  He  had  often  thought  that  a  special  plate,  curved  well 
up  behind  the  choana,  with  room  in  it  for  the  folded  palate,  would  be  a 
very  xiseful  apparatus  in  such  cases. 

Combined  Tonsillotome-Tonsillectome.— James^  Donelan,  M.B. 

— The  tonsillotome  is  that  of  which  the  working  model  was  shown  oil 
November  1.^  In  view  of  the  present  vogue  of  instruments  with  blunt 
blades  for  the  purpose  of  enucleation  in  giving  the  instrument  its  definite 
form,  it  has  been  made  more  strongly  and  fitted  Avith  an  accessory  blunt 
blade.  When  the  blunt  blade  has  been  well  driven  home  by  the  thumb 
in  the  ordinary  way,  a  screw  can  be  readily  attached  and  the  enucleation 
completed  by  pressure.  The  shape  of  the  lunette  is  also  such  that  on 
tightening  up  the  screw  a  scissors  action  is  obtained  from  the  closure  of 
the  angles  between  its  edges  and  those  of  the  blade.  This  instrument 
has  also  a  sharp  blade  for  ordinary  tonsillotomy.  In  adding  this  device 
for  the  convenience  of  those  who  favour  this  method  of  enucleation  the 
exhibitor  does  not  wish  to  be  understood  to  share  their  views. 

Dr.  Watson-Williams  showed  the  latest  pattern  of  his  tonsillectomy 
forceps,  an  instrument  which  he  originally  devised  because  his  thumb  was 
too  weak  to  use  with  comfort  the  ordinary  Schluder  pattern  Avith  a  blunt 
blade.  The  blade  being  driven  home  by  the  grasp  of  the  hand,  it  would 
readily  separate  the  tonsil  from  its  bed,  or  cut  through  the  most  fibrous 
tonsil  if  so  desired.  It  was  especially  serviceable  in  rapidly  enucleating 
tonsils  in  children  under  short  anaesthesia. 

'  Sec  JouHN.  OF  Laktngol.,  Khinol.,  and  Otol  ,  April,  191.S,  ji.  202. 
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Sluder's  Guillotines.— H.  J.  Davis,  M.B. — Au  aLcount  of  these 
instruments  was  ^'iven  at  the  hxst  meeting  of  the  Section.  The  exhibitor 
exhibited  them  again,  togetlier  with  other  instruments  exhibited  by  others 
who  have  designed  them  with  the  same  object  in  view — i.  e.  enucleation 
of  the  tonsil  with  the  capsule  intact. 

Mr.  Hope  said  he  did  not  like  the  handle  of  the  Sluder  instrument, 
becuise  it  got  in  the  way  when  opening.     The  old  handle  was  preferal)le. 

Mr.  Faulder  said  he  used  nothing  for  this  purpose  except  the  old 
Mackenzie  instrument,  with  Heaths  strengthening. 

Mr.  O'Malley  said  he  did  not  like  the  slotted  ring;  his  instrument 
liad  a  recess  instead  of  a  slot,  and  that  was  filled  with  lead.  The 
haemorrhage  he  had  from  the  operation  now  averaged  only  three 
drachms. 

Mr.  HoRSFORD  had  made  a  modification  of  Heath's  instrument,  by 
making  the  shaft  stronger  and  the  cutting  point  thinner.  He  tried  it  on 
lialf  a  dozen  cases,  and  in  each  there  was  complete  enucleation.  Success 
depended  on  pressing  the  tonsil  forward  against  the  angle  of  the  jaw. 

Dr.  Dan  McKenzie  asked  whether  those  who  preferred  crushing  had 
watched  their  cases  afterwards  in  respect  to  the  cicatrisation.  He  had 
seen  nasty  cicatrices  after  the  procedure. 

Dr.  Milligan  said  he  had  seen  Sluder  operate,  and  he  had  watched  a 
house-surgeon  at  one  of  the  Boston  hospitals  use  the  snare,  and  he  came 
away  impressed  with  it ;  although  only  a  junior  he  did  the  operation  with 
great  skill  and  finish.  Sluder"s  method  seemed  somewhat  brutal  in 
respect  to  the  force  used. 

Mr.  "Waggett  advocated  the  use  of  the  snare  for  enucleation.  The 
operation  was  performed  in  a  bloodless  field  if  two  snares  were  employed 
after  the  manner  recommended  bvGuisez.  The  double  operation  occupied 
about  ninety  seconds,  and  failure  to  accomplish  complete  enucleation  was 
very  rare. 

Dr.  Dundas  Grant  said  that  when  the  upper  pole  of  the  tonsil 
extended  far  up,  its  enucleation  was  considerably  facilitated  by  means  of 
a  small  incision  cut  through  the  uppermost  part  of  the  anterior  pillar 
into  the  bed  of  the  tonsil.  This  was  best  accomplished  by  a  small 
rectangular  knife,  sharp  on  the  edge  and  blunt  at  the  tip.  When 
tliis  was  done  the  upper  pole  was  generally  enucleated  quite  easily  by 
means  of  the  guillotine.  The  removal  of  this  part  of  the  tonsil  was  of 
special  importance  in  cases  of  recurrent  peritonsillar  abscess. 

Dr.  Kelson  said  that  it  should  always  be  remembered  that  some 
tonsils  were  easily  removed,  but  others  difiicult,  and  these  latter  were  the 
ones  which  chiefly  interested  us.  The  extremely  rapid  enucleations  one 
sometimes  heard  of  referred  to  the  former. 

The  Chairman  used  the  Mackenzie  instrument.  With  a  new  instru- 
ment the  blade  was  on  the  edge  of  the  opening.  If  a  tousillotome  was  so 
thin  that  it  bent,  he  should  scrap  it  and  buy  a  new  one,  as  au  instrument 
in  good  condition  was  rii'id. 


Serrated  Adenoid  Curette. — H.  J.  Davis,  M.B. — This  instrument 
was  designed  by  Dr.  Leslie-Davis,  of  Philadelphia,  U.S.A. ;  it  is  thin, 
flat,  and  very  sharp,  and  the  cutting  blade  is  serrated  in  a  series  of 
curves.  The  exhibitor  has  used  the  instrument,  and  when  used  in  the 
way  the  designer  intends,  it  answers  its  purpose  remai-kably  well.  The 
instrument  is  inserted  behind  the  palate,  then  rotated  rapidly  on  its 
"vertical  axis,  quickly  withdrawn,  and  the  growth  is  removed  in  toto. 
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Swelling  in  the  Right  Upper  Jaw  in  a  Boy,  aged  eight.— H.  J. 
Davis,  M.B.  —  The  tumour  is  either  a  <leutal  cyst  or  a  sarcoma  ;  it  has 
been  growing  steadily  the  last  few  months.  The  right  side  of  the  face  is 
opaque  to  Heryng's  transilluminator.  The  tumour  appears  to  be  bony  in 
parts,  and  fluctuates  (?)  in  others.  The  jaw-bone  is  expanded  and  the 
palate  bulged  inwardly. 

Mr.  Robinson  said  there  was  no  doubt  it  was  a  cyst.  On  pressing 
on  the  sui-face  of  the  palate  one  foimd  definite  elasticity,  and  from  the 
irregular  condition  of  the  teeth  it  was  probably  a  dentigerous  cyst 
with  a  tooth  inside  rather  than  a  dental  cyst,  which  was  usually 
associated  with  root  inflammation.  He  did  not  think  it  Avas  connected 
with  the  antrum. 

Dr.  Davis  replied  that  it  Avas  now  larger  and  denser  than  it  was  a 
fortnight  ago.  Three  years  ago  he  exhibited  a  similar  case ;  it  was 
operated  upon  by  the  house-surgeon  in  the  out-patient  department,  and 
the  boy  developed  osteomyelitis  of  the  jaw,  and  nearly  died.  There  wus 
always  some  risk  that  these  cases  might  become  septic  when  dealt  with 
by  the  buccal  route.  The  whole  of  that  side  of  the  face  w'as  dark  on 
transillumination. 

Mr.  EoBiNSON  had  removed  a  dentigerous  cyst  from  a  child  of  the 
same  age,  and  in  the  same  position,  and  he  littered  the  caution  that  the 
antrum  was  probably  a  very  small  one,  and  was  overlapped  in  front  by 
the  cyst,  and  it  Avould  be  easy  to  enter  the  antrum. 

Dr.  FitzGerald  Powell  said:  As  the  antrum  was  dark  on  trans- 
illumination it  should  be  explored  before  an  operation  was  done,  as  there 
might  be  a  solid  growth  in  the  antrum  and  not  a  cyst. 

Rodent  Ulcer  of  Orbit.— H.  J.  Davis,  M.B. — Operation  has  been 
performed  and  the  eye  removed.  The  outer  wall  of  the  nasal  cavity  is 
freely  exposed,  shoAving  the  fronto-nasal  duct,  the  ethmoid  cells  and  the 
outer  surface  of  the  superior  and  middle  tubinate  bones.  The  patient  is 
a  Avoman,  aged  forty-five,  and  has  had  an  extensive  operation  on  the  orbit. 
The  upper  eyelid  is  adherent  to  the  posterior  orbital  wall.  The  inner 
orbital  plate  has  been  removed,  showing  the  structures  as  above  described 
in  situ.     There  is  no  disease  in  the  nasal  cavity. 

[Note. — March  7  :  The  patient  was  operated  upon  a  few  days  later. 
The  large  cavity  entered  was  full  of  pus,  and  the  disease  was  reported 
upon  as  tuberculous.] 

Lupus  of  the  Tongue. ^H.  J.  Davis,  M.B. —Patient  is  a  boy,  aged 
fourteen.  Both  nostrils  are  filled  with  lupoid  growth.  The  palate, 
pharynx,  posterior  nares,  the  epiglottis  and  the  skin  all  sIioav  typical  lupoid 
patches.  The  boy  is  in  no  inconvenience  Avhatever,  but  he  is  very  pale 
and  looks  ill.  Lupus  of  the  tongue  is  rare  ;  it  is  proposed  to  excise  the 
granular  patch  on  the  tongue,  to  curette  the  nares,  ami  to  treat  the  palate 
and  epiglottis  with  lactic  acid,  50  per  cent.,  and  orthoform,  and  to  give 
injections  of  tuberculin. 

Dr.  Petkrs  said  the  case  shoAved  the  different  characteristics  according 
to  the  situation  :  Hypertrophic  lupus  on  a  moist  surface,  such  as  in  this 
case  on  the  palate,  an  almost  atrophic  condition  when  it  affected  a  dry 
spot -the  anterior  nares  in  this  case — and  Avarty  lupus  on  a  thickened 
surface,  the  friction  surface  of  the  tongue. 

?  Leontiasis  Ossea.— T.  Jefferson  Faulder,  F.R.C.S.— F.  C . 

aged  tAventy-four.     Historv  :   Swelling  in  the  nose  and  of  the  Idt  side 
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of  tlio  face  noticed  for  three  years.  Watering-  of  the  left  eye  for  about 
tlie  same  period.  No  i>ther  syinptoins  comphiined  of.  Present  condition  : 
Epiphora  of  left  eye  :  slight  fulness  of  the  left  cheek  ;  mucous  meniljrane 
in  the  Hoor  of  the  left  nostril  raised  hy  a  swelling;- which  is  intensely  hard. 
On  transillumination  the  left  side  of  the  face  is  absolutely  dark,  the  right 
side  nearly  so.  Skiagrams  show  a  diffuse  thickening  of  the  left  superior 
maxilla,  and,  to  a  less  extent,  of  the  right  side  also.  Attempts  made  to 
explore  the  tumour  with  a  trocar  in  various  places  through  the  nostril 
proved  its  extreme  hardness.  He  did  not  conten)plate  interfering  surgi- 
cally with  the  tumour  itself  as  it  had  no  definite  boundaries.  But  as  the 
patient  had  permanent  obstruction  of  the  nasal  duct,  he  seemed  to  be 
running  a  risk  of  infection  of  the  lachrymal  apparatus,  and  the  question 
was  whether  the  lachrymal  sac  should  be  removed,  or  whether  some  other 
way  of  relieving  the  epiphora  could  be. found. 

Mr.  KoBiNSON  thought  it  a  chronic  inflammatory  condition  of  the 
bone  (osteosclerosis),  spreading  widely,  and  probably  it  was  of  the 
leontiasis  ossea  type.     Iodide  of  potassium  should  be  given. 

Dr.  DoNELAN  regarded  it  as  a  case  of  old  inflammatory  thickening  of 
the  bone.  The  patient  said  he  had  had  rhinorrhoi'a  since  childhood. 
There  was  a  similar  condition  on  the  right  side,  but  it  had  not  grown  up 
from  the  floor  of  the  nose  so  as  to  obstruct  the  lachrymal  duct.  He  had 
liad  a  case  of  acute  rhinitis,  followed  by  separation  of  part  of  the  inter- 
maxillary bone.  Years  later  there  was  a  swelling  on  the  other  side,  like 
that  in  this  case.  It  was  removed  by  reflecting  the  coverings  and  gouging 
out  the  bone.  He  thought  that  a  good  result  as  regarcled  respiration 
could  be  obtained  in  this  instance,  but  it  was  unlikely  the  epiphora  would 
be  cured  without  dilatation  or  other  treatment  of  the  canaliculse. 

Mr.  DE  Santi  agreed  with  Mr.  Robinson,  and  said  he  would  not 
operate. 

Dr.  Pegler  thought  the  bilateral  character,  as  shown  by  examination 
of  the  opposite  fossa,  indicated  a  form  of  leontiasis. 

Dr.  McKenzie  suggested  that  the  nasal  duct  l^e  opened  above  the 
inferior  turbinal  in  the  outer  wall  of  the  nose. 

Chronic  Pemphi^^us. — E.  A.  Peters,  M.D. — A  male.  There  is  no 
history  of  syphilis.  Three  years  ago  the  middle  turbinals  removed, 
which  had  been  converted  into  a  mass  of  polypi.  Three  mouths  ago  a 
doctor  removed  a  small  polypus  with  a  view  to  relieving  a  non-purulent 
catarrh  of  nose  and  throat.  This  Avas  abating  when  several  small  vesicles 
appeared,  ^  in.  in  diameter,  on  the  pharyngeal  w^all  and  later  on  the 
palate.  Soon,  however,  large  vesicles  w^ere  seen  on  the  mucous  membrane 
of  the  loAver  lip,  side  of  the  nose,  lower  eyelids,  wrists  and  neck.  Dr. 
Adamson  pronounced  the  condition  as  one  of  chronic  pemphigus.  Under 
arsenic,  rest,  and  small  doses  of  opium  the  condition  has  improved,  but 
the  palate  has  again  been  attacked  l)y  large  vesicles,  measuring  ^  in.,  in 
contra-distinction  to  the  early  small  blebs.  A  bacteriological  examination 
revealed  an  occasional  white  staphylococcus,  probably  due  to  skin  con- 
tamination. 

Dr.  Scholefielu  said  the  condition  was  similar  to  that  he  had  seen 
follow  the  taking  of  a  mixture  of  iodide  of  potassium  and  autypyrine  ;  it 
occurred  in  the  i;sual  pemphigus  situations. 

Dr.  H.  J.  Davis  recommended  orthoform ;  he  had  such  a  case  where 
nothing  else  did  any  good,  and  the  insufflations  not  mily  gave  marked 
rehef  to  the  patient's  pain,  but  the  vesicles  disappeared  under  this  treat- 
ment. 
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Dr.  Peters  did  not  tliiuk  the  patient  had  been  having  iodide  of 
potassium.  The  uew  vesicles  became  larger  as  the  disease  extended  out- 
wards. He  had  used  orthoform  when  the  deeper  regions  of  the  throat 
were  affected,  to  relieve  pain  on  swallowing. 

Suppuration  of  the  Antrum  due  to  Aspergillus    fumigatus. — 
Douglas    Harmer,    F.R.C.S. — (1)    Three   tubes  showing    secretion   at 
different    stages.     (2)   Tube  showing  growth  on   maltose-agar   (Sabou- 
raud's  medium).      (3)   Films    showing   mycelium.      (4)   Films  showing 
spore-formation.       (5)   Photographs     were    exhibited.       The   patient,  a 
lady,  had  suffered  for  many  years  from  hay-fever.     In  November,  1912, 
a  severe  cold  commenced  after  motoring  in  an  open  car.     For  five  weeks 
after  there  was  a  persistent  discharge  of  mucus  from  the  right  side  of  her 
nose,  and  occasionally  a  thick  membranous  cast  from  the  back  of  the 
throat.     The  latter  was  of  brownish-yellow  colour  and  had  the   appear- 
ance   of    wet    blotting-paper.      It   was    not  offensive.     She  had  violent 
attacks  of  sneezing  and   was  wakened  by  it  once  or  twice  each  night. 
The  right  side  of  the  nose  was  found  completely  blocked  by  oedematous 
mucous  membranes.    The  nose  seemed  to  contain  an  inexhaustible  supply 
of  slightly  yellow  mucus  which  could  not  be  removed  by  syringing.     The 
post-nasal  space  was  also  full  of  mucus,  and  the  pharynx   contained  a 
quantity   of  frothy   saliva.     The  right   antrum  was  dull.     The  general 
health  was  bad,  and  she  had  the  appearance  of  being  poisoned.     She 
complained  of  occasional  headaches  and  neuralgic  pains  around  the  right 
eye.     Her  nervous  system  had  suffered  and  she  could  not  sleep  well  at 
night.     Temperature  and  pulse  were  normal.     The  digestion  was  some- 
what deranged.     Under  general  anaesthesia  an   intranasal  opening  was 
made  into  the  antrum.     On   washing  out,  no  discharge  was  seen  for  a 
time.     After    about    a  pint  of    lotion   had  been   used    small   lumps  of 
brownish  membrane   began  to  appear.     This  continued  until   six  pints 
had    been  employed,  when  the  lotion  again  ran  clear.      The    difficulty 
in  dislodging  the  membrane  was  a  striking  feature  of  the  case.      The 
material   was    submitted   to    Dr.    Gordon,    who    reported    that    films 
stained  by  Gram  showed  a  few  staphylococci,  and  cultures  on  ordinary 
agar  grew  staphylococcus   colonies  only.     In   examining  secretions  from 
the  upper  respiratory  passages,  however,    it    is    always   our  custom   to 
make    blood-agar   plates  as  well,    and    on    these    there    was  a  copious 
growth  of  Asi)ercjillns  fiimigatus  in   forty-eight   hours   at    37°  C.     On 
re-examining  the  original  secretion  mycelium  Avas  discovered,  seen  best  in 
unstained  films.     It  was  subsequently  found  that  the  fungus   grew  best 
on  Sabouraud's  maltose  agar.     Unlike  the  common  moulds,  it  can  grow 
at  body  temperature  as  well  as  in  the  cold.     For  the  next  month  the 
antrum  was  washed  out  twice  a  day  and  quantities  of  mucus  dislodged. 
Occasionally  a  few  pieces  of  membrane  appeared  together  with  small 
gritty  fragments  like  little  bits  of  shell.     Various   solutions  were  tried, 
including  salt,  peroxide  of  hydrogen,  permanganate  of  potash  and  tincture 
of  iodine,  but  none  of  them  seemed   effective.      The    peroxide,  if  used 
persistently,  proved  intensely  irritating,  even  when  used  in  five- volume 
strength.      Injections   of  alcohol  to  75  per  cent,  and  a  suspension  of 
bisnuith  sul)nitrate  in  oil  were  also  tried,  with  no  better  success;  in  fact, 
the  patieiit's  general   condition  became,  if  possible,  worse.     After  four 
weeks'    treatment  iodine  was   given   internally,    the   sodium  salt  being 
employed,  commencing  with  2  gr.  doses  and  rapidly  increasing  to  twenty- 
three  times  a  day.     The  antrmn  was  now  washed  out  as  often  as  possible 
witli    five    volumes  of  peroxide  of  hydrogen.      Forty-eight  hours  after 
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coimueiK'iui;  this  treatuK'ut  a  g-reut  (quantity  of  the  nieiubraue  cauK'  away. 
From  this  time  onwaixls  there  was  uever  any  difficulty  in  dislodgiiig'  the 
discharge,  which  steadily  lessened  in  quantity  and  grew  whiter  in  colour. 
At  the  end  of  ten  days  all  the  discharge  had  ceased.  The  syringing  was 
continued  for  three  weeks  more,  when  the  antrum  suddenly  Iiecame 
quite  clear  to  transillumination.  By  this  time  all  the  oedema  had 
disappeared,  together  with  the  symptoms  noted  above.  The  general 
health  rapidly  improved,  and  the  patient  has  now  remained  well  for 
a  fortnight. 

Dr.  H.  J.  Davis  had  just  seen  a  lady  whom  he  had  operated  upon, 
and  who  had  had  some  trouble  in  the  antrum  for  years.  The  w^hole 
antrum  was  filled  with  polypi.  He  thought  the  case  was  malignant,  but 
the  tissues  were  reported  by  a  pathologist  to  be  not  malignant,  Init 
macroscopically  and  microscopically  the  polypi  -were  invaded  by  a  fungoid 
growth  saprophytic  in  character. 

Dr.  Pegler  had  met  with  this  fungus  in  the  external  auditory 
meatus.  It  formed  a  soft  mass,  varying  in  colour  from  wdiite  tt)  Ijlack, 
causing  much  pain,  and  perforating  the  drum  membrane. 

Dr.  Beonner  said  that  this  was  a  common  affection  of  the  external 
auditory  meatus  and  often  overlooked.  Was  it  possible  that  the  patient 
referred  to  had  infected  the  nares  fi*om  the  ear  by  the  finger-nails  r 

Mr.  Waggett  reported  a  case  in  which,  some  five  months  after  a 
successful  radical  operation  upon  the  maxillary  antrum,  the  patient 
returned  with  that  cavity  completely  filled  with  a  dark  green,  firm, 
leathery  mass.  This  was  removed  with  considerable  difficulty,  and 
proved  to  consist  of  the  mycelium  and  hyphse  of  a  fungus.  The  patient. 
a  man  aged  forty,  reported  that  serious  nasal  symptoms  appeared 
shortly  after  an  occasion  on  which  he  had  worked  upon  some  mouldy 
hay  in  a  barn. 

Mr.  Harmer  replied  that  he  could  find  only  three  other  cases 
recorded  in  the  literature  in  which  the  disease  w'as  in  the  antrum.  It 
was  more  common  in  old  abscess  cavities  in  the  lung  and  in  the  ear,  Ijut 
apparently  in  the  nose  it  was  rare.  This  patient  never  had  anything  the 
matter  with  her  ears. 

Specimens  of  Artemia  salina  from  the  Nose. — Douglas  Harmer. 
F.R.C.S. — A  lady  who  had  suffered  for  many  years  from  rhinitis  had 
been  in  the  habit  of  using  douches  of  various  kinds.  Recently  she  had 
used  a  solution  of  a  patent  sea  salt  which  had  been  recommended  by  a 
friend,  as  it  was  said  to  possess  special  healing  properties.  After  the  use 
of  this  lotion  she  noticed  intense  irritation  in  her  nose  on  several  occa- 
sions, accompanied  by  attacks  of  sneezing.  She  became  convinced  that 
something  was  creeping  about  inside  her  nose,  and  on  washing  it  out  dis- 
covered the  two  sea  monsters  shown.  She  was  anxious  to  know  whether 
they  were  common  inhabitants  of  this  region.  At  first  sight  it  seemed 
improbable  that  they  ever  came  out  of  the  nose  at  all,  but  the  patient 
was  sure  of  the  fact.  The  history  was  so  remarkable  tliat  the  specimens 
were  sent  to  Dr.  S.  F.  Harmer  at  the  Natural  History  Museum,  Avho  was 
able  to  confirm  her  diagnosis.  He  reported  as  follow's  :  "  Some  months 
ago  it  was  accidentally  noticed,  in  the  Botanical  Department  of  this 
Museum,  that  a  solution  of  this  sea  salt,  left  to  itself  for  some  weeks, 
became  tenanted  by  a  very  interesting  crustacean,  Artemia  salina.  The 
experiment  was  repeated  in  the  Zoological  Department  by  Dr.  W.  T. 
Caiman,  with  the  same  result.  Dr.  Caiman  pul)lished  a  note  on  the 
subject  in  Knowhchje  iov  June.  1911.     The  culture  which  he  started  on 
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Mav  9  is  still  in  existence  five  months  later,  and  has  reached  the  second 
iteration.  The  cold  weather  will,  however,  probablj  kill  off  the 
survivors  Artemia  salina  is  well  known  as  an  inhabitant  of  brine  pools, 
where  it  flourishes  when  the  salt  has  reached  a  high  degree  of  concentra- 
tion I  presume  that  during  the  preparation  of  this  salt  some  of  the 
ecycrs  tret  dried  off  with  the  salt,  and  remain  capable  of  developing  when 
tfiev  are  put  into  water  under  suitable  conditions.  You  may  confidently 
expVess  the  view  that  vour  patient's  theory  of  the  origin  of  the  artemia 
was  a  correct  one.  i)r.  Caiman  points  out  that  one  of  the  specimens 
carries  eggs,  and  that  the  solutions  used  would  thus  appear  to  have  been 
some  weeks  old." 

Syphilitic  Ulceration  of  Pharynx  and  Nose.— Harold  Harwell, 
F.R.C.S.— Bov,  aged  thirteen;  aphonia  three  years,  no  dysphagia. 
Extensive  ulceration  of  pharynx,  larynx  and  naso-pharynx  ;  soft  palate 
and  epiglottis  largely  destroved.  Wassermann  positive.  He  considered  it 
very  difficult  to  distinguish' the  nature  of  the  chronic  granuloma  causing 
the*  ulceration  in  these  cases,  and  he  doubted  whether  one  could  make  a 
diagnosis  solely  by  inspection. 


PROCEEDINGS    OF    THE     SCOTTISH    OTOLOGICAL 
AND     LARYNGOLOGICAL     SOCIETY. 

Meeting  in  the  Victoria  Infirmary,  Glasgotv,  3Iay  31,  1913. 

Dr.  Brown  Kelly  in  the  Chair. 


Compression  Stenosis  of  the  Trachea  and  (Esophagus  due  to 
Abscess  situated  betv/een  these  Passages.- Dr.  Brown   Kelly.— 

Woman,  aged  forty,  has  had  several  operations  on  glands  in  neck  during 
last  twelve  years,  and  nine  months  ago  had  symptoms  suggestive  of 
cervical  caries.  Came  to  Throat  Department,  Victoria  Infirmary,  on 
March  26,  1913,  complaining  of  dysphagia  and  dyspnoea.  Examination 
revealed  an  ill-defined  fulness  of  the  anterior  wall  of  the  upper  part  of 
the  oesophagus  and  a  marked  bulging  of  the  posterior  wall  of  the  trachea 
in  the  greater  part  of  its  length.  ''Beyond  the  stenosis,  both  oesophagus 
and  trachea  were  normal.  "The  patient  was  transferred  to  Mr.  E.  H. 
Parry,  who  opened  the  trachea  and  then  passed  behind  it  from  the  left 
si<le,' where  he  found  a  large  abscess  which  extended  down  into  the  chest, 
un<l  from  which  about  half  a  pint  of  pus  was  aspirated.  Dyspnoea  and 
dysphagia  were  at  once  relieved.  There  is  now  paralysis  of  the  left  cord, 
which  would  seem  to  indicate  that  the  recurrent  nerve  had  become 
involved  in  the  cicatrix. 

Dr.  Syme  asked  if  there  were  any  signs  of  pus  before  it  was  opened, 
because  if  there  were  he  thought  it  would  have  been  wiser  to  avoid 
opening  the  trachea. 

Dr.  Kelly  replied  that  there  were  no  signs  of  pus  previous  to 
operation.  The  bulging  of  the  posterior  wall  of  the  trachea  was  con-| 
sideral)k'  and  the  stridoi-  so  marked  tliat  tracheotomy  was  necessary  as  ai 
first  step.  I 

Sir  StClair  Thomson  pointed  out  in  regard  to  the  abductor 
p;iralysis  that  it  is  not  always  the  fault  of  the  surgeon.  If  the  patient 
li;id  been  examined  two  or  three  days  sifter  the  operation  the  vocal  cords 
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iniiclit  liiive  boon  found  (luito  iuol)ilo.  Not  uuusu;illy  two  or  three  weeks 
after  such  operations  the  patient  is  brought  to  a  hirvngologist  because 
the  voice  has  changed.  He  finds  paralysis  of  one  vocal  cord,  and  lie 
may  blame  the  surgeon  for  having  cut  the  recurrent  laryngeal.  But  often 
it  is  due  to  implication  of  the  nerve  in  the  scar  contraction  which  has 
taken  place.  On  investigating  a  certain  number  of  these  cases,  as  he  had 
elsewhere  remarked,  it  is  found  that  this  occurs  in  those  cases  where  the 
surgeon  lias  for  some  reason  had  to  keep  the  wound  open. 

Dr.  Kklly  replied  that  what  Sir  StClair  Thomson  had  said  with 
regard  to  the  paralysis  in  the  case  operated  on  by  Mr.  Parry  was  correct  -^ 
tlie  recurrent  laryngeal  was  not  exposed  at  the  operation  ;  it  was  carefully 
avoided. 

Double  Abductor  Paralysis  and  other  symptoms  of  Central 
Nervous  Disease.  — Dr.  Brown  Kelly. — Man,  aged  forty-six.  Hard 
chancre  when  about  twenty.  First  seen  by  exhibitor  in  1900  for  specific 
glossitis.  In  190-1  liegan  to  have  attacks  of  laryngeal  spasm.  Examina- 
tion during  one  of  these,  which  occasionally  lasted  several  hours,  showed 
that  the  ligamentous  cords  were  closely  approximated,  and  that  respiration 
was  conducted  mainly  through  the  triangular  gap  behind  the  vocal 
processes.  From  this  time  onwards,  even  between  the  attacks,  the  cords 
could  not  be  abducted  beyond  the  normal  respiratory  position.  After 
five  years'  absence  returned  to  Victoria  Infirmary  on  April  30,  1913. 
Incontinence  of  urine  set  in  last  year,  and  later,  in  succession,  weakness 
of  left  arm,  left  leg  and  right  leg  ;  stridor  had  been  worse  for  over  a  year. 
Complete  double  abductor  paralysis  was  found.  Dr.  T.  K.  Monro 
believed  the  symptoms  to  be  due  to  patchy  gummatous  lepto-meniugitis 
of  the  medulla  and  of  the  cord  in  the  cervical  and  lumbo-sacral  regions. 
Two  injections  of  neo-salvarsan  have  been  given  with  general  benefit, 
and  tracheotomy  has  been  postponed. 

Sir  StClair  Thomson  said  the  abductor  paralysis  is  an  example  of 
how  the  body  can  adapt  itself  slowly  to  certain  changes.  If  one  had  as 
narrow  a  passage  as  in  this  man  developed  suddenly  within  the  next  few 
minutes  death  wovild  result.  These  patients  get  so  gradually  accustomed 
t-o  their  stenosis  that  it  is  often  extremely  difficult  to  persuade  them  to 
undergo  operation.  Some  of  these  patients  snore  so  badly  that  it  is 
impossible  to  keep  them  in  a  ward  with  other  patients. 

Osteomyelitis  of  Superior  Maxilla  in  a  Child  ;  Recovery. — 
Dr.  Brown  Kelly. — Boy,  now  aged  five,  when  a  few  days  old  had 
swelling  below  inner  part  of  left  eye,  discharge  of  matter  and  blood  from 
left  nostril,  and  eruption  of  a  double  tooth  from  left  upper  jaw  (a  case 
of  so-called  "empyema  of  the  antrum  in  infants").  Small  pieces  of 
carious  bone  were  removed  at  intervals  from  left  nasal  cavity,  and  the 
discharge  ultimately  ceased.  The  child  now  has  a  displaced  tooth 
(?  lateral  incisor),  a  molar,  and  a  tooth  erupting  in  the  left  upper  jaw, 
while  five  teeth  are  present  on  the  right  side.  When  caused  to  look  up 
and  to  the  right,  the  left  eye  is  more  rotated  than  right,  so  that  the  left 
pupil  is  half  hidden  by  the  upper  eyelid.  This  is  probably  due  to  defective 
action  of  tlie  inferior  rectus  in  consequence  of  damage  to  its  insertion. 
There  is  also  depression  of  half  of  hard  palate. 

Dr.PATERSON  said  that  these  cases  are  not  so  rare  as  some  people  think, 
more  especially  if  one  refers  to  foreign  journals,  where  one  finds  it  stated 
that  they  are  extremely  rare.  He  thought  one  reason  for  this  opinion  is 
that  some  of  these  children  go  to  the   Eye   Department   in    the   fir.st 
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iustauoe.  A  few  days  after  birth  this  coudition  sets  in :  an  abscess 
forms,  very  often  a  fistula  under  the  lid,  and  finally  a  very  considerable 
retraction,  and  the  case  conies  imder  the  care  of  the  Eye  Department. 
Within  the  last  eighteen  months  he  saw  the  statement  made  that  those 
cases  are  extremely  rare  and  ought  all  to  be  recorded.  As  they  knew. 
Dr.  Kelly's  was  still  the  accepted  work  on  the  question,  and  his  explanation 
is  the  correct  one. 

Papillomata  of  the  Nose. — Dr.  Brown  Kelly. — Woman,  aged 
twenty-seven  years,  began  to  have  right  nasal  obstruction  al)out  three 
years  ago.  Shortly  afterwards  was  found  to  have  numerous  red  delicate 
finger-like  processes  growing  from  middle  turbinate  and  outer  wall  of 
middle  meatus  on  right  side.  Histologically,  true  papillomata  ;  removed 
thrice.  Last  operation  about  two  years  ago.  Now  slight  recurrence ; 
occasionally  blows  oiit  bits. 

Dr.  Logan  Turner  asked  Dr.  Kelly  if  he  hail  tried  the  use  of  calcium 
chloride  in  his  case  of  nasal  papilloma.  Preparations  of  lime  formed  an 
old-fashioned  i*emedy  for  cutaneous  warts,  and  he  had  used  calcium 
chloride  locally  and  internally,  he  thought,  with  advantage,  in  a  case  of 
recurring  laryngeal  papillomata. 

Dr.  Kelly  referred  to  a  child,  who  was  shown,  with  papillomata  of 
the  larynx.  She  had  taken  a  large  amount  of  calcined  magnesia,  but  was 
back  again  with  a  recurrence  within  six  weeks  or  two  mouths. 

Congenital   Closure   of  Posterior  Naris,  -  Dr.  Brown  Kelly.— 

(a)  Woman,  aged  thirty-three.  Complained  of  want  of  power  in  right 
side  of  nose,  which  was  attributed  to  Bell's  paralysis,  also  of  discharge 
from  right  nostril  which  she  could  not  expel.  Complete  bony  pai-tition 
at  posterior  naris  was  largely  removed  with  sphenoidal  sinus  forceps. 
The  following  conditions  are  present:  Asymmetry  of  face,  right  side  being 
the  less  developed  ;  right  inferior  turbinate  small ;  right  posterior  naris 
narrower  and  lower  than  left ;  part  of  the  membrane  still  closes  upper 
pai-t  of  right  choana. 

(b)  Girl,  aged  nine.  Right  nasal  obstruction  and  watei-y  discharge 
since  birth.  Membrane  closing  right  posterior  naris  was  found  by 
probing  but  could  not  be  felt  by  finger  in  naso-pharynx.  Oj^ening  made 
and  tube  retained  for  month,  l)ut  on  its  removal  closure  ensued.  Left 
half  of  face  fuller  than  right. 

Dermoid  of  the  Anterior  Border  of  the  Nose. — Dr.  Brown 
Kelly. — ((()  ]-)oy,  aged  six.  At  birth  a  while  mark  was  present  on 
Ijridge  of  nose.  Later,  a  pustule  formed  and  increased  to  size  of  a  pea, 
when  it  was  lanced  at  age  of  a  year  and  a  lialf.  Since  then  it  has  dis- 
charged at  intervals  of  about  a  week.  In  the  middle  of  the  bridge  may 
now  be  seen  "  a  red  pimple  "  immediately  below  the  nasal  bones,  and  a 
<|uarter  of  an  inch  lower  a  small  depression  from  which  a  hair  grows,  and 
from  which  a  little  discharge  comes  once  monthly. 

(b)  Girl,  aged  six.     When  first   examined  presented  in  middle  of 
nasal  bridge  a  small  scab  on  inflamed  base;  from  this  a  little  cream- 
like material  could  he  squeezed.    The  "  pimple  "  gathered  and  burst  every 
four  or  five  days.     Cyst  excised.     A  few  small  hairs  may  be  seen  at  site    j 
of  scar.  '  i 

(c)  Woman,    aged   twenty-four.      Complained   of    pain   at   root   of    ' 
nose  and  of  scanty  discharge  from  opening  about  middle  of  bony  bridge. 
A  sinus  could   l)e  traced  upwards  for  three  (juarters  of  an  inch,  wliich, 
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together  \vitli;i  cvst,  was  dissecteLl  out.  The  wound  healed  satisfactorily. 
Five  mouths  later  linear  scar  reopened  and  could  not  be  got  to  heal. 
Wassermann  negative.  Subsequent  operation,  at  which  a  small  siuus 
in  the  bone  was  followed  to  dura  mater,  and  a  black  spot  underlving 
this  was  removed.  Owing  to  delay  in  healing  another  operation  was 
performed  on  2nd  inst.,  at  which  a  considerable  amount  of  bone  was 
removed  on  each  side  of  middle  line. 

Hysterical  Aphonia. — Dr.  Brown  Kelly.— Female.  In  1899,  while 
a  teacher,  aphonia  set  in,  and  continued  for  five  years.  During  this 
period  she  Avas  treated  by  exhibitor  and  others  by  means  of  electricity, 
vocal  exercise,  general  autesthesia,  hypnotism,  etc.  Married  1903. 
Operation  on  neck  in  1905,  and  while  coming  out  of  anaesthesia  she 
shouted.  Voice  was  retained  until  1908.  Aphonic  for  great  part  1909. 
During  present  year  voice  has  been  absent,  excepting  for  a  short  time 
occasionally.  Examination  of  the  larynx  at  first  showed  paresis  of 
transversus,  subsequently  of  thyro-arytaenoids  with  exaggerated  action 
of  false  cords.  Now  the  true  cords  approximate  perfectly,  and  the 
defect  appears  to  lie  in  the  mode  of  utilising  the  expiratory  blast. 
In  view  of  the  present  lai-yugeal  condition  in  this  patient,  should  all 
cases  of  "hysterical  aphonia"  be  grouped  under  the  term  "adductor 
paralysis  "  ? 

Dr.  Mackenzie  Booth  said  it  had  occurred  to  him  that  the  left  vocal 
cord  on  phouation  was  under  the  right ;  he  looked  at  it  three  times,  and 
each  time  it  looked  as  if  the  left  was  on  a  lower  level  than  the  right.  He 
had  had  a  similar  case  under  observation  for  two  years,  and,  so  far,  only 
under  strong  mental  strain  the  voice  returns  for  about  an  hour  and  then 
disappears  again.  The  last  thing  he  did  was  to  remove  a  diseased  tonsil ; 
immediately  after  the  operation  the  voice  returned  ;  another  time,  after  a 
sudden  start,  it  returned  and  then  went  away  again.  He  would  have 
brought  the  case  before  the  Society  but  for  the  distance  between  Aberdeen 
and  Grlasgow. 

Di'.  Syme  said  what  interested  him  was  that  the  cords  do  come  together 
perfectly  and  immediately  separate  slightly.  The  patient  seemed  as  if 
she  ought  to  be  able  to  speak.  He  suggested  that  it  might  be  worth 
while  to  use  the  caloric  tests  in  these  aphonic  cases.  The  vertigo  pro- 
duced is  sometimes  so  alarming  that  the  patients  scream.  In  a  case  of 
hysterical  deafness  this  occurred,  and,  moreover,  the  patient  immediately 
heard  quite  well. 

The  Evolution  of  the  Round  Window  and  the  Aqueduct  of  the 
Cochlea   from  Reptiles  to   Birds  and  Mammals  ;    illustrated  by 
Stereoscopic    Lantern-slides. — Dr.    Albert    A.    Gray. — Dr.    Gray 
showed  by  the  aid  of  photographs  of  dissection  and  diagrams  the  varia- 
tions which  are  found  in  these  structures  as   one  passes  up  the  animal 
scale.     He  traced  the  alterations  in  size  and  shape  of  the  aqueduct  and 
of  the  perilymph  recess,  and  the  changes  which  take  place  in  the  size  and 
position  of  the  opening  between  the  latter  and  the  cochlea,  beginning  in 
I  reptiles,  where  these  two  structures  lie  apposed,  but  without  direct  com- 
j  munication.     In   birds   the   adjacent  walls  become  fused.     Absorption 
occurs  in  the  fused  portion,  and  an  opening  between  the  two  appears. 
1  This  opening  becomes  larger  and  then  again  smaller  as  we  ascend  the 
!  ^cale,  and  also  changes  its  position.     The  recess  itself  undergoes  altera- 
tion, gradually  losing  its  definite  shape  and  merging  into  a  simple  recess 
in  the  cochlea  wall,  but  tapering  away  into  a  tube  in  the  part  furthest 


500  The  Journal  of  Laryngology,     [September,  1913. 

from  the  cochlea.  In  the  higher  mammals  it  is  represented  by  a  rudi- 
mentary depression  continued  into  a  narrow  tube — the  aqueduct  of  the 
cochlea.  Dr.  G-ray  explained  how  confusion  has  arisen  in  looking  upon 
the  opening  between  the  cochlea  and  the  recess  as  the  forerunner  of  the 
round  window,  a  misconception  due  to  the  erroneous  view  hitherto  held 
that  mammals  do  not  possess  a  perilymph  recess,  and  he  demonstrated 
the  stages  by  which  the  round  window,  which  at  first  is  unconnected  with 
the  cochlea  and  opens  from  the  perilymph  recess,  finally  comes  to  open 
directly  from  the  cochlea  at  the  place  previously  occupied  by  the  opening 
between  the  cochlea  and  recess,  which  opening  has  now  also  assumed  a 
different  position. 

Dr.  Gray,  in  reply  to  a  question,  said  the  accepted  idea  of  the  function 
of  the  round  window  was  that  it  allows  the  wave  of  sound  passing  through 
to  press  the  membrane  outwards  and  inwai-ds ;  he  did  not  know  that  he 
could  say  anything  beyond  the  ordinary  accepted  view.  From  the  anatomy, 
more  particularly  in  the  snake,  where  the  columella  is  fixed  and  where 
hearing  is  only  hj  bone-conduction,  it  might  be  that  the  round  window 
allows  the  vibration  to  displace  it. 

Chronic  (Edema  of  Face,  with  Recurrent  Acute  Exacerbations 
(Erysipelas?/,  treated  with  Autogenous  Vaccine  prepared  from 
Staphylococci  isolated  from  Nasal  Cavities. — Dr.  J.  R.  Drever. — 

(a)  Mrs.  C — ,  aged  twenty-five.     History  of  ei'vsipelas  of  face  (January, 
1910),  involving  both  sides  ;  subsided  after  a  week,  some  swelling  re-- 
maining  ;  increase  of  swelling  with  redness  at  eveiy  menstrual  period 
thereafter.     Purulent  nasal  discharge  started  at  time  of  first  attack  and 
continued  since. 

Condition  (when  first  seen  at  the  dispensary  on  April  1,  1913)  :  A 
little  swelling  of  bridge  of  nose  and  right  cheek ;  pus  in  right  middle 
meatus  ;  antrum  explored  ;  no  pus.  On  May  6  swelling  much  increased, 
extending  up  to  right  lower  eyelid ;  no  redness  or  tenderness  (stated  to 
have  been  red  two  days  before).  Similar  attack  on  June  6.  Swab 
from  nose  gave  mixed  Stapliylococci  aureus,  alb7(s,  and  citrens.  Vaccine 
given  (250,000,000)  at  about  weekly  intervals,  eleven  injections  in  all. 
On  September  3  swelling  gone ;  no  recurrence  since. 

(b)  M.  C ,  aged  twenty-two.     History  of  attack  of  acute  rhinitis 

in  October,  1910,  followed  by  swelling  and  crusting  of  nasal  orifice.  In 
August,  1912,  left  cheek  became  swollen  and  red ;  subsidence  after  a  few 
days;  similar  attacks  evei-y  month  (at  menstrual  period).  Seen  on 
October  28,  1912,  left  side  of  nose  and  left  cheek  swollen,  red  and 
glossy.  Swab  from  nose  gave  Staphylococcus  aureus  and  alius.  lujec- 
tions  started  on  January  20,  1913,  and  continued  till  May  15 ;  steady 
improvement. 

Dr.  Brown  Kelly  said  it  seemed  to  him  that  there  was  still  some 
fjedema  in  both  cases.  Had  any  of  the  membei's  tried  luiried  strands  of 
silk  in  sucli  cases  ?  He  would  like  to  know  what  effect  the  injections  had 
on  the  rhinitis  r 

Dr.  Drever  agreed  that  there  was  still  some  cedenia.     It  had  gone 
down  very  considerably,  however ;  both  cases  were  a  little  worse  to-day  i 
than  when  he  had  seen  them  last.     One  of  the  patients,  when  coming  up 
in  the  train,  had  sat  with  the  window  open,  hence  the  swelling.     The  j 
rhinitis  improved  very  considerably  after  the  injections. 

Congenital   Defect  of  External   Ear.— Dr.  J.  L.  Howie.— Boy,  | 

aged  ten.  IJudinu'iitary  left  auricle  and  absence  of  auditory  meatus,  i 
right  cheek  fuller  tlian  left,  and  jaws  approximate  asymmetrically. 
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Sir  StClaik  Thomson  lo-rottod  to  sec  in  medical  i..niiml.s  fl.at  hm.|,|,' 
oontimie  to  oporato  on  those  rndinientarv  aurieles,  trnsstin--  tliev  will  ..vl 
dc>wn  to  the  deep  level,  t<.  the  remains  of  the  tympanic  niend.rane 
Happenino:  to  jiave  two  or  three  eases  under  ol.servat'i<.n  s,.me  fourt.-en  ..r 
fifteen  vears  a2:<>^  he  suo^rest.Ml  to  Mr.  Hunter  Tod  that  he  shuul.l  take  uj, 
this  suhjeet.  Then-  conclusions  were  pul.lishe<l  in  the  Jouhnai.  of 
Lartnoolooy  Khinology,  and  Otology.  From  their  ex].erience  an.l  th.' 
experience  of  tlie  literature  it  was  found  that  to  attempt  to  iini.rove  these 
oases  In-  explonno-  the  auditory  meatus  is  not  only  futile  hut  harmful 

Dr.  Mackknzif  T.ooth  said  that  what  struck  him  about  the  case  was 
that  althouuh  there  was  evidently  compl(>te  blookinu-  of  the  ear  aerial 
conduction,  as  tested  by  the  watch  witli  the  other  ear  closed,  was  very 
good.  He  could  not  see  why  that  should  be  so.  In  a  case  which  he  had 
seen  some  years  a-o  the  patient  had  scarcely  anv  aerial  conduction 

Dr.  bAUR  asked  if  Dr.  Howie  had  ascertained  the  condition  of  the 
liearino-  by  thorough  testing.  His  experience,  like  that  of  Sir  StClair 
Ihomson,  has  been  that  operations  in  such  cases  are  very  unsatisfactory 
In  these  cases  there  is  usually  a  certain  amount  of  hearing  sometimes 
consi.lerable,  to  be  found  on  careful  testing.  The  decree'  of  loss  of 
hearing  depends  on  whether  the  lalnrinth  is  also  malformed  which  is 
rarely  the  case. 

Dr  Kerr  Lovk  said  that  the  middle  ear  is  developed  from  a  different 
layer  altogether— the  internal  ear  from  the  epildast,  and  the  middle  ear 
Irom  the  mesoblast.  He  lielieved  it  was  extremely  rare  to  have  the 
internal  ear  involved  along  with  the  middle  ear  and  external  ear  in  those 
cases,  although  he  had  seen  one  or  two  such  cases.  Personally  he  would 
not  operate  in  a  case  where  only  one  side  was  involved,  but  he  would  be 
fpute  prepared  to  do  so  where  both  sides  were  involved. 

Dr.  Syme  said  he  had  had  a  case  where  there  was  a  rudimentary 
auricle  on  either  side,  and  on  one  side  there  was  facial  paralysis  due  no 
doubt,  to  a  defect  in  the  Fallopian  canal,  which  he  considered  to'  be 
developed  in  a  way  similar  to  the  bony  capsule  of  the  labyrinth 

Dr.  Dan  McKenzie  thought  that  before  coming  to'anv  decision  is 
regards  operation,  the  hearing  should  be  carefully  tested.  But  it  should 
be  remomborod  that  children  who  are  quite  dea"f  in  one  ear  acquire  an 
extraordinary  acuteness  of  hearing  in  the  other  ear,  and  closin.^  the 
meatus  l)y  no  means  shuts  out  the  hearing  of  the  sound  ear.  He  took  it 
that  the  olqect  of  operation  was  to  constitute  a  meatus,  but  the  difficulty 
is  that  It  IS  practically  an  impossibility  to  form  a  new  tube,  and  the 
patient,  subsequent  to  the  operation,  is  no  better  than  before. 

Dr.  CIray  sai.l  the  actual  records  show  that  in  the  great  maiority  of 
cases  the  labyrinth  is  normal,  but  in  one  or  two  cases  there  was  sbme 
detect  There  might  be  a  prenatal  injury  affecting  the  structures  As 
regards  operation,  they  all  knew  when  compelled  to  drill  awav  an  exostosis 
that  even  in  such  a  comparatively  simple  operation  it  was  <tifficult  to  do 
it  satisfactorily. 

Dr.  Howie  replied  that  the  case  was  brouoht  l.efore  the  Society 
merely  as  a  curiosity,  and  he  had  no  intention  of  operating  on  it.  Tested 
by  the  tuning-fork,  bime-conduction  is  quite  good.  An  X-'ray  photoo-r  iph 
showed  absence  of  a  bony  meatus.  He  agr(>ed  with  the  other  speakers 
that  operation  would  i)rol)ably  be  futile. 

Carcinoma  of  the  Nose. -Dr.  Walker  Downie.-  (^O  H  K 

aged    forty-nine.     Admitted  to   Western   Infirmary,   (Glasgow,  sufferiiK- 
troni   fleshy   polypi  and  discharge  from  nose.     Pathologist's   report  on 

36 
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piece  removed  :  "  Carcinoma  of  adeuo-papillary  type."  The  growth 
involved  the  lateral  mass  of  the  ethmoid.  It  was  removed  eight  months 
ago  by  an  external  operation  which  permitted  of  full  exposure  of  the 
interior  of  the  nose,  but  recurrence  took  place  after  five  months.  This 
was  removed,  and  the  nose  has,  up  to  the  present,  remained  free  from  the 
disease. 

(b)  J.  A — ,  aged  fifty-nine.  Admitted  to  Western  Infirmary, 
Glasgow,  on  February  2,  1913,  complaining  of  swelling  over  nasal  bones, 
extending  to  region  of  frontal  sinuses.  The  swelling  is  symmetrical, 
slightly  irregular  ;  hard,  except  at  one  or  two  places.  History  :  Twelve 
vears  ago  he  had  polypi  removed  from  his  nose  by  his  own  doctor.  These 
recurred  from  time  to  time,  portions  being  removed  on  twelve  different 
occasions.  Fifteen  months  ago  he  began  to  wear  glasses,  straight  bar 
with  nose-clips.  Within  a  short  time  he  found  that  the  glasses  did  not 
fit,  owing  to  a  swelling  beginning  to  form.  There  was  no  pain.  The 
swelling  gradually  increased.  Piece  removed  for  examination.  The 
pathologist  reported  carcinoma. 

Sir  StClair  Thomson  suggested  that  pathologists  sometimes  make 
mistakes.  The  swelling  was  symmetrical  and  not  tender.  Clinically,  the 
patient  has  neither  had  spontaneous  nor  profuse  epistaxis,  such  as  one 
would  expect.  Malignant  disease  of  the  nose  is  not  common  in  the 
opinion  of  those  with  large  experience.  Clinically,  it  was  most  unusual 
for  a  neoplasm  to  cause  so  many  symptoms  externally  and  so  few 
internally.  He  suggested  that  Dr.  Downie  should  again  submit  a  further 
specimen  to  another  pathologist. 

Dr.  Walker  Downie  replied  that  at  first  sight  he  thought  the  new 
growth  might  be  a  sarcoma.  But  when  a  fairly  large  piece  was  removed 
and  examined  the  tissue  was  found  to  be  carcinomatous  in  nature.  The 
patient  was  seen  in  consultation  with  Sir  George  Beatson,  who,  impressed 
by  the  report  and  the  position  and  size  of  the  new  growth,  advised  against 
operation.  He  would,  however,  adopt  Sir  StClair  Thomson's  suggestion 
and  Iiave  another  piece  removed  and  examined. 


Jibstracts, 


EAR. 

Bench,  E.  B. — The  Differential  Diagnosis  between  Brain  Abscess  and 
Sinus  Thrombosis  and  the  Treatment  of  these  Conditions.     "The 
Therapeutic  Ga/ette,"  August  15,  li>12. 
The  author  states  that  in  cases  of  middle-ear  suppuration  one  patient 
in  eighty-eight  suffers  from  some  intra-cranial  complication. 
In  l)rain  abscess  three  stages  are  recognised  : 

(1)  The  stafje  of  infection,  which  is  acute,  and  lasts  from  two  to  ten 
days,  and  is  characterised  by  high  fever  and  raj)id  pulse. 

(2)  The  latent  stage,  during  which  the  temperature  is  normal  or  sub- 
normal, and  the  pulse-rate  either  normal  or  reduced  in  frequency.     This  , 
stage  may  last  weelcs  or  years.  ! 

(3)  The  terminal  stage,  often  with  general  symptoms  from  rupture  of  j 
the  abscess  into  a  ventricle.  i 

As  regards  the  symptomatology,  headache  generally  is  persistent,  andj 
is  severe  enough  to  keep  the  patient  awake.  It  is  an  early  and  significant , 
sym])tom. 

Vomiting    is  a    symjitom    of   great    importance    in    tlie    initial   and 
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U-nninal  sta-es.  Muscular  paralyses  naturally  .k'peii.l  on  the  position 
<•!  the  abscess;  the  sixth  nerve  is  most  frequently  involved.  Oi)tic 
neuritis  is  of  great  importance  in  suspected  cases.  '  Aphasia  and  nys- 
taginus  are  of  value  as  localisiui,'  symptoms. 

The  most  characteristic  symptom  of  a  septic  thromhus  in  the  lateral 
smus  or  jui,nilar  is  a  sudden  elevation  of  the  temperature,  followed 
usually  by  a  rapid  fall,  but  sometimes  this  remission  does  not  occur 
reptvite.!    nifectious    maintaining    the    temperature    between    HW    and 

Patients  often  complain  of  no  .li.scomfort  except  slight  headache 
wlien  the  temperature  is  at  its  height.  In  the  author's  experience  rigors 
are  present  in  only  half  the  cases.  He  has  not  found  the  cord -like 
swelbng  which  is  described  by  minv  observers  as  being  present  alouo- 
the  anterior  border  of  the  sterno-mastoid  muscle,  and  considers  glandular 
enlargement  a  symptom  of  greater  importance.  In  later  stages  septic 
pueuinonia  is  the  most  frequent  complication,  but  septic  foci  may  arise 
ill  any  of  the  viscera  ;  not  infrequently  optic  neuritis  mav  be  found. 
1  lie  value  of  ditferential  blood-count  in  these  cases  is  "^exceediu-dv 
problematical,  but  a  blood-culture,  if  "positive,"  practically  clinches 
tie  diagnosis;  a  negative  blood-culture,  however,  does  not  exclude  sinus 
thrombosis. 

When  intra-cranial  a])scess  has  been  diagnosed  immediate  operation 
18  indicated,  and  the  focus  of  suppuration  should  be  attacked  along  the 
path  of  infection.  A  wide  dural  exposure  including  the  original  infected 
area  should  be  made  :  an  incision  into  the  brain  through  the  infected 
dura  will  usually  enter  the  abscess  cavity.  A  director  passed  into  the 
brain  will  fre.juently  evacuate  a  few  drops  of  pus  along  the  groove.  For 
this  purpose  the  author  finds  bjth  the  knife  and  the  aspirating  needle 
useless.  Two  narrow  retractors  are  now  passed  into  the  abscess  and 
separated,  care  being  taken  to  evacuate  the  abscess  slowly,  so  as  to  avoid 
reducing  intra-cranial  pressure  too  rapidly. 

In  opening  a  cerebellar  abscess  it  is  advisable  to  gain  access  in  front 
of  the  lateral  sinus  unless  this  is  placed  too  far  forward.  In  some  cases 
a  counter-opening  behind  the  sinus  is  needed  to  secure  thorough 
drainage  In  such  cases  a  separate  exposure  of  the  cerebellum  should 
be  made,  posterior  to  the  mastoid  emissary  vein. 

In  cases  in  which  the  abscess  cannot  be  located  a  free,  crossed  incision 
of  the  dura— a  decompression  operation -is  advised  and  the  subdural 
space  should  be  packed  with  iodoform  gauze.  The  abscess  mav  then 
be  discovered  by  incision  twelve  to  t went v-f our  hours  later.  By  this 
two-stage  methoJ  the  subdural  space  is  walled  off,  and  the  risk  of  general 
meningeal  infection  is  diminished. 

Operation  is  equally  urgent  when  sinus  thrombosis  has  been  diagnosed. 
The  sinus  should  be  exposed  very  freely.  The  signs  usually  given  for 
detecting  the  presence  or  absence  of  clot  in  the  sinus  bafore^opening  it, 
though  theoretically  perfect,  in  practice  admit  of  many  exceptions."  If 
the  diagnosis  is  reasonably  certain  the  sinus  waU  should  be  incised.  Anv 
obstructing  thrombus  should  be  removed,  and  the  operator  should  not 
.desist  until  free  haeinorrhage  from  the  torcular  end  of  the  sinus  is 
obtained.  In  dealing  with  the  lower  end  of  the  sinus  the  author  is  in 
jtavour  of  the  same  rule,  i.  e.  to  evacuate  any  clot  by  means  of  the 
curette,  pressure  being  applied  to  the  internal"  jugular"^  in  the  neck,  in 
[order  to  prevent  the  entrance  of  air.  If,  however,  the  symptoms  ob 
j.geueral  sepsis  are  severe  t'.ie  jugular  is  ligatured  before  exploring  the 
lower  end  of  the  sinus.      A  positive   blood-culture  invariably  indicates 
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jui,ail;Lr  excisiou.  The  value  of  simple  ligature  of  the  internal  jug-ular  is 
problematical ;  cases  doing  well  after  it  would  probably  have  recovered 
without  interference  with  the  vein.  In  dealing  with  sinus  thi-ouibosis 
it  is  always  better  to  err  on  the  side  of  radicalism. 

Knowles  lieushaw. 


NOSE. 

Christie,  N.  A    (Welland,  Ont.).— Nasal  Diphtheria.     '■  The  C.iuidiau 
Practitioner,"  January,  1912. 

The  patient,  male,  aged  seventeen,  was  seen  first  on  July  30,  when 
diphtheria  was  diagnosed.  The  face  was  pallid,  the  tonsils  and  uvula 
covered  with  thick  greyish  membrane ;  from  the  nares  issued  a  sanguino- 
]HU"ulent  discharge,  and  cellulitis  was  so  great  about  the  angle  of  the 
right  jaw  that  the  upper  and  lower  sets  of  teeth  were  not  in  line.  The 
odour  was  characteristic  of  the  disease. 

During  the  first  four  days  18,000  units  of  antitoxin  were  administered. 
On  the  sixth  day  the  membrane  commenced  to  loosen  in  tlie  throat.  On 
the  seventh  day  profuse  haimorrlixge  occurred  from  the  right  nasal 
passage,  and,  on  forci'ole  blowing  of  the  nose,  an  almost  complete  cast  of 
the  mucous  membrane  on  that  side  was  ejected.  This  membrane  was 
very  tough,  and  nearly  one  eighth  of  an  inch  thick.  To  control  the 
bleudiug,  a  tampon  soaked  in  solution  of  percldoride  of  iron  was  inserted. 
This  was  removed  on  the  following  day.  when  a  similar  cast  from  the  left 
nasal  passage  Avas  blown-  out. 

From  this  time  there  was  marked  daily  improvement  vmtil  the  twelfth 
day,  when  the  heart's  action  became  weak  and  irregular.  This  was 
followed  by  pharyngeal  and  general  paralysis  with  all  the  usual  symp- 
toms of  this  complication.  Treatment  was  by  the  ordinary  methods  in 
such  cases,  including  iron,  strychnine  and  electricity,  but  the  patient  did 
not  fully  recover  until  iowr  months  from  the  date  of  the  attack. 

Price-Brown. 


THYROID  GLAND. 

Farrant,  R.  —Thyroid  Action  and  Reaction.  A  Paper  read  V)efore  the 
Pathological  Section  of  the  Koval  Societv  of  Medirine  on  October 
15,  Ptl2. 

The  author  said  that  the  thyroid  secretion  was  absorbed  by  way  of 
the  thyroid  veins.  These  veins  corresponded  in  size  to  the  tiioracic  duct 
and  right  lymphatic  trunk  ;  they  guarded  the  junction  of  the  ly)n})h  with 
the  venous  circidation. 

Certain  toxins  were  absorbed  by  the  lymphatics  and  passed  up  through 
t,]ie  terminal  lymph-trunks  to  come  into  immediate  contact  with  the  thyroid 
SLicretion.  In  these  toxaemias  a  hyperplasia  of  the  thyroid  occurred  without 
enlargement.  This  hyperplasia  was  illustrated  by  a  series  of  slides  taken 
from  cases  of  infantile  (liarrhcea,  diphtheria,  measles,  whooping-cough, 
l)roncho-i)neumonia.  So  certain  was  this  hyperplasia  that  in  a  given 
series  the  iluratiou  of  the  disease  could  b^;  accurately  arranged  according 
to  tile  degree  of  hyperplasia  that  had  taken  place.  The  reaction  did  not 
<li'pend  on  the  increased  metal)olism  of  febrile  conditions,  as  it  only 
occurred  in  certain  diseases;  for  instance,  infections  with  sta[)hylococcus,  j 
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streptococcus,    BurillKx  cnJi  coitiDniiiis  produceil   no  reaction  even    wlieu 
iiecompauiod  l>v  lii^li  fever. 

E.i'pcriineiifiil  Tu.v:finia  <u).ii  Aittild.ric  Action  of  tin'  Thijruid. — The 
same  hyperplasia  coukl  he  proiluced  iu  guiuea-i)igs  h\  iujectiou  with 
(liphtlieria  toxin  ;  the  reaction  was  niitii^ated  if  at  the  same  lime  thyroid 
w;is  administered  by  the  mouth. 

He  found  that  t^'uinea-pii^s  injected  daily  w-ith  siiblethal  doses,  and 
also  with  a  siuii,le  dose  one  and  a  half  times  the  minimal  lethal,  lived 
louLjer  if  sfiven  thyroid  by  the  mouth  than  those  not  so  fed. 

The  serum  of  a  thyroid-fed  rabbit  was  found  to  be  slightly  antito.vic 
to  diphtheria  toxin  ;  the  smallest  dose  of  serum  given  in  this  series  was 
•25  c.c;  it  protected  a  guinea-pig  of  270  g.  from  one  and  a  half  times  the 
minimal  lethal  dose  of  di})htheria  toxin.     All  the  controls  died. 

Diphtheria  antitoxin,  when  fed  to  a  normal  rabbit,  produced  symptoms 
similar  to  those  of  hypertliyroidism  ;  the  rabl>it  died  in  sixteen  days,  having 
lost  31  per  cent,  of  its  weight. 

Rabbits  fed  on  normal  horse- serum  developed  no  such  symptoms  and 
])ut  on  weight.  Diphtheria  antitoxin  fed  to  thyrodectomi.sed  auiuuils 
produced  no  ill-effect. 

Observations  on  Antitoxin. — A  series  of  sections  of  horse  thyroids  was 
sliown  that  had  been  subjected  to  the  effect  of  diphtheria  antitoxin  for 
one  year.  This  series  was  arranged  in  the  order  of  hyperplasia  :  the  first 
section  showed  rows  of  cells  arranged  around  small  vesicles  containing  a 
little  colloi<l,  the  last  showed  a  colloidal  thyroid  with  the  cells  squeezed 
together  into  rows  between  the  larger  vesicles.  The  direct  transforma- 
tion of  the  cells  into  colloid  Avas  seen  in  these  sections.  The  antitoxic 
value  of  the  serum  was  in  the  reverse  order  of  the  hyperplasia,  the  most 
livperplastic  thyroid  corresponding  to  the  lowest  antitoxic  value. 

Relation  between  the  Thyroid  Hyperplasia,  the  Antitoxic  Value,  and 
their  Iodine  Value. — Hyperplasia  varied  inversely  with  the  iodine  content 
— Marine  and  Williams.  The  thyroid  with  low  antitoxic  value  w'ould  thus 
show  a  low'  iodine  value.  From  estimations  on  the  iodine  value  of  diph- 
theria antitoxin,  he  found  that  the  antitoxic  value  varied  w-iththe  iodiue 
value.  Normal  horse-serum  w^as  found  to  contain  but  the  slightest  trace 
of  iodine.  Marine  and  Williams  had  showed  that  the  physiological 
value  of  the  thyroid  varied  with  its  iodine  value. 

Mr.  Fcirrant  put  these  results  together  :  Certain  toxins  simulated 
the  thyroid  into  a  condition  of  hyperplasia,  during  this  change  it  seamed 
probable  that  the  iodine-containing  substance  was  poured  out  into  the 
circulatioa,  for  the  serum  of  an  immunised  horse  contained  an  excess  of 
iodine,  while  the  thyroid  was  hyperplastic.  He  assumed  from  the  experi- 
ments of  Marine  ami  Williams  that  the  thyi'oid  itself  became  deficient  in 
iodine  at  the  same  time.  During  the  reversion  back  to  the  colloid,  the 
iodine  was  once  more  taken  up  by  the  thyroid  and  it  changed  back  to  the 
colloid  gland  ;  the  rate  of  change  was  directly  proportional  to  the  amount 
of  iodine  present. 

Some  close  relationship  was  thus  indicated  between  the  thyroid 
function  and  the  development  of  certain  antitoxin.  He  suggested  that 
perhaps  the  hyperplasia  observed  in  these  toxaemias  arose  from  the 
attempt  to  form  antitoxin. 

The  Formation,  of  Thyroid  Tttt)iour.i :  (a)  Normal  to  Hyperplasia. — 
The  toxins  might  be  divided  into  the  exogenous,  ])roducing  endemic 
liyperplasia,  the  endogenous,  producing  sporadic  hyperplasia.  In  both  if 
the  toxin  was  removed  early  no  enlargement  took  place.  The  similarity 
between  the  hyperplasia  produced  by  measles  and  hroncho-pneumonia  of 
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ten  days"  duration  and  exophtlialinic  goitre  was  shown  ;  the  only  difference 
was  that  the  early  had  not  produced  an  enlargement  whilst  the  late  had 
produced  an  even  enlargement  of  the  thyroid. 

(b)  Hyperplasia  to  Colloid. — The  revei'sion  from  hyperplasia  to  colloid 
was  shown  by  a  slide  of  early  broncho-pneumonia  and  one  dead  three 
months  after  recovery.  The  similarity  between  the  colloid  reversion  of 
an  early  and  a  late  hyperplasia  was  shown.  This  deposit  of  colloid 
would  be  most  marked  in  those  portions  of  the  thyroid  that  had  been 
most  hyperplastic ;  this  would  lead  to  the  formation  of  adenomata  ;  the 
rest  of  the  gland  might  be  in  any  degree  of  hyperplasia.  During  this 
involution  degenerative  changes  were  liable  to  occur,  producing  single  or 
miltiple  cysts.     The  involution  might  go  on  to  complete  fibrosis. 

Hyperplasia  ivithonf  thyroid  enlargement. 

Hyperplasia  with  various  degrees  of  enlargement. 

Adenomata  of  involution. 

Cysts  and  cyst-adenomata  of  degeneration. 

Fibrosis. 

The  formation  of  thyroid  tumours  in  cretins. — Seventy  five  per  cent  of 
cretins  had  at  one  time  or  other  thyroid  tumours  ;  the  cycle  of  changes 
from  hyperplasia  to  atrophy  occurred  in  two  to  three  years,  when 
symptoms  of  cretinism  developed.  Two  facts  accounted  for  this  rapidity 
of  change.  The  toxin  circulating  in  the  blood  of  the  foetus  would  be 
relatively  large  in  amount  as  it  would  correspond  to  the  toxicity  of  the 
mother's  blood.  Secondly,  the  normal  thyroid  of  a  foetus  was  already  in  a 
condition  corresponding  to  that  of  hyperplasia,  and  owing  to  the  delicate 
condition  of  the  foetal  organs  one  would  expect  the  changes  from  hyper- 
plasia to  atrophy  to  occur  rapidly.  Author  s  Abstract. 


REVIEWS. 


Die  Laryngealen  Erscheivungen  bei  multipler  Sklerose  des  Gehirns  und 
Riic'cenmarks  {The  Laryngeal  Manifestations  in  Multijde  Sclerosis 
of  the  Brain  and  Spiyial  Cord).  Bv  Privatdozent  Dr.  L.  K,i5thi 
(Vienna).  Pp.  148.  Vienna  :  Josef  Safar,  1907. 
The  relations  of  "  special  "  symptoms  to  general  diseases  are  always 
of  the  greatest  interest  to  the  specialist  who  respects  his  special  depart- 
ment, and  who  is  too  conscientious  to  run  the  risk  of  overlooking  the  real 
nature  of  the  more  obscure  of  the  conditions  affecting  the  parts  of  the 
body  with  which  he  is  particularly,  or,  it  may  be,  exclusively  occupied. 
It  is  when  the  special  symptoms  are  the  first  to  show  themselves,  and  the 
signs  of  the  general  disease  are  not  developed  sufHeiently  for  its  nature  to 
be  recognised  by  the  non-expert,  that  the  interest  and  the  importance  of 
their  correct  interpretation  are  most  niarked.  Occasionally  disseminated 
sclerosis  is  ushered  in  by  laryngeal  symptoms,  such  as  hoarseness  (p.  27), 
but  this  is  vmusual.  It  cannot,  indeed,  be  said  that  laryngeal  j)ardlysis 
is  a  common  occvuTence  in  disseminated  sclerosis,  but  fluctuating  degrees 
of  disturbance  of  mobility  of  the  cords  are  fairly  frequent.  Kethi  in  his 
monogra})h  analyses  the  various  laryngeal  and  vocal  disturhances  very 
thoroughly  by  an  exhaustive  study  of  the  cases  published  by  other 
authors,  enlianced  by  his  observations  on  his  own  cases.  In  general  it 
may  be  accei)ted  that  the  various  disturbances  in  the  action  of  the 
laryngeal  muscles  are  phenomena  of  weakness  rather  than  of  paralysis. 
The  work  is  strictly  objective  and  devoid  of  anything  in  the  way  of 
padding.     Its  study  will  provide  the  laryugologist  with  the  means  of 
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iivoitliuL;  inanv  jxissibilitios  ot  (Mtov,  sucli,  lor  instance,  as  the  common 
mistake  of  diatj^nosin^-  multiple  sclerosis  as  hysteria.  'J'lie  sources  of 
information  ([Uot(Hl  include  a  number  of  r)ritisli  writings,  and  the  n;inies 
of  our  countrvmen  fi<.;ure  more;  larij^ely  in  the  list  of  authors  than  in  many 
fon'i^ni  works.  It  is  pleasant  to  see  this,  and  it  is  rre(lit:ible  to  the 
illustrious  author.  Dinidas  GvcdiI. 

Practical  Guidi'  to  the  Discasefi  of  the  Throat,  Nose  and  Ear.  Third 
Edition.  Bv  William  Lamb,  M.D.  (Birmingliam).  London  : 
Baillicre,  Tindall  &  Cox,  inS. 

Dr.  Lamb's  guide  is  a  living  work,  and  illustrates  the  dictum  that 
"  W'here  life  is,  growth  should  be."  The  demand  for  a  third  edition  in 
five  years  after  the  issue  of  the  second  is  a  normal  one,  and  in  the  interval 
Dr.  Lamb  has  evidently  been  on  the  look-out  for  good  things  to  add  to 
the  miiny  already  contained  in  the  book.  Among  these  he  signalises  the 
consideratitm  of  oral  sepsis  (p.  9),  the  occasional  risk  attending  the  tonsil 
and  adenoid  operation  (p.  64),  tonsillectomy  (p.  71),  the  submucous 
resection  of  the  septum  fp.  170),  the  intra-nasal  operation  for  chronic 
antral  suppuration  (p.  185),  danger  signs  in  ear  disease  (p.  286),  the 
conservative  mastoid  operation  (p.  326),  and  the  examination  of  the 
labyrinth  (p.  290).  In  regard  to  all  these  there  has  been  much  discussion, 
and,  on  the  whole,  a  considerable  amount  of  progress  during  the  last  few 
years.  Dr.  Lamb  has  indicated  the  most  salient  points  in  the  practical 
and  concise  way  characteristic  of  his  work.  We  are  glad  to  see  a 
reference  to  pneumococcal  invasion  of  the  throat  (p.  18).  The  description 
of  the  submucous  septal  operation  is  wonderfully  good,  considering  tho 
space  allowed  for  it  ;  but  the  writer  franldy  admits  the  advisability  of 
referring  to  more  detailed  accounts  of  it  (p.  173).  There  are,  however, 
some  hints  of  Dr.  Lamb's  own  which  are  worthy  of  special  attention. 
The  same  remarks  apply  to  the  frontal  sinus  operation.  There  are  some 
good  hints  in  regard  to  laryngeal  tulierculosis  and  some  formula}  culled 
from  the  latest  writings  on  the  treatment  of  this  distressing  ailment. 
Those  who  have  not  made  a  special  study  of  diseases  of  the  throat,  nose 
and  ear  will  find  this  an  eminently  practical  guide,  and  those  who  have 
made  such  a  study  will  find  in  it  many  hints  -worth  accepting  for  their 
own  guidance,  as  well  as  for  the  instruction  of  their  pupils. 

Dundas   Grant. 


OBITUARY  NOTICE 

E    W.  EOUGHTON,  M.D.,  B.S.Lond.,  F.K.C.S.Eng. 

We  regret  to  announce  the  death  of  Mr.  E.  W.  Roughton,  which  took 
place  on  June  10  at  the  early  age  of  fifty. 

Mr.  Roiighton,  who  had  been  for  several  years  surgeon  to  the  Iloyal 
Free  Hospital,  had  charge  of  tlie  Throat  and  Ear  Department  of  that 
institution,  and  although  the  demands  made  upon  his  time  and  energy 
by  general  siu-gery  were  very  consideral)le,  he  nevertheless  applied  himself 
with  assiduity  to  the  more  special  work,  and  became  an  operator  of  great 
skill  and  success  in  ear  and  nose  cases. 

Mr.  Roughton,  who  was  a  St.  Bartholomew's  Hospital  man,  had  a 
distinguished  career  as  a  student,  and  much  of  the  promise  of  his  early 
years  reached  fruition  in  later  life,  and  had  he  been  spared  to  continue 
his  work  he  would,  doubtless,  have  achieved  even  higher  distinction. 
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As  a  teacher  Koughton  was  direct,  forceful  and  impressive,  and  many 
stories  are  told  illustrative  of  his  gift  of  epigrammatic  diction. 

His  last  illness  was  tedious  and  prolonged,  but  Roughton,  altliongh 
he  had  been  for  long  aware  of  its  fatal  character,  faced  the  hopelessness 
of  his  condition  with  a  heroic  fortitude  which  evoked  the  admiration  of 
all  who  knew  him. 


ADDENDUM  TO  THE  CLINICS  OF  BRITAIN  FOR  DISEASES 
OF  THE  THROAT,  NOSE  AND  EAR. 

The  Leeds  Public  Dispensary  (Ear,  Nose  and  Tlu-oat  Clinic). 
Medical  Officer. — Alexander  I).  Sharp  and  one  Clinical  Assistant. 
Oid-jmtients. — 1298.     Tuesdays  and  Wednesdays,  2.30  p.m. 
Operations. — Major,    Mondays,    2.30    p.m.       Minor,    Tuesdays    and 
Fridays,  9.30  a.m. 

Instruction. — Post-graduate  by  arrangement. 

Leeds  Consumptive  Hospital,  Armley  (Nose  and  Throat  Clinic) 
Medical  Officer. — Alexander  D.  Sharp. 

Beds. — None  allotted.     In-patients,  187.     Thursdays,  9.30  a.m. 
Operations. — As  required. 

Leeds   Consumptive   Dispensary,   Great   George   Street   (Nose 

and  Throiit  Clinic). 

Medical  Officer. — Alexander  D.  Sharp. 
Out-patients,  284.     Wednesdays,  10  am. 
Operations — As  required. 

Note. — We  regret  the  accidental  omission  of  the  aliove-named  Clinics 
from  Ihe  list  given  in  the  August  number. 

By  a  clerical  error,  also,  the  name  of  Dr.  Milligan  was  omitted  from 
the  staff  of  the  Manchester  Ear  Hospital,  for  which  we  lieg  to  express 

our  regrets. 
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Infirmarv.  With  four  ilhist rations.  London:  Henrv  Kimpton, 
1913.     1 'rice  5.-*.  net. 

The  Tonsils  and  the  Voice  in  Science,  Surgery,  Speech  and  Song,  etc.  By 
Richard  B.  Faut/mer,  M.D.  Columbia,  University.  The  Pirsbvterian 
Book  Store,  Pittsburgh,  Pa. 

Diseases  of  the  Ear.  By  P/iillii  IJ.  Kerrison,  M.D.,  Professor  of  Otology. 
New  York  Polyclinic  Medical  School  and  Hospital.  331  Illustra- 
tions in  Text  and  two  full  pages  in  colour.  Philadelphia  and 
London  :  J.  B.  Lippincott  Co  ,  1913.     Price  21.«.  net. 
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TWO    CASES    OF    SUBGLOTTIC    TUMOUR. 

By  Sir    Robt.    H.   Woods,  M.B.,  M.Ch.{Hon.  Causa.),  F.R.C.S.L, 


Dublin. 


The  literature  of  tumours  originating  below  the  rima  glottidis 
IS  still  scanty  enough  to  justify  me  in  recording  the  followinc 
cases.  ° 

J-  ^  '  ^  ^^'^g'^^^  boy,  aged  eleven,  was  sent  to  me  on  April  10 
1912,  by  Drs.  Kelleher  and  Morris,  of  Waterford,  complaining  of 
difficulty  m  breathing.  He  had  been  perfectly  well  until  two 
months  before  I  saw  him,  when  he  got  an  attak  of  bronchitis 
bmce  this  attack  his  breathing  had  grown  steadily  more  and  more 
laboured,  becommg  at  times  so  distressing  that  the  mother  could 
only  describe  it  as  "almost  a  fit,- though  there  was  no  suspicion 
that  she  used  the  word  in  its  literal  sense. 

On  examination  the  voice  was  natural.  There  was  well-marked 
dyspnoea  both  on  inspiration  and  expiration,  the  sound  being  of 
tbat  peculiar  character  caused  by  tracheal  obstruction.  The  supra- 
sternal notch  showed  some  sinking  during  inspiration. 

The  family  history  was  unimportant.  Careful  inquiry  was  made 
as  to  the  possibility  of  a  foreign  body  having  been  inhaled,  and  it 
;«ras  said  m  reply,  that  the  first  attack  of  bronchitis  took  place  after 
leating  periwinkles,  and  it  might  have  so  happened  that  a  piece 
went  the  wrong  way.     I  thought  this  unlikely.     The  stridor  was 
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heard  with  the  stethoscope  equally  well  on  both  sides  of  the  chest. 
There  was  very  little  cough,  and  the  boy's  colour  and  general 
appearance  were  good,  though  he  looked  anxious. 

They  consented  to  bronchoscopy,  which  1  endeavoured  to 
perform  under  cocaine,  but  the  boy's  terror,  increased  by  his 
distress,  made  it  impossible.  I  accordingly  sent  him  to  a  nursing- 
home,  and  the  following  morning  cai-ried  out  that  procedure  undea- 
general  angesthesia  supplemented  by  cocaine  locally.     I  saw  a  fun- 


FiG.  1.— Case  1  :  T.  L .     First  skiagram  taken  April   12,  1912,  showing 

opacity  of  glandular  structures  at  bifurcation  of  trachea. 


gating  granulomatous  tumour  growing  from  the  right  wall  of  the 
trachea  immediately  above  its  bifurcation.  The  air-passage  was 
reduced  at  this  point  to  a  small  crescentic  opening  at  the  left  side. 
There  was  no  general  bulging  or  swelling  of  the  wall,  or  any  other 
sign  of  invasion  by  a  tumour  originating  outside  the  passage. 
Several  pieces  of  the  growth  were  removed  by  forceps.  Bleeding, 
thougli  by  no  means  profuse,  was  persistent  enough  to  keep  the 
field  obscured,  and  I  knew  there  was  still  some  tumour  left  when  I 
had  done  all  I  then  could. 
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The  pieces  removed  were  sent  to  Dr.  Earl,  who  reported  them 
to  lie  iifraimlation-tissne,  and  very  vascular.  I  next  sent  tlie  boy  to 
Dr.  Watson  for  X-ray  examination.  He  reported  that  the  glands 
at  the  hifurcation  of  the  trachea  were  enlarged  and  very  opaque 
to  X  rays.  This  feature  is  very  well  seen  in  the  print,  but  by  no 
means  so  well  as  at  that  time  on  the  screen. 

The  boy  was  enormously  relieved  by  the  operation,  but  on  deep 
respiration  there  remained  more  than  asusj)icion  of  the  former  stridor. 


Fig.  2. — Case  1 :  Second  skiagnuu  taken  No\'eniber  27,  1912,  seven  and  a 
half  months  after  operation.  O.  aeity  which  formerly  e.xisted  at  bifurca- 
tion of  trachea  no  longer  present. 


On  May  7,  /.  e.  nearly  four  weeks  after  Ins  first  bronclujscopy,  I 
performed  it  a  second  time.  I  had  by  this  time  gained  the  complete 
confidence  of  the  boy,  and  had  no  dilliculty  in  passing  the  instru- 
ment under  local  anesthesia.  The  tumour  was  much  smaller  than 
before.  The  portions  removed  were  again  submittetl  to  Dr.  Karl, 
who  again  reported  granulation-tissue.  The  patient  was  quite 
undi.sturbed  by  the  operation,  and  could  breathe  deeply  ten  days 
later  without  any  abnormal  sound  catching  the  ear. 
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Bronchoscopy  was  carried  out  a  third  time  on  June  12,  also 
under  local  anaesthesia.  The  tumour  was  found  as  a  mere  flattish 
elevation  interfering-  in  no  way  with  the  breathing  space.  The  last 
of  it  was  then  removed.  Dr.  Earl  again  reported  it  to  be  "  a  round- 
celled  growth  with  many  blood-vessels  and  apparently  granulation 
tissue." 

The  patient  then  returned  to  Waterford. 

I  again  saw  him  on  November  27,  between  seven  and  eight 
months  after  the  first  operation.  1  passed  the  bronchoscope  but 
could  find  no  trace  of  the  growth.      He  vras  in   ever\'  respect  well 


Fig.  3. — Case  1 :    Graniikmiatous  tumour  of  tracheal  wall. 


and  had  improved  greatly  in  health.  I  sent  him  the  same  day  to 
Dr.  Watson,  who  could  find  no  trace  of  the  glands  either  by  screen 
or  plate.  The  print  shows  a  normal  thorax,  and  is  a  strong  con- 
trast to  the  one  taken  when  he  first  came  to  Dublin.  The  plates 
are  taken  from  different  aspects,  but  this  does  not  affect  the 
contrast. 

The  pathology  of  this  case  presents  some  difficulties.  The 
whole  case  is  explicable  if  we  assume  a  septic  wound  of  the 
tracheal  wall,  but  it  is  hard  to  see  how  suflRcient  force  could  be 
exerted  except  by  a  foreign  body  large  enough  to  be  impacted,  in 
which  case  the  opposite  wall  could  hardly  escape  without  lesion, 
if,  indeed,  the  impaction  did  not  cause  suffocation. 
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I'lu'  second  ease  is  tliat  of  a  man,  aged  forty,  who  for  some 
yt'.irs  suffered  from  slight  difficulty  in  breathing.  At  first  this 
was  so  slight  as  hardly  to  be  noticeable,  but  as  time  went  on  hi.s 
breathing  became  noisy,  especially  when  he  had  a  cold  on  the 
cho.»t.  The  family  history  was  good,  and  he  never  suffered  from  illness 
of  any  kind.     The  man  was  otherwise  healthy  and  well  nourished. 

On  examination  there  was  well-marked  stridor  of  the  tracheal 
type.  With  the  laryngoscope  a  tumour  could  be  seen  below  the 
vocal  cords,  apparently  filling  the  lumen  of  the  trachea,  but  its 
attachment  could  not  be  located,  l^otli  vocal  cords  moved  fidly, 
and  the  voice  was  unaffected. 


Fig.  4. — Case  2  :  Malignant  tuuioiiv  of  trachea. 

On  passing  a  bronchoscope  under  local  ana?sthesia  the  growth 

was  found  to  be  attached  by  abroad  base  to  the  anterior  part  of  the 

larynx   or  windpipe  below  and  clear  of  the  vocal  cords.     A  piece 

was  removed   by   a   forceps  for   microscopic    examination.     Prof. 

O'SuUivan,  to  whom  it  was  submitted,  reported  as  follows  :  "The 

growth  consists  of  solid  cell  masses  and  of  spaces  lined  with  cells. 

1  The  spaces  are  either    empty   or   contain   homogeneous   material. 

The  tumour  is  certainly  malignant,  but  is  not  an  ordinary  squamous 

{cancer.     It  may  be  a  cancer  arising  from  a  mucous  gland."     No 

'enlarged   glands  or   external   evidence  of    its    presence    could    be 

seen  or   felt.     Operation   was   recommended,  and   carried   out   on 
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November  22,  1912,  with  the  assistance  of  Prof.  Edward  Tayk)r, 
who  hiid  in  the  first  instance  transfer I'ed  the  case  to  my  cai-e. 

Breathing  had  become  so  laboured  a  night  or  two  previous  to 
the  daj'  of  operation  that  the  house-surgeon  was  prepai-ed  for 
tracheotomy,  which  he  regarded  as  imminent. 

Bearing  in  mind  the  tendency  of  patients  with  tracheal  obstruc- 
tion to  choke  during  induction  of  general  ansesthesia,  I  adopted  the 
precaution  of  first  passing  a  small  brass  tube  through  the 
constriction  under  local  anaesthesia,  with  the  help  of  the  broncho- 
scope. A  silk  string  was  attached  to  this  tube  for  safety  and  for 
puiposes  of  withdrawal. 


Fig.  5. — Case  2  :  Malignant  tumour  of  trachea. 

Ether  was  then  administered  with  great  comfort,  and  the 
larynx  and  upper  portion  of  the  trachea  exposed.  No  sign  of  the 
tumour  was  visible  externally. 

The  isthmus  of  the  thyroid  gland  was  divided.  Tracheotomy  was 
performed  below  the  tumour,  and  chloroform  administered  through 
the  tube.  The  larynx  was  then  divided  in  the  middle  line,  and  the 
tumour  found  to  be  growing  from  the  posterior  aspect  of  the  front 
of  the  cricoid  ring. 

It  was  quite  discrete,  and  we  found  no  great  difficulty  in  detach- 
ing it  from  its  base  by  a  sharp  dissector.  The  surface  of  the 
cartilage  was  quite  clean,  and  the  perichondrium  obviously  not 
invaded. 
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Tlie  patient  made  an  uneventful  recovery  from  the  operation,  but 
was  unluckv  enoug-h  to  develop  typhoid  fever  ten  days  afterwards, 
])robal)ly  from  an  infection  obtained  before  coming-  into  hospital, 
as  no  other  case  occurred.  In  the  middle  of  February  Avhen  his 
temperature  had  been  normal  for  a  considerable  while  after  the 
typiioid,  he  developed  cholecystitis  and  typhlitis,  for  which  an 
operation  was  performed  on  February  19.  He  succumbed  two 
days  later. 

Post-mortehiexiimuiiition  showed  the  larynx  and  trachea  perfectly 
healed,  and  I  am  in  a  position  to  show  both  the  tumour  and  its  site 
after  healing  had  taken  place. 


NASAL  THERMOMETRY:  A  METHOD  OF  DETERMINING  THE 
INFLUENCE  OF  THE  NOSE  ON  THE  TEMPERATURE  OF 
THE  INSPIRED  AIR.' 

By  a.  Brown  Kelly,  D.Sc,  M.D., 

Siu'geon  for  Diseases  of  the  Throat  and  Nose,  Victoria  Infirmary,  Glasgow. 

SoMK  of  the  most  puzzling*  cases  with  which  the  rhinologist  has 
to  deal  are  dependent  on  disturbances  of  the  respiratory  function 
•if  the  nose.  I  do  not  allude  to  conditions  associated  with  marked 
nasal  obstruction,  but  to  those  less  obvious  varieties  in  which  the 
patient  breathes  entirely  or  almost  entirely  by  the  nose.  Many  of 
the  subjects  of  the  affections  to  which  I  refer  indignantly  deny  that 
they  have  any  nasal  trouble. 

The  principal  diseases  falling  within  the  class  indicated  are — 
intermittent  nasal  obstruction  and  deviation  of  the  septum.  The 
symptoms  in  these  affections  traceable  to  defective  warming  of  the 
inspired  air  usually  manifest  themselves  as  pharyngeal  irritation, 
sometimes  exciting  cough,  and  susceptibility  to  attacks  of  acute  or 
subacute  inflammation  in  the  naso-pharynx,  pharynx,  larynx  or 
lower  air-passages.  With  the  disorders  of  secretion  that  may  also 
arise  I  shall  not  at  present  deal. 

In  the  hope  of  adding  to  our  knowledge  of  the  physiology  of 
nasal  respiration  and  of  throwing  additional  light  on  the  subject  I 
have  studied  off  and  on  for  several  years  the  temperature  of  the 
air  after  it  has  passed  through  the  nose. 

All  the   experiments    have   been    carried    out    with    extremely 
delicate   mercury    thermometers  made   by  Mr.  Zeal,   London,   to 
'  Read  at  the  meeting  of  the  Scottish  Otological  and  Laryngological  Society, 
May,  1913  (see  p.  551). 
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whom  I   am  indebted   for   the  trouble  he  has  taken  to  meet  my 
requirements. 

The  thermometer  has  a  twin  bulb.  Its  stem  is  sufficiently  long 
so  that  Avhen  the  instrument  is  in  situ  the  portion  with  the  scale 
projects  beyond  the  nose  or  mouth.  The  scale  ranges  fi-om  75°  or 
80°  F.  to  100=  or  105°  F.,  and  indicates  half  degrees.  The  sensitive- 
ness is  such  that  the  mercury  immediately  responds  to  the  slightest 
rise  or  fall  in  temperature,  so  that  when  used  for  testing  the 
respiratory   current   in    the  naso-pharynx    the    alternate    changes 


Fig.  1. 


produced  by  the  colder  inspired  air  and  the  warmer  expired  air  are 
at  once  evident. 

At  first  I  used  a  straight  thermometer.  This  was  introduced 
along  the  floor  of  the  nose  so  that  the  bulb  projected  into  the  naso- 
pharynx. The  chief  objection  to  this  instrument  was  that  its 
presence  in  the  nose  cut  oif  a  certain  amount  of  the  respiratory 
current  and  thus  altered  the  normal  conditions. 

The  next  step  was  to  employ  a  thermometer  having  a  long  stem 


Fig.  2. 


with  the  bulb  bent  upwards  at  a  right  angle.  When  in  position 
the  bulb  was  in  the  naso-pharynx  and  the  end  of  the  stem  with  the 
scale  projected  from  the  mouth.  Various  difficulties  were  now 
encountered  :  the  chief  was  the  uncertainty  as  to  tlie  exact  position 
of  the  bulb  ;  there  was  also  the  danger  of  the  glass  breaking. 

In  order  to  remove  these  objections  and  to  allow  of  the  com- 
parison of  the  temperatures  on  the  two  sides  of  the  nose  a  holder 
for  two  thermometers  was  designed  (Fig.  1).  This  was  so  con- 
structed  that   tlie   bulbs  could  not    come    into   contact    with    the 
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mucous  membrane,  and  each  was  opposite,  or  nearly  opposite,  the 
middle  of  the  corresponding"  choana. 

After  many  experiments  had  been  made  with  this  double  holder 
and  various  sets  of  thermometers,  it  Avas  found  impossible  to  get  a 
couple  exactly  alike  as  to  the  temperature  registered  and  the 
amount  of  excursus. 

A  single  holder  consequently  was  next  devised  (Fig.  2).  It  has 
proved  satisfactory,  and  the  results  reported  in  this  paper  were 
obtained  while  it  was  in  use.  This  patteini  allows  of  the  thermometer 
being  moved  from  side  to  side  of  the  naso-pharynx  as  desired.  It 
consists  of  a  rigid  wire  framework,  which,  like  the  thermometer, 
has  its  end  bent  upwards  at  a  right  angle  to  enter  the  naso- 
pharynx. A  screw  forms  a  bridge  between  the  two  sides  of  the 
framework,  and  when  the  instrument  is  ia  position  crosses  in  front 
of  the  mouth.  On  this  screw  a  spring  clamp  which  grips  the 
thermometer  travels.  The  end  of  the  holder  which  enters  the 
naso-pharynx  serves  both  to  protect  the  thermometer  and  to 
prevent  it  from  touching  the  lining  membrane.  The  other  end  of 
the  holder  can  be  slipped  ojff  and  on ;  the  loop  encircles  the 
thermometer  stem  and  keeps  it  in  position.  The  movements  of 
the  magnified  column  of  mercury  can  be  easily  watched  and  the 
scale  read  by  one  standing  on  the  patient's  right  and  looking 
down. 

\Yhen  it  is  desired  to  take  temperatures  the  soft  palate  and 
posterior  wall  of  the  pharynx  are  painted  with  cocaine.  The 
thermometer  is  placed  in  the  middle  of  the  holder  so  that  the  bulb 
is  protected  in  front  and  behind  by  the  vertical  bars  of  the  cage. 
The  instrument  is  introduced  and  the  vertical  bars  come  to  lie 
behind  the  posterior  edge  of  the  septum.  The  screw  is  now  turned 
until  the  bulb  of  the  thermometer  is  opposite  the  middle  of  one 
choana.  The  patient  is  requested  to  close  his  teeth  and  lips  on  the 
instrument  and  to  breathe  quietly  and  regularly  through  the  nose. 

The  observer  stands  on  the  patient's  right  and  gives  him  a 
minute  or  two  to  accustom  himself  to  the  instrument.  Meanwhile 
he  watches  the  movements  of  the  mercury,  and  as  soon  as  these 
become  fairly  uniform,  he  reads  off  the  highest  and  lowest  points 
reached  during  each  expiration  and  inspiration  for  a  period  of  one 
minute.     A  nurse  notes  the  numbers. 

If  the  patient  has  breathed  steadily,  and  a  satisfactory  record 
for  one  minute  of  the  temperatures  of  the  respiratory  current 
behind  one  choana  has  been  obtained,  the  test  should  be  repeated 
for  the   other  nasal  fossa.      This   is  done  without   removing  the 
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iiistruiueiit  from  the  mouth,  by  merely  turnino-  tlie  screw  until  the 
hiilb  is  opposite  the  middle  of  the  other  choana,  and  then  noting 
the  temperatures  as  already  described. 

The  temperatures  may  l)e  g-raphically  recorded  as  shown  below. 

Individuals  differ  considerably  as  to  their  suitability  for  this 
test.  Some  are  too  irritable  and  retch,  others  breathe  irregularly 
from    nervousness,    and    in    others    too    profuse    secretion    causes 


Fig.  4. — \ormal  nose,  8  respirations  per  minute.     Average  on  right  side  (clotted), 
87o  -93'5";  excursus,  6".     Average  on  left  side,  88^-94";  excursus,  6. 


frequent  deglutition.  Mucus  occasionally  envelops  the  bulb  and 
stretches  between  it  and  the  cage.  Its  presence  should  be 
suspected  if  the  oscillations  seem  sluggish.  There  should  be  no 
appreciable  interval  between  the  change  in  direction  of  the 
respiratory  current  and  the  corresponding  change  in  the  move- 
ment of  the  mercury  column. 

If  the  movements  of  the  mercury  are  watched  it  soon  becomes 
obvious  that  the  amplitude  of  oscillation  bears  a  direct  relation  to 
the  depth  of  the  respiration.     Shallow  rapid  breathing  produces  a 
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short  exeursiis,  while  deep,  slow  breathing-  produces  one  of  greater 
amplitude.  Thus,  20  respirations  per  minute  are  accompanied  by 
oscillations  on  an  average  of  fully  2"^,  while  8  respirations  per 
minute  may  give  a  variation  of  6°  (Figs.  3  and  4). 

From  a  large  number  of  observations  it  has  been  found  that  in 
the  normal  nose — 

8       respirations  per  minute  give  an  average  excursus  of  6°  F. 

q  r.0 

"             ))  ))  >)  >)  '>  '' 

10             .,  „  „  .,  „  i-o" 

'J  )}  >}  >)  >>  ^ 

1^-1'^       „  „  >,  „  „  3-75°-3° 

16-22       „  „  „  „  „  2-75°-2° 

23-27       ,,  „  ,,  ,,  ,,  l-7."j^-l-.")" 


It  should  at  once  be  ]K)inted  out  that  these  numbers  are  (jf 
relative  value  only.  They  were  all  taken  with  the  same  iu.stru- 
ment;  a  slower  thermometer  would  indicate  a  smallei-  excursus, 
and  vice  versa. 

The  effects  of  almormal  patency  <jf  the  nose  on  the  excursus  ai-e 
most  apparent  in  cases  of  deviation  of  the  septum.     In  the  sul) 
joined  table  are  noted  the  results  obtained  by  testing  a  series  ot 
such  cases : 


Number  of 
respirations 
per  minute. 

7 

9 
12 
13 
14 
14 
14 
14 
15 
16 
17 
20 


Fi'om  the  above  table  three  facts  may  be  deduced  in  regard  to  ; 

cases  of  deviation  of  the  septum:   (1)  The  excursus  on  the  wide  I 

side  is  almost  always  greater  than  normal.    (2)  The  excursus  on  the  | 
narrow  side  is  usually  less  than  normal.      (3)   In  every  case  the 


Xormal 
average 
excursus. 

Deviation  of  septum. 

Excursus  behind — 

Wide  fossa.         Narrow  fossa 

?  7*^ 

9° 

5-5° 

5° 

4-5° 

1-5° 

3-75° 

7° 

5° 

3-5° 

6^ 

3-5° 

3-25° 

4° 

3-5° 

3-25° 

4° 

2° 

3-25° 

0° 

4-5° 

3-25° 

r 

1-5° 

3° 

5-5° 

2-5° 

2-75° 

4° 

1° 

2-5° 

4° 

1° 

2-25° 

2-75° 

2° 
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excursus  is  greater  on  the  wide  side  than  on  the  narrow  side,  and 
occasionally  strikingly  so  (Fig.  5). 

A  similar  but  less  marked  result  is  obtained  when  the  unequal 
patency  of  the  nasal  fossae  is  due  to  enlargement  of  one  inferior 
turbinate  (Fig.  6). 


>.  .5. — Deviation  of  septum  to  left,  12  respirations  per  minute.     Average 
>n  wide  side  (right)  ;  8.5~-92'^ ;  excnrsns,  7°.    Average  narrow  side  (left) 


Fig 
on  wide  side  (right)  , 
(dotted),  89-5^-92  .5';  exenrsns,  3". 


The  widening  of  a  nasal  fossa  by  cocaine  and  adrenalin  is 
followed  by  an  increase  of  ^°  to  1°  in  the  excursus. 

On  the  other  hand,  mere  width  of  the  nasal  fossae  does  not  in 
itaelf  give  a  large  excursus.  In  atrophic  rhinitis  the  excursus 
tends  to  be  smaller  than  normal  (Fig.  7),  as  the  following  table  of 
cases  shows  : 
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Number  of 
respirations 
per  minute. 

Normal 

average 

excursus. 

Excursus  in 
atrophic  rhinitis : 
each  side  is  noted. 

13 

3-5° 

3°,  3-5° 

15 

3° 

2-5° 

16 

2-75° 

2° 

17 

2-5° 

2° 

18 

2-5° 

QO     OO     no     no     OO 

19 

2-25° 

2° 

20 

2-25° 

2°,  2°, 

21 

2° 

2°,  2°,  2° 

25 

1-5° 

1-5° 

26 

1-5° 

1-5° 

In  unilateral  obstruction  the  abnormal  lowering  of  the  tempera- 
ture on  the  wide  side  is  due  to  the  air  passing  through  the 
corresponding  fossa  in  larger  volume  per  unit  of  time,  and  with 
greater  rapidity  than  normal. 

The  temperature  of  the  respii'atory  current  in  the  naso-pharyux, 
as  noted  by  the  method  described,  is  not  to  be  attributed  solely  to 
the  warming  action  of  the  nose  and  naso-pharynx;  allowance 
must  also  be  made  for  the  influence  of  the  expiratpry  current. 
With  a  room  temperature  of  60°,  if  a  very  deep  inspiration  be 
taken  the  mercury  will  fall  to  about  80° ;  and  if  a  stream  of  air 
])e  blown  along  the  nose  it  can  be  lowered  to  75°.  On  the  other 
hand,  a  full  expiration  can  raise  the  temperature  to  96°.  The 
temperature  indicated  during  ordinary  respiration,  therefore,  is 
the  mean  resulting  from  the  commingling  of  the  current  of  cool 
inspired  air  with  that  of  Avarm  expired  air. 

The  determination  of  this  mean  has  been  carried  out  as  follows : 
The  highest  and  lowest  point  reached  by  the  mercury  during  each 
respiration  over  a  period  of  one  minute  has  been  noted,  the 
average  of  this  series  has  been  calculated,  and  the  middle  point  of 
the  average  taken.  The  middle  point  in  a  large  number  of  cases 
has  been  thus  worked  out,  and,  on  taking  their  average,  it  has 
been  found  that  when  the  nose  is  normal  the  temperature  of  the 
respiratory  current  in  the  naso-pharynx  is  between  90'5°  and 
92'5°.  It  is  probabl}^  more  correct  to  state  it  thus  than  to  give  a 
fixed  point,  viz.  91-5°,  as  the  temperature  varies  between  these 
limits  in  consequence  of  slight  intra-nasal  and  other  variations 
{vide  infra)  which  would  not  attract  attention,  and  certainly  could 
not  be  regarded  as  pathological. 

In  atrophic  rhinitis,  the  temperature  calculated  in  the  same  way 
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is  sl.u-htly  Imvcr,  the  average  heing  !.H)-7:)°.  I„  .leviatiou  of  the 
septiun  the  avi-rage  temperature  on  the  wide  side  is  89-5°,  and  on 
tlie  nnn-ow  side  91-5°;   these  results  were  obtained  from  unsek-cted 


cases 


1  give  the^e  Hgures  with  some  hesitation,  for  the  subject  is 
extremely  complex.  In  proof  of  this,  some  of  the  conditions  that 
mfluence  the  temperature  of  the  respiratory  current  in  the  naso- 
pharynx are  briefly  enumerated  : 

(1)  There  appear  to  be  individual  differences.  Some  subjects 
habitually  register  lower  temperatures  than  normal,  while  others 
register  higher  temperatures. 

(2)  The  temperature  of  the  external  air  :  AH  the  observations 
here  recorded  were  made  at  temperatures  between  55°  and 
65^^  F. 

(3)  The  depth  of  the  respiration  :  Increase  in  the  amplitude  of 
the  excursus  is  usually  both  in  an  upward  and  downward  direction, 
but  chiefly  in  the  latter  when  the  excursus  is  great. 

(4)  With  collapse  of  the  inferior  turbinate  and  widening  of 
the  inferior  meatus  there  is  a  fall  in  the  temperature  of  both 
the  inspiratory  and  expiratory  stream,  but  especially  of  the 
former. 

(5)  If  the  inferior  meatus  is  obstructed,  but  the  upper  part  of 
the  nose  is  free,  the  temperature  rises  above  the  normal. 

(6)  If  the  middle  meatus  is  obstructed,  but  the  inferior  is  free, 
the  temperature  is  at,  or  below,  the  normal. 

(7)  The  position  of  the  thermometer  in  the  naso-pharynx.  The 
temperature  is  lower  about  the  middle  {i.  e.,  near  the  septum)  than 
towards  the  sides  of  the  naso-pharynx  ;  it  is  also  lower  on  a  level 
with  the  Hoor  of  the  nose  than  towards  the  roof  of  the  naso- 
pharynx. 

(8)  The  condition  of  the  other  nasal  fossa.  When  the  nasal 
fosste  are  unequal,  the  temperature  behind  the  wide  chamber  is 
below  normal,  while  that  on  the  narrow  side  is  at,  or  usually 
above,  normal. 

The  method  described  affords  a  ready  means  of  testing  the 
influence  of  the  nose  on  the  temperature  of  the  respiratory  current. 
It  IS  evident  from  what  has  been  stated  that  one  may  find  slight 
differences  not  only  between  the  temperatures  taken  in  a  number 
of  apparently  normal  noses,  but  even  in  those  noted  in  the  same 
nose  over  a  period  of  a  few  minutes  owing  to  the  varying  rate  of 
respiration,  the  changes  in  bulk  of  one  or  other  inferior  turbinal, 
etc.     The  excursus  is  worthy  of  attention  in  that  its  amplitude, 
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when  taken  in  conjunction  witli  tlie  nnmber  of  i-e.spirations  per 
minute,  seems  to  be  a  reliable  index  of  the  volume  and  s])eed  of 
the  air-current  passing  through  the  nasal  fossa  under  obser- 
vation . 


WHAT    BECOMES   OF    SINUSES   THAT   HAYE    BEEN 
OPERATED   ON? 

By  Phof.   E.  J.  MouRE,^ 

Bordeaux. 

Tran.slafed  hij  Dan   McKknzik. 

The  operations  which  are  performed  u])on  the  accessory  cavities  of 
the  face  have,  during  the  last  few  years,  passed  through  several 
successive  phases,  particularly  interesting  from  the  point  of  view 
of  their  evolution.  Thus,  in  the  radical  cure  of  maxillary  antrum 
suppuration  a  number  of  partisans  have  sprung  up,  who  are  hotly 
convinced  of  the  value  of  endonasal  operation  (either  through  the 
middle  or  through  tl)e  inferior  meatus),  and,  in  France  particularly, 
drainage  of  the  antrum  through  the  enlarged  natural  orifices  still 
enjoys  a  certain  amount  of  favour. 

Some  practitioners  (Mahu,  Vacher)  have,  indeed,  added  ro  the 
simple  opening  of  the  antrum  of  Highmore  a  more  or  less 
incomplete  curettage  of  its  cavity  by  means  of  bent  curettes,  but  it 
must  be  admitted  that  by  this  route  it  is  difficult  to  reach  all  the 
nooks,  crannies  and  anfractuosities  of  a  cavity  often  vei-y  roomy, 
angular,  and  even  septate. 

The  operation  through  the  canine  fossa  (Caldwell-Luc),  more  or 
less  modified  in  detail  by  its  originators  as  well  as  by  a  considerable 
number  of  practitioner.s,  nevertheless  still  remains  the  operation  of 
choice,  at  all  events  for  refractory  cases  of  maxillary  sinusitis. 

What  I  am  about  to  say  will,  I  believe,  fui-nish  a  decisive 
argument  to  those  wlio  favour  the  radical  cure,  now  that  local 
anaesthesia  by  means  of  cocaine  has  lendered  it  so  much  more 
simple  and  easy  to  perform. 

With  regard  to  frontal  sinus  suppuration,  I  shall  not  discuss 
the  methods  which  consist  in  treating  and  even  in  curing  it-  at 
times  through    the    natural    route.       I  am  convinced  that    these 
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inetliods  ill  tlu'  Iiaiuls  of  sotno  ol'  the  ))raclitiuiiLM-.s  who  huvc  tnod 
rhiMii  liavt.'  atfordtHl  dcoidtMlly  ciicoufiigiiig  results,  lit  least  for 
the  time  being.  I  have  already  said  elsewhere  why  I  think  that 
this  method  cannot  become  generalised.  For,  even  in  the  opinion 
of  those  who  have  extolled  this  method  of  treatment,  there  exist 
oases  in  which  recurrence  to  external  operation  is  imperative, 
and  here  again  specialists  are  not  all  agreed  upon  the  ukkJu.s 
farieitdi. 

.Many  consider  that,  in  (jrder  to  clear  out  a  frontal  sinus 
.vatisfacturily,  fidl  exposure  by  destruction  of  its  entire  anterior 
wall  (Kuhnt's  procedure)  is  indispensable,  with  the  object,  as 
the  promoter  of  this  method  has  said,  of  bringing  the  skin  into 
contact  with  the  internal  wall  of  the  sinus  in  such  a  way  as  to 
lead  to  the  complete  occlusion  of  its  cavity.  Killian,  going  a 
step  further,  in  order  to  obtain  this  apparently  indispensable 
fusion,  has  advised  his  operation,  the  technique  of  which  every- 
body knows  and  of  which- 1  do  not  need  to  remind  you. 

In  reality,  all  these  interventions  have  been  conceived  and 
executed  with  the  object  of  obliterating  the  frontal  sinus  as  com- 
pletely as  possible.  Now,  we  all  know  perfectly  well,  first,  that  this 
ideal  obliteration  cannot  be  realised  in  many  cases ;  secondly,  that 
in  spite  of  the  persistence  of  certain  so-called  "  dead  spaces,"  our 
patients  nevertheless  become  completely  and  finally  cured  ;  thirdly, 
that  the  only  point  of  vital  importance  is  the  extinction  of  the  too 
long  neglected  ethmoidal  lesions.  For  the  frontal  sinus  operations, 
however  seriously  and  thoroughly  executed,  tend  to  lessen  but  not 
to  dry  up  the  suppuration,  since  the  infected  ethmoidal  cells  con- 
tinue to  pour  pus  into  the  infundibular  canal. 

The  majority  of  writers  have,  in  the  same  way,  thought  that  it 
is  essential  to  secure  constant  fronto-nasal  drainage  by  enlarging  to 
its  utmost  the  canal  which  connects  the  sinus  with  the  interior  of 
the  nose,  and  upon  this  drainage,  they  suppose,  the  certain  cure  of 
the  patient  ultimately  depends. 

I  am  quite  convinced,  and  have  been  so  for  a  long  time,  that 
these  different  ideas  were,  and  are,  more  theoretical  than  practical. 
For  many  long  years  I  had  lasting  successes  froui  the  simple  radical 
operation  with  the  external  wound  of  the  smallest  possible  dimen- 
sions, and,  like  numy  of  my  confrhes,  it  was  while  I  was  seeking  to 
open  the  frontal  and  ethmoidal  cavities  widely  that  I  encountered 
failures,  disappointments  and  even  accidents.  For  this  reason  I 
did  not  hesitate  to  recur  to  the  earlier  methods,  that  is,  to  the  ideal 
operation  of  Ogston-Luc,  to  which,  to  be  candid,  I  added,  when  it 
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Avas  called  for,  tlie  exenteration  of  the  etlimoidal  cells — the 
anterior  generally,  and  less  often  the  posterior. 

At  the  present  moment  my  already  considerable  experience  has 
absolutely  convinced  me  that  if  the  frontal  sinus  is  well  and 
thoroughly  curetted,  that  is  to  say,  if  the  whole  of  its  investing" 
mucous  membrane  is  removed,  even  when  this  clearance  is  effected 
through  a  small-sized  opening,  if  the  accessory  cells  (in  general 
retro-nasal)  which  lie  behind  the  nasal  bones  {derriere  les  os  propres) 
are  opened  and  curetted  carefully,  and  finally  if  the  ethmoid  is 
disinfected  conscientiously,  fronto-nasal  drainage  need  not  be  so 
free  and  so  persistent  as  many  people  have  desired  it  to  be. 

Indeed,  a  knowledge  of  what  happens  to  the  cavities  thus 
emptied  and  cleansed  is  all  that  is  necessary  to  enable  us  to  under- 
stand the  importance  of  the  fact  I  am  now  placing  before  you.  On 
those  occasions  when  I  had  to  open  afresh  frontal  and  maxillary 
sinuses  which  had  already  been  operated  on — either  l)ecause  I  had 
left  some  diverticular  or  aberrant  cells  which  had  continued  to  sup- 
purate, or  because  I  had  not  curetted  the  ethmoid  completely — I 
could  easily  observe  that  antra  which  had  been  very  roomy  at  the 
first  operation  no  longer  existed,  so  to  speak,  vht^n  I  came  tu  operate 
for  the  second  time.  All  the  cavities  had  become  filled  np  with  a 
kind  of  fibrous  tissue  ;  even  the  bony  walls  had  come  nearer  to  one 
another,  so  that  the  sinus  had,  in  a  measure,  disappeared.  There 
was  nothing  left,  in  fact,  but  the  suppurating  cells  which,  in  order 
to  cure  my  patient  completely,  I  had  had  to  follow  after. 

This  fact — the  cicatricial  obliteration  of  the  sinuses — aroused 
my  attention,  and  it  was  a  short  step  from  that  to  the  conclusion 
that  it  was  quite  unnecessary  to  leave  the  naso-frontal  canal  wide 
open  since  it  could  no  longer  drain  a  non-existent  cavity. 

Moreover,  if  operated  sinuses  close  and  fill  up,  why  perform 
operations  as  extensive  and  disfiguring  as  those  of  Kuhnt  and 
Killian  "'  Is  it  not  now  quite  clear  that,  if  we  wish  to  operate  on 
and  cure  a  sinusitis,  all  that  is  needed  is  an  opening  large  enough 
to  enable  us  to  inspect  the  interior  adequately  in  order  to  be  able 
to  curette  it  and  to  remove  the  whole  of  its  mucous  lining,  whether 
or  not  that  lining  is  infected,  since  this  is  the  condition  essential  to 
post-operative  obliteration  ?  For  this  reason  I  lielieve  that  the 
Caldwell-Luc  operation  in  the  case  of  the  maxillary  antrum  and  the 
Ogston-Luc  in  the  case  of  the  frontal  sinus  are.  and  will  alwavs 
remain  the  ideal  operations  when  these  suppurating  cavities  must 
be  dealt  with  by  the  external  route. 

If  these  cavities  when  operated  on  by  the  external  route  become 
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lilW  „|,  ,„„1  .„,.  ever  oWiterated,  not  only  do  we  obtain  a  cure  of 
the  .  „n.,us,  Init  Uie  patient  i»  at  the  same  time  rid  of  the  fj  o 
po.s,b  o  ..eonrrenees.  AVi.erea,,  in  cases  w,u.,-e  a  ma.iU  n 
fontal  sinusiiis  l.as  been  treated  by  tlie  natnral  rentes,  and  even 
"I.-  n  has  been  cured  in  this  way,  one  cannot  but  fe^r  that  I  " 
suppuration  wd.  recur  wlie.iever  the  pa.ieut  is  exposed  to  he 
"Huence  of  the  same  causes  wiiich  had  already  induced  tlie  infec! 
tion  on  one  or  more  occasions  (orippe,  coryza,  etc  ) 

I"  these  cases  the  antrum  of  Highmorc  and  the  frontal  sinu. 
o  no    become  obliterated,  but  retain  the  shape  and  configuration 
hat  they  had  during  the  time  that  they  were  snppuratino-"      TWs 
tact  can  be  veriKed  ,.,   one  way  by  transiliuminati'on,  wha-h   o-ene^ 
■ally  demonstrates  a  retnrn  in  these  cases  to  the  normal  t™ns- 
arency   whde  in  those  operated  on  by  the  radical   method  the 
"US,   a  though   cured,    remains   opaqne,    for   it   no   longer   exists 
Again,  ,f  a  stylet  or  trocar  is  inserted  into  a  maxillarv  antrum' 
which  has  been  treated  jm-  tias  naturales  it  enters  the  cavity  ea.ilv 
-h. le  ,t  ,s  impossible  to  make  the  instrument  pass  into  an  antrum 
«hK]   has  been  treated  and  curetted  through  the  external  route 
I  he  practical  conclusion  is  easy  to  draw. 

I M  this  way  the  success  which  attends  the  external  or  "  radical  " 
methods  can  be  explained. 

At  the  same  time,  in  the  treatment  of  chronic  frontal  sinusitis 
t  ought  to  be  laid  down  a.s  a  principle  that  it  is  above  all  necessary 
t-  cleamse   the  ethmoidal   cells  throuo-h  the  natural   routes      This 
evisceration  of  the  ethmoid  is  a  simple  proceeding-devoid  of  danc^er 
and  It  ought  always  to  be  the  precursory  stage  of  antrotomy  by'thJ 
external  route.      In  or.ler  to  carry  out  this  method  in  the  case  of 
I.e  trontal  sinus,  we  make  only  such  an  opening  as  will  enable  us 
to  insj3ect  sufficiently  the  cavity  together  with  whatever  diverticula 
may    be    present.      Through  such   an   esthetic  opening  a  perfect 
and  very  thorough  curettage  of  the  whole  of  the  sinus  will  be  per- 
formed,  the  whole  of  the  mucous  lining  being   removed      I   am 
accustomed,  m  my  practice,  to  swab  out  the  interior  with  a  small 
tampon  of  wool  fixed  on  a  fine  stylet  and   impregnated  with  a  lO 
per  cent,  solution  of  zinc  chloride.  The  tampon  should  be  sufficientlv 
smal    to  get  to  the  bottom  of  all  the  recesses,  and  to  detach  com'- 
Pletely   all    those    portions   of  mucous  membrane   which  are  still 
adherent.     A  number  of  small  curettes  enables  us  to  complete  the 
purification  of  the  frontal  sinus. 

This  done,  all  that  remains  is  to  make  a  thorough  exploration 
<'t    the    mfundibnlum  by  the  side  of    the  os  unguis  and    behind 


530  The  Journal  of  Laryngology,        [October,  1913. 

the  nasal  bones,  where  often  enough  diverticular  calls  are  to  be 
found,  and  then  to  enlarge  the  naso- frontal  canal  as  far  as  the 
cavity  of  the  nose. 

The  operation  is  completed  by  packing  the  sious  with  a  strip 
of  iodoform  or  vioform  (odourless)  gauze  ("02  to  •02^  cent,  wide), 
one  end  of  which  is  introduced  as  far  as  the  nasa.1  fossa,  through 
which  it  is  removed  three,  four  or  five  days  later.  The  other 
end  of  the  gauze  is  brought  out  at  the  internal  angle  of  the 
cutaneous  incision,  between  two  suture  points. 

This  method  enables  us  to  make  sure  that  all  the  gauze  hns 
been  removed  ;  it  gives  us  also  the  assurance  of  maintaining" 
constant  drainage  dui"ing  the  whole  period  of  cicatrisation — -a 
matter  of  some  five  or  six  weeks  at  least.  From  what  we  have 
already  seen  there  is  no  need  after  that  time  to  concern  ourselves 
with  the  formation  of  an  artificial  canal,  for  which,  the  sinus 
having  ceased  to  exist,  there  can  be  no  use. 

I  had  already  made  these  reflections,  and  laid  the  foundations 
of  this  paper,^  when  there  appeared  in  the  Arch.  f.  Laryng., 
January,  1913  (Bd.  xxvii,  H.  1,  p.  137,  and  more  recently  in  the 
A7'cMv.  Interned,  de  Laryng.,  No.  2,  March-April,  1913),  an  article 
by  Dr.  Ssamoylenko,  which  demonstrated  experimentally  the  ideas 
I  had  formed  on  the  post-operative  obliteration  of  the  maxillary 
and  frontal  sinuses.  It  was  with  the  greatest  pleasure  that  I  read 
this  original  work,  which  was  carried  out  in  the  clinic  of  Dr. 
Simanowki  of  St.  Petersburg,  and  in  which  are  published  the 
results  of  experiments  on  cats  (16)  and  dogs  (8). 

Under  chloroform  narcosis  one  of  the  sinuses  was  opened  by 
that  author,  cleaned  and  curetted  with  scrupulous  care,  all  the 
mucosa  being  removed  with  a  sharp  spoon,  the  neighbour  sinus 
being  left  intact  as  a  control.  The  animals  were  killed  14  days, 
4  weeks,  1  month,  3  months,  5  months  and  6i  months  respectively 
after  the  operation.  He  was  thus  able  to  determine  that  from  the 
first  days  after  the  operation  the  periosteum  augmented  its  volume, 
and  then,  in  proportion  to  the  time  which  elapsed  from  the 
operation,  a  cicatricial  fibrous  tissue  appeared  which,  little  by  little, 
filled  up  the  interior  of  the  operated  sinus  cavity. 

This  new-formed  tissue,  examined  by  the  microsctipe  with  | 
varying  degrees  of  magnification,  showed  the  author  that  the  sinus  j 
becomes  obliterated  by  reproduction  of  new  l)one  and  by  a  sort  of  1 
fibrous  tissue.     The  obliteration  was  completed  in  al»oiit  six  months' 

'  It  was,  as  a  matter  of  fact,  in  1912,  before  the  appearance  of  Ssamoylenko's 
paper,  that  I  sent  the  title  of  this  communication  to  London.— E.  J.  M. 
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01-  even  sooner.  From  tliis  the  author  concludes  tliat,  the  structure 
of  hone  beino-  identical  in  man  and  ammals,  obliteration  of  the  frontal 
siinis  )uay  likt'wise  occui-  in  the  same  way  that  it  is  produced  in 
animals.  The  author  further  demonstrated  that  the  obliteration 
was  not  effected  by  a  penetration  of  nasal  mucous  membrane — an 
impossible  occurrence — but  by  a  new  formation  df  tissue,  and  he 
adds  in  one  of  his  conclusions  (No.  7)  that  in  frontal  sinus  opera- 
tions in  man  it  is  necessary  to  attend  to  the  complete  removal  of 
the  mucosa  and  to  the  cosmetic  side  of  the  operation,  without  which 
it  woidd  be  necessary  to  have  recourse  to  special  measures  in  order 
to  produce  conditions  favourable  to  the  obliteration  of  the  sinus. 

This  experimental  demonstration  of  the  suppression  of  operated 
sinust's  supplies  us  with  information  of  great  practical  value.  It 
proves,  in  fact,  that  in  order  to  cure  a  fungating  or  chronically 
infected  anti-um  or  frontal  sinus  complete  curettage  is  necessary. 

This,  then,  is,  I  repeat,  a  fact  of  capital  importance,  since  it  permits 
of  the  reduction  to  the  minimum  of  the  external  opening,  and  so 
the  carrying  out  of  operations  which  need  not  be  either  deforming 
or  mutilating.  In  this  way  we  are  able  considerably  to  lessen  the 
gravity  of  operative  acts  which  many  practitioners  now  hesitate  to 
perform  by  reason  of  the  unfortunate  consequences  which  thev  have 
occasionally  had  to  deplore. 

What  I  have  just  said  about  frontal  sinusitis,  which  certain 
operators  cannot  approach  without  misgivings,  I  repeat  with  regard 
to  the  maxillary  antrum. 

Indeed,  if  the  whole  of  the  mucous  membrane  of  the  antrum  of 
Highmore  is  removed,  we  shall  be  astonished  to  find  that  several 
months  later  (five  or  six)  it  is  impossible  to  penetrate  the  sinus, 
although  at  the  time  of  operation  it  was  found  to  be  very  wide  and 
spacious.  Here,  again,  the  same  process  of  repair  is  at  work  as  in 
the  frontal  sinus  :  the  cavity  has  disappeared,  obliterated  partly 
by  a  narrowing  of  the  bony  walls  and  partly  by  a  new  formation  of 
fibrous  tissue. 

In  this  way  also  we  may  explain  the  slightness  of  deformity 
which  even  very  wide  openings  in  the  canine  fossa  leave  behind. 

If,  in  the  same  way,  w^e  consider  what  happens  to  patients  in 
whom  the  whole  or  part  of  the  upper  jaw  has  been  removed,  if  w^e 
note  the  veritably  extraordinary  reparation  which  is  produced  in 
the  osseous  cavity,  however  large  it  may  have  been  to  start  with, 
we  shall  not  be  surprised  to  find  that  Nature  endeavours  to  obliterate 
cavities  which  have  been  denuded  of  their  lining  investment  in 
operations  which  justly  deserve  the  name  of  "  radical  cures." 
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This  clinical  and  experimental  demonstration  of  the  post-opera- 
tive obliteration  of  sinuses  obviously  nullifies  those  methods  of 
treatment  wliich  consist  in  obliterating  the  frontal  cavities  by  filling 
them  up  with  substances  more  or  less  aseptic  (Mosetig's  or  Morrhof 's 
paste  ;  various  kinds  of  lead  works,  etc.) 

I  lay  this  fact,  therefore,  before  my  colleagues  for  their 
consideration  ;  its  practical  importance  cannot  escape  them. 
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Dr.  J.   DuNDAS  Grant,  President,  in   the   Chair. 

Ahridged   Ueport. 

Unilateral  Deformity  of  the  Ear  with  Obliterated  Meatus  in 
a  Child  aged  eight;  Internal  Ear  Normal.— E.  A.  Peters,  M.D.— 

Patient  was  born  with  a  deformed  ear.  The  helix  and  anti-helix  are 
fused  and  small.  The  tragus  and  anti-tragus  are  diminished  in  size, 
while  the  cartilage  is  flat,  small,  Avith  definite  edges.  There  is  no 
evidence  of  the  presence  of  muscle,  and  tlie  external  auditory  meatus  is 
represented  by  a  shallow  pit.  Tests  (Wel)er)  referred  to  right :  Contact, 
no  loss;  watch,  'g% ;  tuning-fork,  126  on  mastoid,  no  loss. 

Post-mortem  Specimen  of  Unilateral  Deformity  of  the  Auricle* 
Meatus,  and  Middle  Ear.— E.  D.  Davis,  F.R.C.S.— The  specimen  was 
obtained  from  a  child  aged  eight  months,  who  died  from  enteritis  and 
convulsions.  No  family  history  of  deformities.  Tlie  auricle  is  unde- 
veloped, and  no  signs  of  meatus  existed,  but  a  blood-vessel  occupied  its 
position.  The  middle  ear  is  filled  with  gelatinous  embryonic  tissue,  in 
which  fairly  developed  malleus  and  incus  are  embedded.  The  Eustachian 
tube  is  represented  by  a  fissure,  which  is  difiicult  to  find.  The  auditory 
nerve  and  brain  appeared  to  be  normal. 

Dr.  DoNELAN  asked  as  to  the  mental  history  of  Dr.  Peters"  case  ou 
the  mother's  side,  l>ecause  deformities  of  the  ear  were  found  in  many 
cases  where  there  had  been  insanity  in  the  family,  and  the  descent,  hei 
lielieved,  was  generally  from  mother  to  son. 

Mr.  Macleod  Yearsley  believed  it  had  ])een  said  that  in  all  casesi 
like  the  present  there  was  loss  of  bone-conduction.  He  had  not  foundi 
that  to  be  so ;  many  of  the  cases  of  deformity  of  ear  which  he  had  seeui 
agreed  with  the  present  case. 

Dr.  Peters  had  hoped  to  hear  whether  it  was  wise  to  do  a  nu)difieil, 
mastoid  operation,  with   skin-grafting,  and  whether  such  a  procedure 
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would  be  hkt'ly  to  l)e  followed  by  improved  hearincr.  With  re-'ard  to 
Mr.  E.  D.  Davis's  specimeu,  he  had  seen  two  or  three  c-ase's  with 
detornuHi  external  ears  and  apparent  deafness  in  the  first  vear  of  life 
when,  though  the  skiagrapher  was  uncertain  as  to  the  presence  of  aii 
niternal  ear.  partial  heariiiir  had  developed  iu  the  second  vear  In  this 
case  either  the  partial  hearinir  explained  the  atferent  delav  of  afunctionin.r 
ear  or  it  was  possible  that  the  tympanum  was  filled  with  emin-vonic 
rather  than  pathological  tissue  as  in  Mr.  Davis's  case.  The  infantile 
con.htion  generally  disappeared  with  development  of  hearing 

The  President  said  the  .juesti<.n  which  arose  was  whether  some  .'ood 
roul.l  have  been  done  by  operation  in  Mr.  Davis's  case;  the  middle"  ear 
Mvmod  as  it  it  might  have  been  a  useful  one,  though  there  was  verv  little 
room  tor  getting  at  it  by  operation.  The  literature  showed  that  there 
had  been  many  operative  failures  in  these  cases  ;  and  apparently  in  only 
one.  by  \  ali.  of  Buda  Pesth,  was  great  perseverance  at  last  rew-arded  bV 


Epithelioma  of  the  Helix.     H. 

The  ulcer  was  situated  on  the  edye  i 


J.  Davis,  M.B.— Man,  aged  seventy. 
>f  the  hflix  :  it  was  first  mistaken  for 


].— Epitlu'liuiii.i  .j1   ln-li: 
gi-owth. 


iVii  week.s"  Fig.  2.-  Sliowiii;^  .size  <«f  ii;r;umlatuig  .surtace 
fourteen  days  after  the  auricle  was  removed. 
A  tube  is  worn  in  the  meatus  to  obviate  con- 
traction. 


a  Huntenan  sore,  but  no  glands  were  involved  and  a  Was.sermanu 
reaction  was  negative.  Ten  weeks  before  admission  the  patient "  noticed 
a  hard,  painless  lump  on  the  edge  of  the  ear."'  "  It  broke  and  developed 
into  a  sore."  This  was  followed  by  neuralgia  over  the  parietal  region. 
The  edges  of  the  sore  were  everted  and  verv  hard.  The  ulcer  wasl  in. 
long  by  1  ill.  ^ije      .^  pig^.g  q£  ^j^g  ^,^^^  ^j-  ^jj^  ^j^.gj,  ^^,^_,  reported  as 

epithelioma.  The  auricle  was  then  amputated.  The  area  of  attachment 
or  the  pinna  to  the  side  of  the  head  is  larger  than  one  would  suppose,  as 
the  accompanying  photograph  indicates.  No  grafting  was  necessarv  as 
the  raw  surface  epithelialised  with  astonishiuii:  rapidity.     A  tube  "has 
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been  \\x>ru  in  the  meatus   to  obviate  contracture.     The  patient  is  quite 
well,  and  has  gained  weight  since  the  removal  of  the  pinna. 

Dr.  W.  MiLLiGAX  suggested  that  an  artificial  ear  should  hs  procured 
for  the  patient.  It  could  be  obtained  from  Mr.  Brooke,  of  Halifax, 
Yorks.  He  asked  whether  there  had  been  a  historv  of  injury  in  the  case 
as  an  exciting  cause.  One  otological  authority  said  that  the  upper  third 
of  the  margin  of  the  helix  was  the  usual  situation  for  the  development  of 
epithelioma  on  account  of  the  sparse  circulation. 

Mr.  Sydney  Scott  asked  whether  Dr.  Davis  proposed  to  remove  the 
cervical  and  pre-auricular  glands,  or  whether  he  intended  to  wait  until 
their  enlargement  indicated  this  necessity.  He  suggested  anticipating 
further  troulile  by  removal  of  those  glands  now. 

Dr.  Dan  McKenzie  showed  some  years  ago  a  case  of  epithelioma  of 
the  pinna  in  an  old  man,  aged  seventy-six.  There  the  disease  began  at 
the  back  of  the  pinna,  not  at  the  edge.  He  removed  the  auricle,  as 
Dr.  Davis  had  done  in  this  case,  and  with,  at  first,  a  pleasing  result. 
But  before  the  lapse  of  many  months  there  was  recurrence  of  the  diseaes 
in  the  scar,  and  the  man  died  of  it.  In  the  discussion  on  the  case  some- 
one suggested  that  it  might  have  lieen  advisable  partially  to  close  the  raw- 
area  left  after  the  i-emoval  of  the  pinna,  by  splitting  the  lobule  and 
turning  it  up  as  a  flap. 

The  President  had  shown  a  similar  case  in  which  the  epithelioma 
was  in  the  upper  third.  In  that  case  he  removed  a  wedge,  fairly  wide  of 
the  epithelioma,  and  the  patient  lived  many  years  after  the  operation 
without  recuiTence  and  without  enlargement  of  glands.  He  asked 
whether  Mr.  Scott  had  invariably  found  involvement  of  glands  after 
complete  removal  of  the  pinna.  Possibly  the  wedge  operation  was  the 
preferable  one. 

Mr.  Syme  had  had  a  case  in  which  there  was  epithelioma  of  the  upper 
part  of  the  auricle.  He  did  a  wedge  operation,  but,  unfortunately,  it  did 
not  include  removal  of  glands,  which  were  not  then  palpable.  But  there 
was  a  recurrence  in  the  glands  with  vei'y  rapid  enlargement.  He  had 
never  seen  such  an  acute  recurrence.  The  patient  was  a  man  aged 
ninety. 

Mr.  Coll  edge  had  seen  a  case  of  malignant  disease  of  one  ear  on 
which  operation  Avas  done  by  the  late  Mr.  Clinton  Dent  in  1905 — namely, 
removal  of  a  wedge  only.  The  patient  returned  to  hospital  last  year 
(1912)  with  a  similar  condition  in  the  other  ear.  There  was  no  sign  of 
recurrence  on  the  side  previously  operated  upon,  although  the  glands  had 
not  been  touched. 

Dr.  H.  J.  Davis  said  there  was  no  history  of  injury  in  the  case.  Mr. 
Scott's  suggestion  was  in  his  mind  when  he  operated,  but  as  the  glands 
were  not  enlarged  he  decided  to  do  nothing  further.  At  tlie  present 
time  there  was  no  indication  of  any  glandular  inv<;)lvement.  The  case 
was  a  very  earlv  one. 

Occlusion  of  the  Meatus  and  Middle  Ear  by  Bone  following 
Operation  for  Acute  Mastoiditis  and  Extradural  Abscess.— H.  J. 
Davis,  M.B.— In  Octol)er,  1912,  the  patient,  a  boy,  aged  ten,  was 
opi-rated  on  twice  for  extensive  mastoid  disease— a  large  abscess  in  the 
posterior  fossa  was  dealt  with  at  the  same  time.  A  radical  mastoid  was 
completed  at  the  second  operation,  when  the  post-aural  woiwid  was 
closed  by  a  plastic  operation.  The  large  bone  cavity  was  now  not  only 
completely  filled  in,  but  the  process  of  new  bone  formation  had  extended 
and  entirely  occluded  the  meatus ;  presumably  the  mastoid,  middle  ear 
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and  meatus  were  cuiiverteJ  into  a  mass  of  si,»lid  bone.  Tlie  usual  diffi- 
cnlty  exi>erieueed  after  extensive  lioiie  operations  in  this  retrion  is  to  heal 
or  obliterate  the  cavity  left  after  o|ieration.  l>ut  this  has  oeourred  in  this 
case  by  an  over-extensiou  of  the  normal  process  of  bone  repair. 

Dr.  W.  MiLLiGAN  asked  whether  it  was  not  really  a  question  of 
sepsis,  in  which  a  hyperostosis  was  produced  as  the  result  of  a  still- 
continuini,'  septic  process.  He  believed  the  ear  w-as  still  dischargiui;. 
and  he  did  not  think  the  disease  had.  disappeared. 

Dr.  H.  J.  Davis  replied  that  the  ear  had  been  dry  for  six  months 
until  three  days  at^o,  when  it  recommenced  dischargin<j  throuirh  the 
minutest  pin-point  hole  in  the  meatus. 

Persistent  Paroxysmal  Cough  apparently  due  to  Irritation  of 
Chorda  Tympani  Nerve  by  a  Spicule  of  Steel  which  penetrated 
the  Tympanum.  James  Donelan,  M.B.  Man,  atjed  forty -five,  seen 
liy  Dr.  Donelan  six  years.  Some  days  after  visitin*^  some  eut,nneering 
works  he  was  attacked  by  a  violent  fit  of  coui,diin<,^  with  feelinj^^  of  dis- 
comfort alony  the  left  side  of  the  tongue.  This  symptom  constantly 
recurred  on  apparently  no  provocation  from  any  ascertainable*  cause  for 
two  years.  His  larynx,  except  for  a  general  hyperemia,  prolialily  due  to 
the  cough,  was  normal.  Nothing  could  l)e  found  in  the  cervical  or 
thoracic  regions  to  account  for  it.  The  right  ear,  meatus  and  tympanum 
were  normal.  So  were  the  left,  except  for  a  tiny  black  spot  Avith  a 
reddish  areola  round  it,  situated  just  behind  the  malleus  at  exactly  the 
spot  w^here  the  chorda  tympani  nerve  crosses  it.  Cocaine  was  applied, 
and  a  small  spicule  of  steel  about  3  mm.  long  was  extracted.  The  patient 
had  a  most  violent  fit  of  coughing  then,  but  according  to  the  last  report 
he  has  had  nc>  further  return  of  his  trouble. 

Congenital  Prominent  Auricles  treated  by  Operation.— J. 
Dundas  Grant,  M.D.,  and  Dan  McKenzie,  M.D.— The  patient  is  a 
lad,  aged  ten.  Three  years  ago  his  mother  brought  him  to  hospital  on 
account  of  his  "  xigly  ears,"  the  whole  auricular  cartilage  standing  out 
from  the  head  like  the  ears  of  a  bat.  In  the  case  of  the  left  ear  the  skin 
of  the  posterior  surfaces  of  the  auricle  and  of  the  adjoining  portion  of 
tlie  mastoid  region  was  removed,  and  in  addition  a  narroAv  segment  of  the 
auricular  cartilage  invoWiug  its  whole  thickness  and  traversing  the  anti- 
helix  was  excised  in  order  to  hinder  the  resiliency  itf  the  cartilage  from 
restoring  the  prominence  of  the  auricle  after  operation.  In  the  right  ear 
the  operator  contented  himself  with  rawing  the  skin  surface.  The 
cartilage  on  this  side  was  not  excised  or  cut  through.  The  result  on 
both  sides  proved  satisfactory,  but  the  case  shows  the  advantage  of 
removing  a  slip  of  cartilage,  as  the  left  ear  is  now  the  less  prominent  of 
the  two. 

The  President  said  the  question  was  whether  it  was  advisable,  in  all 
cases  of  outstanding  ears,  to  remove  a  portion  of  the  cartilage  at  the 
same  time.  The  side  from  which  the  cartilage  was  removed  was  a  little 
closer,  but  the  difference  was  not  very  great.  It  seemed  that  the  right 
principle  was  to  remove  the  cartilage  in  the  worst  cases,  and  in  the 
jjlighter  ones  to  try  to  do  without  that  procedure. 

Mr.  Westmacott  had  had  several  cases  in  which  he  had  carried  the 
operation  wound  further  back.  He  always  made  the  incision  as  far 
outwards  as  the  ridge  behind  the  edge  of  the  pinna,  removed  the  skin 
from  the  cartilage  and  also  from  the  scalp  for  a  similar  area,  and  then 
laid  the  ear  back  against  the  head,  suturing  the  edges.     He  had  found 
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this  more  successful  iu  preveutiug  recurrence  of  deformity.     There  was  a 
suffieieut  sulcus  left  to  keep  spectacles  in  position  if  they  need  be  worn. 

Dr  H.  J.  Davis  knew  of  an  instance  in  a  boy  who  was  operated  upon 
when  he  was  at  a  public  school.  One  operation  consisted  in  removing 
part  of  the  helix,  and  on  the  other  ear  a  posterior  operation  was  per- 
formed ;  hence  the  asvmnietrv  was  as  noticeable  as  before. 


Proniineiit  auricles  treated  Ijy  operation.  On  the  left  side  a  portion  of  the 
aviricuhir  cartilage  was  removed.  The  second  photograph  was  taken  three 
years  after  operation. 


Thrombo-phlebitis    of    the     Mastoid    Emissary     Vein.     Dan  I 
McKenzie,    M.D.    -A    boy,    aged     eight,    was     operated    on     for    acute   j 
mastoiditis  on  March  18,  1913.       The  niastoid  cells  were  found  to  extend  j 
further  back  than  could  be  comfortably  reached  through  tlie  post-aural  j 
incision,  and  so  the  usual  incision  running  horizontally  backwards  from  j 
the  middle   of  the  post-aural   incision  was   made.     In  so  doing  a  large 
vessel  was  cut  and  spouted  very  freely.     In  the  absence  of  antiseptic  wax 
(soap  or  paraffin  might  have  taken  its  place !)  the  bleeding  was  after  a 
time  arrested    by  the  pressure  of  a  gauze  tampon  plugged  into  what 
turned  out  to  be  the  foramen  of  a  capacious  mastoid  emissary  vein.     The 
operation    was   then   concluded    in    the    usual    way.      Three  days  after 
operation  the  temperature  rose  to  102-2-  F.,  falling  to  99°  in  the  evening. 
Next  day  a  similar  rise  was  recorded,  and  on  March  22,  svispecting  the 
onset   of    thrombosis   of  the  lateral  sinus,  I   reopened   the  wound  and 
exposed  the  mastoid  emissary  vein  lying  in  a  bony  canal  about  i  in.  iu 
lengtli.       The    vein    was   turgid,   sausage-looking,   and   very   large.     On 
being  slit  up  it  was  found  to  contain  a  blood-clot  about  ]  in.  in  length ; 
and  the  vessel   itself  was  seen  to   be  about  as  wide  as  a  large  goose- 
ijuill.     After  the  clot  was  shelled  out  of  the  vein,  regurgitant  bleeding 
took  place  from  the  lateral  sinus,  and  an  extension  of  the  incision  into  the 
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Willis  (.f  tilt'  sinus  slu.wfd   the  latter  vessel    t..   l.e    healthv      Thirtv-six 
hours  after  the  operatiou  the  temperature  fell  tu  uornial.     kecover\" 

Dr.  W.  MiLLKJAN   said   that  if  one   had  uot   i^ot   antiseptic   wax   at 
hand,  a  very  good  substitute  was  to  take  a  wooden  match,  sterilise   it 
whittle  It  down  and  insert  it  into  the  hone  at  the  hleedin-'  point    or  tlu- 
pomt  of  a  Krause's  hook  might  l.e  inserted  into  the  l.leediuir  point   and 
so  twisted  aliout  as  to  cause  the  l.lood- vessel  to  contract. 

Congenital  Syphilitic  Deafness  treated  bv  Neo-salvarsan 
John  F.  OMalley  F  R.C.S.  K.  W  ^.  .ged  ten^.u^  umle'm' ".; 
on  Decern  .er  lo.  11)12,  with  a  history  of  one  vear's  deafness  on  both 
sides.  llie  tympanic  membranes  were  retracted,  Rinne  negative  and 
tins.  M-ith  the  history,  pointed  to  chronic  Eustachian  catarrh  as  the  cause 
ot  deatness ;  but  the  combination  of  the  more  complete  function  tests 
leil  to  a  Wassermaun  reaction  being  made,  although  the  patient  had 
n(me  of  the  commoner  stigmata  of  congenital  specific  disease. 

The  function  tests  before  and  after  treatment  showed  a  strikino-  im- 
provement in  hearing  (whisper,  nine  feet  before  treatment  •  twentv-oue 
feet  after).  Wassermaun  positive;  0-3  gnn.  neo-salvarsan  ilitravenouslv 
at  monthly  intervals. 

The  President  said  the  bone-conduction  tests  seemed  to  be  conclu 
sive.    and    the    Wassermanu    reaction    confirmed    the    historv     but    the 
physiognomy  did    not   give   support  to  the    idea  of  svphilis.'so  it   was 
nnportant  the  Wassermaun  test  was  made. 

Dr.  W.  MiLLiGAN  did  not  feel  certain  that  it  was  a  svphilitic  ear  case  ■ 
there  was  ambiguity  about  some  of  the  tests.  It  might  have  been  a  case 
of  pan-otitis  following  influenza  in  a  svphilitic  subject  There  was 
clinical  evidence  of  there  having  been  a'  recent  middle-ear  lesion  with 
tubal  obstruction. 

Mr.  E.  D.  Davis  had  used  neo-salvarsan  in  several  cases,  thouo-h  in 
onlv  one  ear  case,  and  he  used  it  because  it  was  so  easily  dissolved  in 
distilled  water.     The  results  seemed  just  as  good  as  with  salvarsan 

Mr.  ^^  HALE  did  not  agree  with  Mr.  Edward  Davis's  remark  ■  he  had 
several  times  given  from  nine  to  fifteen  doses  of  neo-salvarsan  l>efore 
the  VVassermann  became  negative,  and  that  was  a  serious  drawback  in 
treatment. 

Mr.  Sydney  Scott  said  it  was  important  to  be  sure  whether  this  was 
really  so-c-alled  congenital  syphilitic  deafness.  The  patient  probablv  had 
had  syphilis,  as  the  Wassermaun  was  positive  and  he  was  deaf,  but  it 
aid  not  follow  that  the  deafness  was  due  to  the  svphilis.  TJie  tests 
pointed  to  the  existence  of  Eustachian  catarrh,  and  he  stronglv  deprecate<l 
the  conclusion  that  it  was  definitelv  a  case  of  svphilitic  deafness  cured  bv 
ueo-salvarsan. 

The  President  said  it  would  be  inadvisable  to  use  salvarsan  in  auv 
case  unless  one  was  sure  it  was  syphilitic.  The  drug  had  not  been 
entirely  ac<juitted  of  causing  arsenical  disturbances  in  the  nervous 
system. 

Mr.  O'Mallev  said  the  patient's  deafness  was  a  year  old,  and  she  ha<l 
10  be  placed  on  the  front  seat  in  her  class.  It  was  that  fact,  coupled 
^th  marked  shorteumg  of  bone-conduction,  which  led  him  to  have  tl  e 
Wassermann  done.     After  three  doses  the  hearing  strikingly  improved. 

Phlebitis  without  Thrombosis  of  the  Sigmoid  Sinus.     Arthur 

V^neatle,    F.R.C.S.      A    child,    aged    two,    was   admitted   to    hospital   on 
march  II,  1913,  acutely  ill  with  a  mastoid  abscess  and  a  temperature  of 
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103°  F.  At  the  operation  on  the  same  clay  it  was  found  that  the  sigmoid 
sinus  had  been  exposed  by  the  disease,  the  sinus  wall  did  not  appear 
to  be  granulatin;?,  but  felt  and  looked  quite  smooth,  and  appeared  finn. 
The  next  aftenioon,  as  the  child  was  not  relieved,  and  the  temperature  in 
the  morning  was  104.-2°  F.  (without  a  rigor),  the  sinus  was  very 
thoroughly  exposed  ;  it  appeared  pale  and  "  lumpy,"  and  felt  firm.  On 
incisim"^  it  no  blood  escaped.  The  jugular  vein,  which  was  collapsed  and 
not  thi')nibosed  down  to  the  combined  facial  and  lingual,  was  then  tied 
and  divided.  The  sinus  being  opened,  it  was  found  that  the  firm  feehng 
Avas  due  to  great  thickening  of  the  wall,  and  that  the  lumen  was  exceed- 
inglv  small  and  contained  a  little  fluid  blood  without  any  thrombus.  No 
flow' of  blood  could  be  obtained  even  when  a  curette  Avas  passed  nearly  up 
to  the  torcular.  The  child  Avas  rather  ill  for  four  days,  but  after  that 
recovery  was  quick  and  uneventful.  The  condition  appears  to  have  been 
one  of  inflanunation  of  the  sinus  wall,  and  it  is  a  question  whether  free 
exposure  alone  woidd  not  have  sufficed. 

Acute  Suppuration  of  the  Middle  Ear  with  Postero-superior 
Bulging  treated  by  Means  of  Hartmann's  Punch  Forceps ;  Rapid 

Subsidence.    J.  Dundas  Grant,  M.D.-L.  O had   an   attack  of 

influenza  six  weeks  ago,  followed  bv  acute  inflammation  of  the  right 
middle  ear.  There  was  a  rounded  swelling  filling  the  fundus,  formed  no 
doubt  by  a  bulging  of  the  postero-superior  part  of  the  membrane,  bathed 
in  pus ;  after  clearance  of  the  moisture  and  the  application  of  cocame,  a 
narrow  crescent  of  normal  tvmpanic  membrane  could  be  seen  on  pushing 
up  the  bulging  portion  of  tlie  membrane.  Puncturing  with  a  paracentesis 
needle  would  not  have  been  sufficient  for  drainage,  as  the  swelling  Avas 
not  a  simple  sac  of  thin  membrane,  but  was  apparently  chiefly  inflam- 
matory tissue  ;  a  more  useful  opening  was,  therefore,  made  by  punching 
out  a  small  piece  with  Hartmann's  small  aural  punch  forceps.  The 
perforation  healed,  and  the  hearing  returned  completely  m  about  three 
Aveeks  after  this  was  done.  There  is  now  a  slight  depression  behind  the 
handle  of  the  malleus.  (This  use  of  Hartmann's  forceps  was  advocated  . 
at  the  Boston  International  Otological  Congress  by  Dr.  Lewis.) 

Narrowing  after  Radical  Mastoid  Operation  treated  by  means 
of    Hartmann's   Punch    Forceps.  -J.    Dundas    Grant,    M.D.-The 

patient  a  girl,  aged  twelve,  had  had  a  radical  mastoid  operation  per- , 
formed',  but  the  ear  did  not  get  well,  and  she  came  under  the  exhibitor  si 
care  for  other  reasons.  He  found  an  oozing  from  the  ear,  and  at  the  sitej 
of  the  operation  a  diaphragm  over  the  deeper  part  of  the  operation  cavity  1 
Avith  a  very  small  opening  in  it,  scarcely  larger  than  a  pm-hole.  One 
disadvantage  of  the  minuteness  of  the  opening  Avas  that  the  antiseptic, 
drops  could  not  obtain  entrance.  He  cocainised  the  ear  and  introduj'e<l 
a  probe  covered  with  cotton-wool,  and  dilated  the  hole  sufficiently  to  allow 
of  the  introduction  of  Hartmann's  punch  forceps  (with  the  points  turnmg| 
upwards).  With  that  he  cut  upwards  and  punche.l  out  a  portion  of  the 
.liuphragm  ;  the  opening  was  now  about  4  mm.  across,  and  on  looking 
through  it  granulations  could  be  seen  ;  some  of  these  he  had  removeiij 
with  the  punch  forceps  and  a  cutting  ring,  and  in  ad.lition  lie  had  on 
several  occasions  injected  a  few  drops  of  a  1  percent,  solution  (>t  chlondej 
of  zinc  up  the  Eust"achiau  tube.  The  ear  was  now  doing  well,  and  re-j 
opening  of  the  mastoid  cavity  had  been  avoi<led.  ' 

Chronic  Attic  Suppuration  treated  by  Operation  with  Reten 
tion  of  Ossicles  and  Remains  of  Membrane.— J.   Dundas  Orani; 
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M.D.  -  Female,  a^•t'a  t\veuty-l  hive,  had  ha.l  .liseluux'e  from  lier  left  ear 
lor  about  ten  years.  The  ai^^oharire  issued  from  the  attic,  there  beiiiL'  no 
perforation  in  the  lower  part  of  the  membrane  and  no  perforation  s..'und 
..II  inHation;  the  hearini?  was  very  good  (better  than  it  would  be  after 
the  complete  mastoid  operation).  The  e.vhibitor.  therefore,  perf.>rm.-d 
the  mastoi.l  operation,  retainin^^  the  ossicles  and  as  much  <:)f  the  tvmpaiiic 
membrane  as  remained,  and  taking  awav  the  overhanging  bone  "over  the 
eavity  from  whieli  the  pus  came.  The  diseased  cavitv  was  therefore 
shut  off  from  the  Eustachian  tube  and  the  naso-pharvnx,  and  healii..' 
took  place  extremely  quickly.  If  the  ossicles  and  meiubrane  had  bfeii 
removed  an.l  the  cavity  of  disease  had  been  left  in  communication  with 
the  pharynx,  then  th^  slightest  cold  in  the  naso-pharvnx  would  have 
extended  up  into  the  tympanum  an.l  delaved  the  healing,  from  the  con- 
tinuous slight  reinfection.  The  discharge  has  stopped  for  some  weeks, 
and  there  is  now  an  opening  into  the  aditus  and  antrum,  the  edges  of 
which  are  still  stained  red  by  the  scarlet-red  ointment.  The  attire  was 
removed  ten  weeks  ago. 

Chronic  Suppuration  of  the  Middle  Ear,  rebellious  to  Trans- 
meatal  Treatment  until  supplemented  by  Tubal  Injections  of 
Chloride  of  Zinc.  J.  Dundas  Grant,  M.D.— Female,  a-vd  twentv.  first 
seen  on  Fein-uary  11,  1913,  on  account  of  discharge  from  her  right  ear 
which  liad  lasted  on  and  off  since  childhood,  and  liad  been  worse^durin-r 
the  last  eighteen  months  ;  the  lower  portion  of  the  tvmpanic  memlirane 
was  absent.  The  condition  failed  to  respond  to  simple  treatment,  such 
as  cleansing  and  the  instillation  of  spirit  drops  through  the  meatus,  and 
the  (question  arose  as  t.>  whether  a  radical  mastoid  .operation  would  be 
necessary.  Ho\rever,  the  exhibitor  decided  to  continue  with  the  spirit 
drops  a  little  longer,  an.l  in  addition,  at  first  twice  a  week,  and  then  once, 
he  injected  a  few  drops  of  a  1  per  cent,  solution  of  chloride  of  zinc  up  the 
Eustachian  tube  through  the  Eustachian  catheter;  a  little  cocaine  was 
first  sprayed  up  the  Eustachian  catheter,  then  the  chloride  of  zinc  was 
l)l.)wn  in,  and  finally  a  few  drops  of  paroleine  were  injected  in  order  to 
drive  the  chloride  of  zinc  right  up  into  the  tvmpanum.  Improvement 
easued,  and  at  present  there  is  no  sign  of  pus.  ' 

Temporo-sphenoidal  Abscess  following  Mastoid  Disease  and 
Aural  Polypus.— H.  J.  Davis,  M.B.— The  patient,  a  -irl,  a-ed  f.-urteen. 
was  admitted  to  the  h.jspital  six  weeks  ago  with  vomiting,  vertigo,  and 
facial  paralysis.  A  large  aural  polvpus  wa;s  protruding  from  the  meatus. 
Ihere  had  been  otorrhoea  on  and  off  for  four  vears.  There  was  no  indica- 
tion of  any  mastoid  tenderness.  The  polvpus  was  removed  and  the 
mastoid  antrum  opened;  the  roof  of  the  antrum  was  eroded  and  an  extra- 
<lural  abscess  was  evacuated.  The  brain  pr.jtruded  into  the  wound,  but 
did  not  ])ulsate  ;  a  knife  was  therefore  passed  into  the  temporo-sphenoidal 
lobe,  and  three  drachms  of  pus  evacuated.  The  .lura  mater  was  snipped 
away  over  the  brain  al>seess  area,  and  the  wound  left  open.  Uninterrupted 
recover v. 

A  Double  Skin-flap  in  the  Radical  Mastoid  Operation.— P. 
Watson-Williams,  M.D.-First  incision  extends  from  just  above  the 
liighest  p<.iut  .jf  attachment  of  the  pinna,  curving  outwards  and  backwards 
well  withm  the  margin  of  the  hairy  scalp,  curving  forwards  below  to  the 
mastoid  tip.  The  skin  and  soft  tissues  are  dissected  forwards  to  the 
margin  of  the  bony  meatus,  leaving  the  periosteum.     The  posterior  meatal 
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cartilage  (with  skiu)  is  divided  by  a  longitudinal  incision  extending  into  the 
meatus,  and  the  auricle  and  skin-flap  are  held  forward  together,  while  with 
a  narrow  knife  two  incisions  are  made  extending  from  the  tympanic  ring  so 
as  to  divide  the  posterior  cartilaginous  and  membranous  meatus  above  and 
below.  The  higher  incision  is  extended  upwards,  and  the  lower  one  hori- 
zontally backwards  on  the  mastoid  eminence.  The  periosteum  is  raised 
from  the  bone  together  with  the  attached  posterior  meatal  wall,  and  turned 
backwards  and  upwards  till  the  bone  operation  is  completed,  when  it  is  re- 
placed so  as  to  form  a  periosteal  lining  to  the  upper  and  back  part  of  the 
bone  cavity.  The  lower  flap  of  periosteum  is  also  replaced  and  the  conchal 
flap  is  then  formed  (Milligan's  flap),  and  is  secured  by  a  catgut  ligature. 
The  meatal  skin-flap  then  hues,  with  the  periosteum,  the  upper  and  back 
part  of  the  bone  cavity,  while  the  conchal  skin-flap  lines  the  floor  and 
inner  aspect  of  the  auricle  where  it  overlies  the  bone  cavity.  The  inner 
tympanic  wall  in  cases  where  useful  hearing  exists  can  usually  be  retained 
intact,  only  the  orifice  of  the  Eustachian  tube  and  hypotympanum  being 
curetted.  The  infected  tympanic  wall  mucosa  recovers,  much  as  the 
mucosa  lining  a  maxillary  antrum  in  antral  suppuration,  and  in  many 
favourable  cases  the  patient  may  thus  be  left  with  good  hearing  power. 

Bv  the  double  skin-flap  here  described  one  combines  the  advantages 
of  Hugh  Jones's  flap  with  that  described  by  the  author  as  a  periosteal 
lining  flap,  and  appeared  to  promote  rapid  epithelialisation  of  the  mastoid 
cavity  in  the  author's  experience  of  the  few  cases  in  which  the  double 
skin-flap  was  used. 

Post-mortem  Specimen  of  a  Radical  Mastoid  Operation  per- 
formed  Six  Months   before   Death.— E.   D.  Davis,   F.R.C.S.— The 

specimen  showed  tuberculous  disease  of  the  mastoid  operation  area, 
including  the  dura  mater  which  had  been  exposed  at  the  operation.  The 
patient  died  of  pulmonary  tuberculosis. 


PROCEEDINGS    OF    THE     ROYAL    SOCIETY    OF 
MEDICINE— LARYNGOLOGICAL    SECTION. 

March  7,  191:3. 
Mk.   Hekbekt  Tillky,  Fn-sidenf,  in   the   Chair. 

Larynx  removed  (Post-mortem )  from  a  Man  who  had  worn  a 
Tracheotomy  Tube  for  eighteen  years.     Herbert  Tilley,  F.R.C.S.  - 

Male,  aged  fifty-eight,  consulted  me  eighteen  years  ago  for  ditficulty  iu 
breathing,  of  an  urgent  nature,  especially  on  slight  exertion.  Laryugo- 
scopic  examination  showed  the  vocal  cords  in  the  adducted  position,  and 
some  fuhiess  of  the  arytjenoid  regions.  No  lesion  was  discovered  in  the 
chest  nor  in  the  central  nervous  system.  Tracheotc>u)y  was  performed 
under  local  anaesthesia,  and  for  eighteen  years  the  patient  did  his  work 
satisfactorily.  No  one  has  been  able  to  throw  any  light  on  the  nature  of 
the  original  lesion  in  the  larynx.  Last  month  he  died  of  "  blood  poisoning, 
and  I  was  only  able  to  secure  the  larynx.  The  larynx  shows  maldevelop- 
ment  of  the  cricoid  and  left  aryttenoid ;  the  latter  is  only  about  half  the 
usual  size.    The  pe)steriur  lamina  of  the  cricoid  is  very  narrow  transversely, 
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auJ  has  a  fissure  iu  the  nna-lme,  wliicli  is  tilled  up  with  niembraue  con- 
muous  with  tint  ot  the  trachea.  From  the  iiarrowiuo-  of  the  poTteiior 
lanima  there  results  a  falling-  together  .>f  the  al.  of  the%hvr,>ia,C.aX 
.inKle  they  torn,  anter.orlv  is  very  acute.  The  ri^^ht  half  of  the  cricoid  is 
les.  .levelopea  than  he  le  t  ;  as  a  consequence  the  right  arytu^noid  is 
placed  nu.re  forward  than  the  left,  and  the  epiglottis  tilts  downwards  and 
to  the  right.  The  aryt^vnoid  cartilages  are  very  vertical,  and  their  mesial 
suitaces  in  contact,  l.ut  the  narrowing  of  the  rima  appears  to  depend  more 
on  the  falling  together  of  the  ala.  of  the  thyroid.  These  conditions  of  the 
arynx  are  very  rare,  and  he  doubted  whether  there  was  a  i-ecord  of  aiiv- 
tlimg  like  It  m  the  literature  of  laryugoloijv. 

Sir  Felix  Se.mon  had  never  seen  an/thiug  like  the  present  case,  and 
doubted  whether  an  exactly  similar  one  had  ever  been  described     Twentv 
years  ago,  however,  he  showed  at  the  Glinical  Society  of  London  a  curious 
case  of  congenital  malformation  of  the  larynx  and  trachea,  with  a  diver- 
iculum  of  the  esophagus,  occurring  in  a  young  woman,  i     In  that  case 
the  thyroid  cartilage  was  more  prominent  than  usual  in  women,  and  it 
was  found,  on  palpating  the  larynx,  that  the  two  halves  of  the  thvroid 
were  not  united  in  front  In-  cartilaginous  union,  but  merely  l)y  affirm 
ligamentous  connection.      The  record  stated  that  the  finger-tip  could  be 
■easily  introduced   into  the  fissure  resulting,  and   the  right  half  of  the 
thyroid  distinctly  overlapped  the  left.     The  laryngological  examination 
showed  a  striking  picture,  the  right  half  beiny  higher  than  the  left  and 
a  remarkable  feature  was  that  one  could  look  right  down  into  the  rio-ht 
ventricle  of  Morgagni,  and  that  the  right  vocal  cord  was  visible  alonWts 
entire  breadth.  "^ 

The  President  replied  that  he  did  not  knt)w  how  to  explain  the 
re^tiouship  between  the  symptoms  and  the  laryngeal  couditi<jn  It  was 
ihthcult  to  understand  how  a  man  should  have  lived  for  the  time  this 
patient  had— he  came  under  notice  when  a^ed  forty— without  trouble 
and  then  suddenly  develop  symptoms.  The  lualdevelopment  of  the  hirvnx 
was  prolmbly  congenital,  and  some  inflammatorv  conditions  arose  leading' 
to  the  necessity  for  tracheotomy.     There  was  no  history  of  traumatism.  ° 

Killian's   Apparatus  for   Suspension    Laryngoscopy.— Walter 

Howarth,  F.R.C.S.--  By  the  use  of  this  apparatus  an  admirable  view  is 
o])tained  of  the  larynx  and  of  the  deep  pharynx.  It  possesses  several 
points  of  advantage  over  the  ordinary  direct  method,  the  principal  ones 
bemo-  that  the  field  is  considerably  larger  and  that  the  surgeon  has  both 
hands  free. 

Dr.  Brown  Kelly  said  he  had  used  the  apparatus  for  papilloma, 
lupus,  and  tuberculosis,  and  to  obtain  a  good  view  of  the  post-cricoid 
region.  It  not  only  gave  a  very  extensive  view,  but  also  allowed  one  to 
get  nearer  the  parts.  The  chief  consideration  was  that  it  enabled  the 
most  delicate  operations  in  the  larynx  to  be  carrie<l  out  bv  those  who  had 
never  use.l  the  laryngeal  mirror.    • 

Dr.  William  Hill  had  tried  Killian's  suspension  apparatus  in  a  case 
where  he  wishe.l  to  remove  a  growth  near  the  anterior  commissure. 
Untortunately  it  was  not  possible  to  get  a  view  of  the  anterior  third  of 
the  glottic  region.  Such  an  experience  naturally  did  not  impress  him 
very  favourably  with  the  scope  of  this  new  meth(.>"d.  This  new  apparatus 
gave  a  splendid  field  of  view  for  operations  in  the  arytaiuoid  region  and 
pyriform  fossa?,  but  it  seemed  to  have  a  limited  field  of  usefulness.     He 

'  See  Trans.  Clin.  Soc,  Lond.,  xxv. 
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l^elieved  that  improveinents  in  this  apparatus  would  l)e  made  in  the  near 
future  so  as  to  increase  its  field  of  usefulness,  more  especially  in  bringing 
well  into  view  the  anterior  commissure  in  all  cases. 

Mr.  Edward  Davis  believed  Mr.  Howarth  Avoidd  show  an  apparatus- 
in  which  there  was  a  method  of  pressing  the  larvux  l>ackwards  into  the 
pharvnx,  enabling  a  V)etter  view  to  be  obtained  of  the  anterior  portion  of 
the  cords.  So  far  he  had  not  obtained  a  good  view  of  the  anterior 
commissure. 

Mr.  Latton  said  the  apparatus  might  l>e  made  to  tit  on  the  left  side 
of  the  table,  as  at  present  the  upright  was  in  the  way  if  any  external 
operative  treatment  became  necessary. 

Sir  Felix  Semon  said  Killian  looked  at  it  from  the  point  of  view  of 
the  importance  of  being  able  to  use  both  hands,  and  the  operator  was  not 
encumbered,  as  in  the  case  of  the  direct  or  the  indirect  method,  Vjv  having 
his  left  hand  engaged  in  holding  either  the  mirror  or  the  handle  of  the- 
tube  during  the  whole  of  the  contemplated  operation. 

Mr.  Waggett  found  the  instrument  valualjle  in  the  examination  of 
the  hypopharynx  and  pyriforin  fossae. 

Mr.  Howarth  said  that  the  instrument  seemed  to  him  to  have  some 
mechanical  defects.  The  chief  advantage  of  the  apparatus  was  the  wide 
and  free  view  to  be  obtained  of  the  posterior  an<l  lateral  parts  of  the- 
larynx,  and  of  the  deeper  parts  of  the  pharynx. 

Piece  of  Broken  Tracheotomy  Tube  removed  from  the  Right 
Bronchus.  Walter  Howarth,  F.R.C.S. — The  patient  came  up  to 
hospital  and  asked  for  a  new  tracheotomy  tube.  It  was  noticed  that  his- 
old  one  was  broken,  and  as  he  had  some  cough  and  blood-stained  ex- 
pectoration an  X-ray  photograph  was  talcen.  The  specimen  was  removed 
under  cocaine  anaesthesia. 

Papilloma   of   Soft   Palate.— Walter   Howarth,  F.R.C.S.  -Thi& 

case  was  shown  at  the  January  meeting  after  a  large  fibroma  had  beea 
removed  from  the  soft  palate.  The  present  condition  had  arisen  since 
that  date.  It  was  interesting  to  note  that  a  small  papilloma  had  been 
removed  from  the  Imse  of  the  uvula  last  July. 

Mr.  Barwell  doubted  the  diagnosis  of  papilloma,  though  from  one 
inspection  he  would  not  be  too  dogmatic.  The  growth  seemed  to  lie  very 
massive  and  to  be  infiltrating  the  tissues,  and  he  thought  that  it  would 
prove  to  be  malignant. 

Dr.  Logan  Turner  said  he  also  considered  the  condition  might  be 
malignant,  though  the  question  of  tuberculosis  entered  his  mind.  It  was. 
however,  rather  rapid  for  tuberculous  disease. 

Dr.  Brown  Kelly  also  doubted  whether  it  was  papilloma.  Last 
session  Mr.  Lack  showed  a  case  of  so-called  papilloma  of  the  palate  iu 
which  there  was  a  similar  doubt.  Histologically  it  proved  to  be  papil- 
loma, although  clinically  it  seemed  to  be  malignant. 

Mr.  How^ARTH  said  that  the  diagnosis  was  made  from  the  clinical 
appearance,  he  had  only  seen  the  patient  that  day  and  had  not  had  time 
to  have  a  microscopic  examination  made. 

Laryngectomy  subsequent  to  Tracheotomy  for  Epithelioma 
of  the  Larynx.— Dan  McKenzie,  M.D.— Tlie  patient  is  a  male,  aged 
fifty-two.  Laryugectomy  was  perforiued  seven  weeks  ago.  The  interest 
in  the  case  from  tlie  operative  point  of  view  lies  in  the  fact  that  tracheo- 
tomy had  been  performed  a  fortnight  before  the  larynx  was  removed. 
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Thus    the    typic-al    operation    with    the   si.turino-  of   the  whole   trachenl 

le  neck 
I'es,  the 


.•ill,  '  ^'"^  ''^'''^''>'  ^^'-^Pted.     However,  in  order  to 

.n Old    the    dau^^ers   o     an   open  trachea  in  the   lower  part  of  the  neck 

w:"'-  ';!j:j^p";^^  v^/^^  ^-^i^-  --  closed  by  .S^ut^utln^s  he 


lower  mai^in.  of  the  lateral  sl.u:fL;;;v;;r:;t uV edT  l!:  p^^^^^ 
margin  ot  the  trachea,  and  the  whole,  or  nearly  the  whole,  o  the  lower 
tiansverse  incision  was  left  open  and  packed  lightlv  with  ^avze      The 

Kicheal  sutures  had  given  way  and  the  upper  eAd  of  the  trachea  be^  an 
K>  gape,  the  x.pper  part  of  the  wound  had  become  isolated  from    ife  We 
B^  these  means  the  pharyngeal  discharges  were  prevented  fro.n  reachh,; 

he  trachea  during  the  whole  course  of  the  convalescence.  The  wounds 
healed  rapidly,  and  this  I  ascribe  to  the  facts  that  all  the  eeth  were 
removed  (the  patient  was  the  subject  of  pvorrhcea),  and  tl  t  the  feedin' 
tube  was  kept  m  the  cPsophagus  for  sixteen  davs^  EespiJat  on  is  now 
eftected  through  the  x.pper  end  of  the  trachea,  the  origmal  t  acheotoZ 
wo  ind  has  closed,  but  the  patient  still  wears  a  rubber  tube  in]he  uWr 
end  of  the  trachea.  The  specin.en  of  the  larynx  removed  fi-o  a  he  S e 
vemrSuhr  Mncf  tHh^  -tendmg  vertically  from  the  middle  of  d^^S? 
ventiiculai  band  to  the  level  of  the  cricoid  cartilage,  and  involviuo-  the 
eft  side  ot  the  larynx  chiefly.  Diagnosis  of  epithelioma  befo  I  opemt  on 
by  microscopic  exammation  (Dr.  Wvatt  WiuoTave)  opeiation 

was  clear^t'iritM,".?'^^  '"^^  '^'^'//'"^  examination  of  the  specimen  it 
^^as  cleai  that  laryngo-fissure  would  not  have  got  bevoud  the  disease 
without  scooping  out  the  soft  parts  on  both  sides  to  such  a  extent  as  to 
n:^;SS  r'^^'^'fi  ''  ^^"^  %  ^"^^^^^^  ^^^^  *•-•  lavyn^:tomv-too 
nie  UMnx.     But  Dr.  McKenzie,  in  removing  it,  did  not  split  the  larvnx 

ue  wel    to  split  it  first  and  look  mside,  for  he  had  known  more  than  one 
ease  which,  after  removal,  turned  out  to  be  svphilitic  and  i^t  ma  tnant 
Another  reason  was  that  m  a  case  he  had  recentlv,  he  fullv  intended  to 
tli't-heT'""-'!'"'  '"  fi^"""-^^^  congratulated  himself  on    having 

Ticoi^on  to  tf.^r^^^^  P''P'''  ^VT""'^  the  disease  had  spread  below  the 
between  the      ?H  'i  \T°"  '^  l^'"  '''''^'^'  ^^^^  ^^^'^^^^^^  ^lie  partition 

Wlct^n  M  Tl  '""f  the  oesophagus,  and  so  the  case  was  us^eless  for 
tube  °  '  ■  therefore  closed  it  up,  and  simply  left  in  a  tracheotomy 

Dr.    D.   R.   Paterson    agreed  with  Sir  StClair  Thomson's   remarks 

^thf^J"^  '^'""^  ^-^  'T'  '  ^^^^^^^^^-  ^^-  in-l-l^l-Tund 
fintshp     fi  !■  ''^''\  ^^'^  '''''''''^  ^^'  ^^^T  ^-onsiderablv  affected.     He 

pa  ent  was  st^l/  l""  '^'Tl'T^  ^'''  ^"  "  tracheotonn-  tube,  and  th^ 
tC  ^n  d.oJ  i  ^^^^•^,,^"^^  ^l^ad  very  fair  comfort.  Another  point  was 
short  nil  ?i.^T  '  r^  ^?\  ^^T^Sectomy  in  which  the  patient  had  a 
tomv  tu^e  fnv  /  1  ''''^''^'"^  V  ^'  McKenzie  of  putting  in  a  tracheo- 
tomy tube   for  ten  days   was   admirable,  because  it  fixed  the  trachea  to 

u  short  ;^.k:l  """■  1  ';""•;  ^'"^^ ''-'' ''  ^-'•''^''  ^^-^-^-v  for  the  ttdi : 

in  siioit-uecked  people  to  retract. 

tracheotmn?-''''''' f  '''"'?  years  ago  saw  a  case  m  which  a  patient  had  had 
Jf  1  '  P*^^'*?^"^^^"^!'  and  It  was  intended  to  remove  the  larvnx  He 
ttlll'^  f  ''■'"'^'  ^'^  regarded  as  carcinoma  entering,  the  larvnx  ; 

and'l  .?J.  ^'""'T,?'''  V'  ■^''*'''^^-  ^"'^^"  t^'^  posterior  wall  of  the  phai-vnx, 
Hnd  had  covered  the  glottis,  so  that  the  patient  could  not  breathe  properl  v 
-ine  larynx,  however,  was  found  to  be  normal.  "  " 
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Dr.  Dan  McKenzie,  in  reply,  said  lie  was  much  interested  iu  the 
remarks  made  iu  regard  to  splitting  the  larvux,  but  while  it  was  true 
that  splitting  the  larvnx  enabled  one  to  see  the  extent  of  the  growth,  it 
was  possible  to  imagine  that  one  might  be  deterred,  in  certain  cases, 
from  proceeding  to  laryngectomy  after  splitting  the  larynx  by  a  fear  that 
the  growth  had  extended  beyond  a  point  from  Avhich  it  could  well  be 
removed  by  laryngectomy.  As  time  went  on  bolder  measures  were 
attaining  success,  and  he  thought  that  if  one  adopted  a  radical  attitude 
in  those  cases,  that  was  the  line  along  which  progress  would  be  made. 
The  question  of  syphilis  had  been  settled  before  operation. 

Cystic  Distension  of  the  Lachrymal  Sac ;  Operation  on  Nasal 
Duct  in  the  Nose  (West's  Operation;.-  Dan  McKenzie,  M.D. — The 

patient  is  a  woman,  aged  thirty-two.  She  has  been  suffering  from 
ethmoiditis  for  some  years.  Four  months  ago,  after  the  removal  of 
polypi  from  the  left  side  of  the  nose,  she  noticed  a  swelling  at  the  inner 
cauthus  of  the  left  eye.  The  swelling  corresponded  iu  situation  with 
the  lachrymal  sac.  It  was  tense  and  fluctuating,  and  could  be  emptied  " 
into  the  nose  by  steadily  pressing  upon  it.  On  November  28,  1912, 
West's  operation  was  performed.  A  flap  of  mucous  memlirane,  with  the 
base  posteriorly,  Avas  raised  from  the  lateral  wall  of  the  nose  at  a  level 
between  and  in  front  of  the  anterior  ends  of  the  middle  and  inferior 
turbiuals.  With  a  gouge  the  uaso-lachrymal  bony  canal  was  broken 
into  and  the  membranous  nasal  duct  exposed.  The  nasal  duct  was  then 
opened  up  as  high  as  the  lachrymal  sac.  Lachrymal  probes,  which 
formerly  met  with  obstruction  in  their  roiite  towards  the  inferior  meatus, 
noAv  passed  freely  into  the  middle  meatus.  So  far  there  has  been  no 
return  of  the  swelling. 

Dr.  D.  E.  Paterson  had  had  difficulty  in  keeping  the  opening 
patent,  as  iu  nearly  all  artificial  openings  there  is  a  tendency  to  stenosis 
later.  What  had  deterred  him,  however,  latterly,  from  proceeding  Avitli 
this  operation  in  some  cases  Avas  that  he  saAv  a  case  reported  Avhere  tlie 
person  had  some  difficulty  iu  bloAving  the  nose,  for  Avhen  he  attempted 
it,  he  blew  air  through  the  lachrymal  sac  and  duct,  and  he  had  to  hold 
pressure  on  the  corner  of  his  eye  to  preA^ent  it.  In  one  case  Avliere  there 
AA'as  a  good  deal  of  disease  round  the  sac  and  in  the  ethmoid  cells  he  had 
removed  the  sac  ;  and  iu  that  and  in  another  case  the  result  Avas  excellent. 
Beyond  a  little  Avateriug  Avhen  exposed  to  a  cold  wind  there  Avas 
practically  no  discomfort  resulting.  A  colleague  had  done  Toti's  opera- 
tion of  establishing  a  communication  Avitli  the  interior  of  the  nose  by 
stitching  the  mucous  memlirane  of  the  sac  to  the  nasal  mucosa  six  times, 
three  of  AA-hich  had  been  successful,  but  there  also  the  difficulty  was  to  j 
keep  the  opening  patent.  ' 

Extensive  Granuloma  of  the  Larynx  in  a  probable  Case  of 
Early  Phthisis.— T.  Jefferson  Faulder,  F.R.C.S.— :\Jale.  aged  tAveuty- 
cne,  was  well  until  tlie  spring,  iDlli,  Avheu  he  had  a  "cold"  and  loss  of  j 
voice ;  recovered  more  or  less  completely ;  again  had  a  "  cold ''  in  ■ 
December  followed  by  loss  of  voice.  January,  1913  :  Voice  reduced  to  a 
hoarse  Av hi sper  ;  pharynx,  larynx  and  trachea  intensely  inflamed ;  in  the 
inter-arytsenoid  space  a  tumour,  like  a  papillomatous  groAvth,  preventing 
adduction  of  the  cords ;  no  dysphagia  ;  no  S2;)utum  or  night-sweats;  no 
loss  of  weight  or  appetite.  Febniary  2:  Inflammation  has  subsided; 
voice    still    lost;    cords   cannot    be   adducted     posteriorly.       There    are 
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praotic-ciUy  no  pliy.siciil  siii-us  in  the  chest,  hut   the  physiuiiiu's  opinion  is 
that  tlie  ease  is  one  of  verv  early  phthisis. 

Mr.  Barwell  saiil  the  patient  had  an  inter-arytienoid  swelliuo-,  witli 
some  intilti-ation  of  the  vocal  eords,  such  as  he  had  always  associated  with 
tuberculous  laryngitis.  The  treatment  depended  on  the  patient's  general 
condition  of  health  and  the  progress  of  his  lung  condition.  The  patient 
should  be  kept  under  careful  observation  for  two  or  three  weeks,  and  the 
temperature,  weight,  etc.,  carefully  noted  before  the  question  of  operation 
was  entertained.  If  the  general  condition  of  the  patient  should  be 
satisfactory,  the  outgrowth  in  tin-  iiiter-arytsenoid  space  could  be 
removed. 

A  Cartilage  of  the  Septum  Nasi  removed  by  Operation  and 
showing  a  Circular  Defect.     T.  Jefferson   Faulder,  F.R.C.S.— The 

mucous  membrane  on  both  sides  of  the  septum  was  intact,  but  that  on 
the  wide  side  showed  slight  atrophy.  The  patient  was  a  female,  aged 
twenty-three,  a  draper's  assistant.  The  septum  lias  healed  satisfactorily. 
The  case  illustrated  one  of  the  difficulties  in  doing  submucous  resection. 
He  ilid  not  know  what  was  the  explanation  of  the  aperture  in  the 
cartilage.  His  instrument  slipped  through  to  the  other  side,  after  which 
he  could  see  the  perforation,  and  avoid  it.  In  a  small  way  this  case 
reminded  him  of  oue  which  he  had  reported,  where  a  partial  resection 
had  been  done  previously  with  an  incision  too  far  back.  He  began 
his  operation  not  knowing  that  part  of  the  septum  had  been  removed 
before,  and  everything  went  well  until  he  arrived  at  the  gap  in  the 
cartilage.  It  was  possible  to  separate  the  flaps  again  after  a  period  of 
five  years. 

Dr.  Dax  McKenzie  had  shown  l)efore  the  Section  two  specimens  of 
a  fenestrated  cartilage  removed  by  resection.  The  genesis  Avas  interesting. 
He  believed  the  holes  in  the  cartilage  were  due  to  deposits  on  both  sides 
of  the  septal  mucous  meml)rane  of  mucus,  which,  drying,  produced 
pressure  atrophy  of  the  underlying  cartilage.  He  suggested  that 
perforation  of  the  septum  Avas  due  to  the  presence  of  one  of  these 
fenestra?  in  the  cartilage  prior  to  the  perforation  of  the  membrane.  He 
had  V>een  looking  for  many  years  in  vain  for  the  typical  classical  case  of 
acute  perforating  ulcer  of  the  septum.  This  pressure  atrophy  would  not 
affect  the  lione,  only  the  cartilage,  since  the  former  contained  an  intra- 
osseous blood  supply,  while  the  latter  was  nourished  solely  from  its  surface. 

Dr.  W.  Hill  said  it  was  not  imcommou  in  children  to  see  ahtematoma 
which  had  suppurated,  and  he  had  never  incised  such  an  one  without 
finding  a  hole  in  the  cartilage.  A  former  suppurating  htematonia  was 
probal)ly  the  explanation  in  some  cases  of  a  perforation  of  the  cartilage, 
but  with  intact  mucosa. 

Laryngeal  Tubercle  apparently  aggravated  by  Tuberculin.— 

E.  D.  Davis.  F.R.C.S.  — The  specimen  was  ol-taimd  fnuu  a  male  patient, 

aged  thirty-eight,  admitted  to  Hospital  with  advance<l  laryngeal  tuliercu- 

I  losis,  and  with  chronic  pulmonary  tuberculosis  of  the  apex  and  pleura  of  the 

j  right  lung.      Death  was  caused  by  diffuse  tuberculosis,  with  cavity  forma- 

I  tion  of  the  right  lung,  and  recent  miliary  tuVierculosis  of  the  left   lung. 

Patient   was  first   seen   in   August,   1912.     He  was   treated   by   cautery 

;  puncture,  rest,  insufflation,  etc.,  Avith  little  relief  or  benefit.     October: 

;  Epiglottis   amputated  with  punch   forceps  (specimen  show^n).     Patient 

was  considerably  relieved  (y),  wound  healed  within  a  week,  and  did  not 

cause  any  pain  or  dysphagia.      Ulceration  of  the  base  of  the  tongue  and 
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left  ventricular  band,  and  arytsenoid  curetted  with  Heryng's  curettes, 
both  by  the  indirect  method  and  by  suspension  laryngoscopy.  The 
ulceration  of  the  base  of  the  tongue  healed,  and  the  ventricular  band 
improved.  At  this  point  the  patient  appeared  to  be  gaining  ground, 
and  tuberculin  (B.E.  ^0^,00  uigrm.)  injections  were  given  with  niarked 
reaction,  fresh  sloughy  ulceration,  and  definite  retrogression  of  the 
patient.  The  patient  suffered  considerable  pain,  which  was  only  slightly 
relieved  by  cautery  punctui'e,  curetting,  and  other  remedies,  but  was 
almost  completely  abolished  by  the  injection  of  eucaine  and  alcohol 
into  the  left  internal  laryngeal  nerve  and  subsequently  into  the  right 
nerve.  After  this  injection  he  gained  S^  lb.  in  one  week,  and  improved 
rapidly.  At  the  end  of  January,  when  the  larynx  was  doing  Avell,  an 
exacerbation  of  the  lung  condition  occurred,  from  which  he  died  on 
February  1 7.  The  vigorous  treatment  of  the  larynx  relieved  the  pain 
and  discomfoi't,  and  prolonged  life. 

Amputation  of  the  Epiglottis  for  Tuberculous  Ulceration, — 
E.  D.  Davis,  F.R.C.S. — A  male  patient,  with  a  long  history  of  laryngeal 
and  pulmonary  tuberculosis.  The  epiglottis  ulceration  had  been 
cauterised  and  c\iretted  with  no  improvement.  Amputation  with  punch 
forceps  on  February  5,  1913.  Rapid  healing  of  wound.  Patient  is 
receiving  tuberciilin  B.E.  1  mgr. 

The  President  said  he  supposed  all  membei-s  had  amputated  the 
epiglottis,  and  probably  with  great  relief,  when  it  was  done  for  extreme 
pain  on  swallowing.  But  few  were  able  to  find  out  what  happened  to 
the  cases  afterwards,  for  they  di'ifted  away,  and  perhaps  had  a  recurrence 
of  symptoms.  It  was  valuable  to  hear  the  later  history  of  these  cases, 
for  they  should  make  the  operator  careful  in  promising  too  much  from 
the  point  of  vieAV  of  cure. 

Mr.  Barwell  said  he  had  amputated  a  number  of  epiglottides  at  the 
Mount  Vernon  Hospital,  but  they  nearly  all  went  to  the  bad  eventually, 
because  there  was  seldom  extensive  tuberculous  involvement  of  the  epi- 
glottis until  advanced  tubercle  was  manifest  elsewhere.  It  was  only 
occasionally  that  one  met  with  epiglottic  disease  in  which  the  rest  of  the 
larynx  was  more  or  less  healthy.  He  had  had  only  two  cases  in  which  the 
larynx  became  completely  healed  after  amputation  of  the  epiglottis. 
One  died  eighteen  months  later  of  sudden  haemoptysis,  but  the  larynx 
had  remained  well  during  that  time.  The  other  he  operated  upon  in 
private  twelve  months  ago,  and  the  larynx  had  healed  and  remained  well. 
The  operation  was  usually  performed  simply  for  the  relief  of  dysphagia, 
for  which  purpose  it  was  very  successful. 

Laryngeal  Infiltration  for  Diagnosis. — Harold  Barwell,  F.R.C.S. 

— Chelsea  pensioner,  aged  eighty.  Hoarseness  and  slight  dysphagia  for 
three  months ;  a  little  dyspnoea  during  the  last  two  weeks.  PJularged 
movable  gland  on  the  right  side  of  the  neck  and  a  small  aneurysm  at  the 
left  carotid  bifurcation.  The  infilti-ation  affects  the  anterior  parts  of  both 
ventricular  bands  and  appears  smooth,  dusky,  and  somewhat  tedematous. 
The  right  side  is  the  more  affected  and  its  movements  are  more  restricted 
than  those  of  the  left.  The  cords  appear  to  be  normal.  The  sputum 
shows  no  tubercle  bacilli,  l>ut  lai-ge  numbers  of  what  appear  to  be 
pneiunococci.  | 

The  President  said  one  vocal  cord  was  moving  very  freely,  and  there  i 
was  no  definite  sign  of  ulceration.  He  thought  chronic  tubercle  was  more  j 
likely  than  malignnncv- 
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Suppurating  Mucocele  of  Frontal  Sinus  in  a  Boy,  aged  twelve. 
—Harold  Barwell,  F.R.C.S.  Note  ou  February  21.  Severe"  culd  "  two 
mouths  UL^d.  with  profuse  discluirge  from  tlie  left  uostril.  Swelling  on 
forehe.ul  ut)tie'eJ  for  one  month  ;  eiglit  days  ago  great  swelling  of  eyelids, 
subsiding  under  hot  foment  at  iou.s.  No  pain.  Hard  bony  swelling  over 
site  of  anterior  wall  of  left  frontal  sinus,  and  in  upjjer,  inner  angle  of 
left  orbit.  Streak  of  pus  high  up  in  left  hiatus  semilunaris,  reappearing 
rapidly  ofter  mopping ;  no  pus  after  stooping. 

Dr.  Dan  McKenzie  did  not  believe  that  mucocele  of  the  frontal 
sinus  meant  that  the  duct  of  the  sinus  was  blocked  and  mucus  accumu- 
lated in  it.  He  considered  the  condition  to  be  due  to  the  formation  of  a 
mucous  cyst  inside  the  sinus. 

The  President  agreed  with  Dr.  McKenzie's  view  as  to  the  nature  of 
some  of  the  mucoceles.  With  regard  to  the  size  of  the  frontal  sinus  in 
<'hildren,  he  remembered  a  boy,  aged  eight,  whom  he  saw  with  acute 
frontal  sinus  suppuration  complicating  scarlet  fever.  That  boy  had  a 
sinus  as  large  as  a  horse-bean. 

Mr.  Edw.-\rd  Davis  had  made  -a.  post-'iuortem  examination  of  a  child, 
aged  four,  who  died  of  orbital  cellulitis  following  scarlet  fever,  and  the 
question  was  whether  the  frontal  sinus  was  responsible.  The  frontal  and 
sphenoidal  sinuses  were  occupied  by  vascular  cancellous  bone,  but  there 
were  no  cavities.  The  antra  were  well  developed,  but  without  ostia,  and 
the  ethmoidal  cells  were  very  small. 

Dr.  Bronner  had  seen  two  cases  of  frontal  sinus  disease  after  .scarlet 
fever,  and  those  children  had  large  sinuses.  He  asked  whether  members 
had  tried  injections  of  tincture  of  iodine  in  frontal  sinus  disease.  He 
had  done  so  in  two  cases,  and  the  discharge  stopped  after  thi-ee  injections. 

Mr.  Barwell  agreed  that  the  mucocele  was  a  dilatation  cyst  of  a 
niucous  gland  in  the  lining.  In  this  case  he  could  see  a  stream  of  pvis 
coming  into  the  nose  ;  evidently  the  ostium  was  not  blocked.  He  had  had 
to  operate  on  the  boy  since  sending  the  notes  of  the  case ;  the  boue  was 
considerably  expanded  and  thin,  and  the  sinus  extended  1  in.  above  the 
orbital  margin.  He  cuuld  not  have  done  a  Killian  operation  if  he  had 
wanted  to,  as  the  bone  was  too  soft ;  he  had  performed  the  Ogstou-Luc 
operation  with  immediate  closure  of  the  wound,  and  the  case  had  done 
very  well. 

Congenital  Tumour  of  the  Septum,  probably  Glioma.— Frank 

Rose,   F.R.C.S."  F.    D ,  aged  ten    months.      Nasal  obstruction   was 

noticed  at  birth.  The  mother  detected  a  swelling  in  the  left  nasal  cavity 
at  the  age  of  two  months.  At  the  age  of  four  months  a  pale,  smooth 
swelling  filled  the  left  nasal  cavity.  It  had  a  bi-oad  attachment  to  the 
septum,  but  none  to  the  Hoor  and  outer  wall.  Its  upper  limit  could  not 
be  determined.  The  swelling  caused  slight  protrusion  of  the  external 
nose.  A  piece  was  i-emoved  for  examination  and  is  believed  to  show  the 
structure  of  a  glioma.  Congenital  tumours  arising  from  the  septum  are 
rare.  Two  cases  have  been  recorded,  both  of  which  were  described  as 
gliomata. 

The  only  similar  cases  of  which  he  had  found  records  were  those  of 
J.  P.  Clarke,  in  the  Amencan  Journal  of  Medical  Science.  They  were 
both  males,  and  had  the  tumour  on  the  left  side,  and  attached  to  the 
septum  ;  there  was  in  them  also  some  distension  of  the  uostril.  There 
was  no  evidence  in  either  case  that  the  tumour  was  malignant.  The 
question  was  whether  it  was  glioma  ;  the  microscopical  appearances  were 
difficult.     He  had   submitted  the  specimen  to  Prof.  Andrews  and  ]*f*. 
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Shattoclv,  and  they  agreed  that,  as  fai-  as  one  couM  tell  by  the  microscope^ 
it  was  a  glioma. 

Sarcoma    of   the    Left    Tonsil. — Norman    H.   Pike,   B.S. — The 

specimeu  \vas  removed  from  a  female  aged  tweuty-six.  Her  history 
was  that  she  had  had  an  "  ulcerated  "  throat  over  two  years  ago.  For  the 
past  year  she  had  noticed,  when  looking  in  the  glass,  that  there  was  a. 
lump  on  the  left  side  of  her  throat.  She  frequently  had  sore  throats  and 
a  more  or  less  constant  pain  shooting  up  in  front  of  the  left  ear.  She 
had  some  stiffness  on  the  left  side  of  the  neck  and  attacks  of  deafness  in 
the  left  ear.  I  first  saw  her  on  January  23,  1913.  Examination  showed 
the  left  anterior  pillar  of  the  fauces  to  be  puslied  forward,  presenting  a 
rounded  and  swollen  border ;  there  was  some  extension  of  the  swelling 
upwards.  Palpation  showed  the  whole  mass  to  be  of  a  cartilaginous 
hardness.  Only  a  small  portion  of  the  tonsil  was  visible  between  the 
pillars  of  the  fauces.  Two  small  upper  cervical  glands  were  palpable. 
She  heard  the  acoumeter  at  5  metres  Avitli  the  left  ear.  On  Fel»ruary  3 
a  general  anajsthetic  was  given.  After  a  preliminary  laryngotomy  the 
left  tonsil  was  removed  by  dissection,  thi'ough  the  mouth,  together  with  a 
portion  of  the  antei'ior  pillar.  The  tonsil  shelled  out  easily,  and  there  was^ 
little  haemorrhage.  Care  was  taken  to  remove  the  lingual  prolongation 
from  the  base  of  the  tongvie.  The  right  tonsil  Avas  also  removed.  The 
pathologist  I'eported  a  spindle-celled  sarcoma  limited  by  the  capsule.  The 
right  tonsil  was  normal.  The  microscopical  sections  are  also  exhibited. 
On  Febi'uary  20  two  small  cervical  glands  wei-e  removed,  one  about  a* 
big  as  a  hazel-nut,  the  other  the  size  of  a  pea. 

Mr.  Pike  added  that  it  looked  as  if  there  was  a  local  recurrence 
already,  but  it  was  only  five  weeks  since  removal.  Was  the  prognosis  of 
these  cases  always  ba<l  r  The  glands  removed  were  examined  micro- 
scopically and  were  free  from  sarcomatous  cells. 

Dr.  Dan  MoKenzie  said  the  prognosis  of  the  condition  was  bad. 
Last  winter  he  saw  a  case  in  which  the  course  was  only  six  weeks. 

The  President  agreed  as  to  the  gravity  of  the  prognosis.  He  had 
not  seen  a  case  recover  in  which  the  diagnosis  was  beyond  doubt,  although 
the  tumour  was  easy  to  remove  by  a  kind  of  enucleation. 

Tumour  in  the  Maxillary  Antrum.— John  F.  O'Malley,  F.R.C.S. 

F.  L ,  aged  fifty-four.     Tliis  patient  complains  of  obstruction  in  the 

left  side  of  the  nose  for  four  months,  pain  referred  to  the  teeth,  and 
swelling  of  the  face  on  the  same  side.  The  pain  and  swelling  are  getting 
worse  hitely.  The  left  nasal  cavity  is  l)h)cked  by  a  greatly  enlarged 
anterior  end  of  the  inferior  turbinate,  on  the  size  of  which  cocaine  and 
adrenalin  have  no  effect.  On  the  septal  aspect  of  the  tiu-binate  the 
mucous  membrane  is  ragged,  and  on  attempting  to  pass  a  probe  the 
bleeding  is  very  free.  About  the  centre  of  the  orbital  boundary  of  the 
antrum  a  hard  mass  can  lie  felt,  which,  when  presse<l  on,  causes  the 
patient  to  wince  and  complain  of  pain  in  the  left  upper  teeth.  Trans- 
illumination shows  a  good  crescent  on  the  right  side  and  none  on  the  left. 
Potassiutn  iodide  has  l)een  given  for  three  weeks  witliout  anv  result. 

Lupus  of  the  Nose.  John  F.  O'Malley,  F.R.C.S  Female, 
aged  forty-one.  has  ha<l  bilat»M-al  nasal  discharge  for  three  months,  said 
to  come  on  after  an  attack  of  "  rheumatic  fever."  The  history  of  the 
illness  is  not  quite  typical  of  acute  rheumatism—/.^;,  swelling  of  both 
forearms  from  fingersto  elbows,  with  blisterim;  of  the  skin  followed   bv 
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scaliu^r.     No  other  i..ints  were  swillf^n      'n. 

.septum,  floor,  una   interio     turh      t         /l'^;  "Hieous  meinbrane  ou  the 

The  President  thoiio-ht  the  ;int.f^'.i-...<.^ .    .,.         .    i 

.\Jr.  U  Mallev  i-eplie.l  tluit  the  sinuses  were  clear      The  W.  ■  •^... 
reaction    was    neuative      TTo   „  0,1  •      ' *^^' %  "^ ^^^'^  ■      ine  U  asserinauu 

oht-unthaT,)     }     !     :■    ,  ""^'^  cocaine  and   adrenalin,    hut  did   not 

obtam  the  pale  look  ot  the  mucous  meiul.rane  with  the  mi.ed   1  inM 
spots  whicli  one  associated  with  lupus.  pinl.ish 

M,B""^'t!?^t.:"''!^  '""'r^'f  Lesions.    James  Donelan, 

mercury  and   iodides      ,f  fi     f  """    ''""''^    '-'^^"    ^^'^^^^^^^    ^^itli 

f  n::;-hr- - -^^  t  w  ;r-si-i  ^-^i^s.  :- 

Befme  intl'.'f '"'''  *!'""^''^V^^  appearance  of  the  nose  nimht  l>e  nupr.>ved 
to       e      ?j^'7- ^"  \'  ""^"^^^  ^^^^'^  ^^  Wassernianu  test  don^.      Wit^ re  a'  I 

exp  ^n  ef  ^^vatin^  'u^  ^"^"'-  '"  T'"^  ''''''''^'-  ambers  ll^d 
piece  otclrtl-^uri'^  '""^  ^^^P^'^^^^^'^^  '-'V  means  of  a  freshlv  removed 
aoietlatope^^^^^^^^^^^^  P^^^i^"^"    He    had 

knife  ovfrtrenastTlxIr;!'  ""^^  "'""V"  "^"  "^^"^^  ^^'^^^^  =^  ^^^^t--" 
theskin  for  tie  c.vi?r''^^r  =^V'*^vator  a  bed  was  made  under 

snvill    nr.  ^'^ijdage,  which  was  then  placed  in  position    and  the 

.    .oo,L     tie  ^^  ould  show  one  or  two  of  the  cases. 

tlui  L^SHhere'r"'*  V"  n^^'  -f  ^ -utable  for  paraflin  were 
iniectel  r    ,    ffi  1      '''   ^   ''^''*^    ''''"•>'    '^^^^   «••  support  .  n  which  the 

tissues  '       '"  '^  ^'^^'^  ^^^indered  among  the  neighbouring 

M  B''''(V^H'^^^^^''^^''  Adhesions  of  Soft  Palate.  -James  Donelan, 

-1^^  aiS  fom"  Tr'^'"'"-  TI- patient  suffered  from  severe  .liphtheria 
She  ha,!  ?■  ,  VW7  P".^t,-diphtheritic  cicatrices  about  tiie  mouth, 

perf  rme;  If^'^;^^^^  When  aged  six  an  operation  was 

forwa,7,y;;  '^^"  "if  f  ^^'^  ^"'^'"'''^  adhesions,  and  the  palate  was  tied 
orwa.d  In  means  of  ligatures  passed  through  the  nostril^  for  some  two 
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weeks,  but  tlie  adhesions  re-t'ormed.  At  the  age  of  twelve  a  double 
mastoid  w^as  performed  with  successful  result.  The  case  is  now  shown 
with  a  view  to  elicit  opinions  as  to  the  nature  of  the  operation,  if  any, 
that  should  be  performed  to  re-establish  nasal  respiration.  The  patient 
was  one  of  a  large,  healthy  family,  some  older  and  some  younger  than  the 
patient.  Tiie  marks  about  the  mouth  were  said  to  have  been  caused  at 
the  time  of  the  diphtheria.  These  lesions  were  not  now  so  common  as 
they  used  to  be  before  antitoxin  was  so  freely  used. 

The  President  asked  whether  the  adhesion  of  the  palate  to  the 
posterior  pharyngeal  wall  and  the  scars  on  the  lip  were  the  result  of 
diphtheria,  or  due  to  syphilis.  He  had  not  seen  definite  ulceration  in  the 
palate,  even  in  the  worst  kind  of  pure  diphtheria. 

Dr.  Brown  Kelly  said  the  only  treatment  of  use  in  this  case  was  a 
broad  hook  attached  to  the  denture,  and  worn  for  months. 

Microscopical    Section    of  Pedunculated   Growth   of   Nose.' 
W.   H.    Kelson,    M.D. — Man,    aged    seventy-two.      The   section    shows 
much  dilated  vessels  in  a  connective-tissue  stroma.     There  is  no  histoiy 
of  epistaxis  whatever.     Do  so-called  "  bleeding  polypi  "  always  bleed  ? 

Dr.  Kelson  said  that  Dr.  Pegler  wished  him  to  say  that  he  now 
agreed  that  it  was  a  bleeding  polypus,  but  he  considered  that  the  situation 
of  this  one  had  probably  protected  it  somewhat  from  trauma,  and  that, 
therefore,  it  did  not  bleed. 

Cyst  of  the  Tonsil— T.  B.  Layton,  M.S.— The  patient  was  a  girl, 
aged  twelve,  who  came  under  observation  for  a  sore  throat,  without  any 
symptoms  definitely  due  to  the  cyst. 

Paralysis   of  the   Right  Vocal  Cord   and  of   the    Right   Half 
of   the    Palate    (the    Facial,    Auditory,    Glosso-pharyngeal    and 
Accessory    Portion    of  the   Yagus   inYolved).— J.  Dundas  Grant, 
M.D.  —  TJie  patient,  a  man,  aged  twenty-seven,  was  sent  on  account  of 
facial  pai'alysis  of  seven  days'  duration  ;  this  Avas  preceded  by  pain  in  the 
right  ear   for  seven   days   and  discharge  from  that  ear  which  has  now 
lasted  for  a  month.      He  had  gradual  dulness  of  hearing  for  six  months, 
and  for  the  last  two  days  his  voice  has  been  weak  and  he  experiences  a 
feeling  of  weakness  in  deglutition.     There  is  absolute  immobility  of  the 
right  vocal  cord  close  to  the  middle  line  ;  the  palate  is  drawn  tt)  the  left 
diu-iug  plionation ;  to  the  laryngeal  probe  the  sensation  on  the  right  side  | 
of  the  larynx  is  less  marked  than  on  the  left.      Taste  is  complete  on  the  | 
anterior  part  of  both  sides  of  the  tongue  and  on  the  posterior  pillar  of  ; 
the  fauces  and  corresponding  part  of  the  tongue  on  the  left  side,  but  it  is  ' 
completely  absent  on  the  posterior  part  of  tlie  right  side  of  the  tongue  i 
and  on  the  right  pillar  of  the  fauces.     The  optic  discs,  pupils  and  extra-   ' 
ocular  muscles   are   normal.     The  masseters  and  tongue  are  normal  ia  ; 
their  movements.     There  is  no  cutaneous  anaesthesia  or  analgesia.     No  j 
weakness  or  ataxia  of  the  limbs  ;  the  reflexes  are  nornxal.  { 

The  hearing  tests  were  detailed,  and  showed  marked  loss  of  hearing  j 
on  the  right  side  with  l)one-conduct  ion  reduced.  Rotation  test  normal.  The  : 
nei-ves  involved  are,  therefore,  the  facial,  the  auilitory,  the  glosso-pharyn-  I 
geal,  and  the  accessory  portion  of  the  vagus  on  the  right  side.  There  is  i 
a  bulging  of  the  walls"  of  the  right  auditory  meatus,  and  in  the  interior  ' 
can  be  detected  some  papillated  granul:itiou-outgrowth,  and  bare,  rough  ' 
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l>..ae  is  percept il.leu.  the  probe  in  tl.e  deptl.s  ot  th^  meatus  and  various 
parts  ot  tlie  walls,  but  the  pain  on  probin-  was  so  irreat  as  to  prevent  it 
being  earned  out  with  any  exactness.  No  specific  historv  was  obtainable 
and  no  evidences  of  previous  specific  infection.  The  coiul)iiuitioi)  oi 
si^ns  indicajes  disease  of  the  inner  ape.v  of  the  petrous  bone,  an.I  in  view 
<^t  the  tact  that  there  is  some  Hatteniiii,^  at  the  apex  of  the  ricdd  lun<- 
where  there  has  probably  at  a  previous  time  been  an  active  Itocus  ot 
tubercle,  the  likelihood  is  that  in  this  case  there  is  tubercular  disease  of 
llu'  lione. 

Haemorrhage  into  the  Right  Yocal  Cord,  the  Result  of  an 
Accident  at  Football.-W.  M.  Mollison,  M.C.  A  male,  wbile  playm- 
tootball  a  Aveek  a-u,  received  a,  kick  in  the  neck  on  the  thyroid  cartilage, 
n  bttle  to  the  right  of  the  middle  line.  He  experienced  a  feeling  of  shock 
and  ot  suffocation  ;  this  passed,  and  he  found  his  voice  was  very  weak  • 
he  had  too.  considerable  pain  on  swallowing,  and  had  a  constant  desire 
to  swallow.  Seen  within  an  hour  of  the  accident  he  could  scarcely  speak 
and  examination  of  the  larynx  showed  slight  swelling  of  the  right  vocal 
cord.  On  attempted  phonation  the  cords  approximated.  Two  days  after 
the  accident  the  voice  was  still  weak,  but  normal  in  character,  and  the 
patient  felt  well,  though  on  walking  he  again  experienced  a  feelincr  of 
suffocation,  but  in  much  less  degree  than  before.  There  was  evident 
haemorrhage  into  the  right  cord,  while  the  left  was  normal 


PROCEEDINGS    OF     THE     SCOTTISH    OTOLOGICAL 
AND     LARYNGOLOGICAL    SOCIETY. 

Meeting  in  the   Victoria  Infirmary,  Glasgow,  May  31,  lUl.J. 
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Reported   hy  Dr.   W.    S.   Syme. 

[Continued  frovi  p-  r)02.) 

Demonstration  of  Method  of  taking  the  Temperature  of  the 
Kespiratory  Current  in  the  Naso-pharynx  {nuUlsh.d  i„  e,t,H.<.,. 
IJ.  >lo).  ^  Dr.  Brown  Kelly. 

Dr.  Syme  said  this  was  a  very  interesting  instrument,  and  yave  a 
reason  for  conclusions  they  had  all  come  to,  uamelv,  that  to  have  results 
ot  nasal  oljstruction  it  is  not  necessary  that  the  (d)struction  should  be 
severe.  Dr.  Kelly  has  shown  the  alteration  in  temperature  where  there  is 
partial  occlusion  of  one  nostril.  One  can  understand  how  it  is  that  one 
gets  uaso-pharyngeal  phenomena. 

Sir  StClair  Thomson  thought  that  Dr.  Kelly's  results  rather  upset 
one  s  established  and  orthodox  views,  because  it  entirely  negatived  the 
experience  of  Dr.  Macdonald  in  our  own  country  and  other  observers  botli 
at  home  and  abroad.  They  were  satisfied  that  the  inspired  air  was  raised 
to  the  normal  temperature  in  its  passage  through  the  nose,  and  that  the 
hjugs  had  nothing  whatever  to  do  with  the  warming  of  the  ius])ired  air. 
Dr.  Kelly's  method  seemed  to  show  that  the  inspired  air  was  cousideraldy 
warmed  after  it  had  descended  into  the  lunijs,  and  that  the  warming  was 
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not  effected  altogethei'  liv  tlie  uose.     Personally  he  thoiittht  the  warming 
was  all  carried  out  by  the  nose. 

Dr.  Kelly  said  he  thought  the  figures  of  these  other  observers  came 
to  much  the  same  as  his  own. 

Chronic  Purulent  Otitis  Media  with  Labyrinth  Symptoms ; 
Radical  Mastoid  Operation. — Dr.  J.  Galbraith  Connal. — Woman, 
aged  forty-five.  Discharge  from  left  ear  for  about  twelve  years,  but 
occasionally  dried  up.  One  fortnight  before  coming  imder  observation, 
as  the  result  of  cold,  there  was  renewed  discharge  and  pain  in  the  ear. 
The  pain  became  very  severe,  and  tinnitus,  '•  like  an  engine  going  in  the 
ear."  She  complained  of  intense  sickness  and  vomiting,  and  this  had 
continued  for  four  days  Ijefore  seeing  her.  She  Imd  "  shivery  "  feelings 
but  no  definite  rigor.  Giddiness,  with  tendency  to  fall  to  the  left  side. 
Nystagmus  to  right.  Syringing  with  hot  or  cold  water  gave  no  reaction 
in  left  ear,  but  gave  marked  reaction  when  right  ear  was  syringed. 
W.L.,  /'o  ;  tuning  forks — Weber  to  right  ;  C  and  C,  heard  only  by  bone- 
conduction  for  a  short  time ;  C4  not  heard.  Ear  examination  showed 
foul-smelling  discharge  in  canal  and  sagging  of  postero-superior  segment 
of  canal.  There  was  no  swelling  over  mastoid.  Slight  tenderness  on 
deep  palpation.  Temperature,  1004^  F. ;  pulse,  90.  The  pupils  responded 
to  light  directly  and  consenually ;  the  optic  discs  were  congested  and 
blurred  on  the  inner  margins,  but  as  she  was  a  hypermeti'ope  the.se  signs 
might  have  been  due  to  eye-strain. 

Radical  Mastoid  Operation. — Lateral  sinus  lying  far  forward  and  very 
superficial.  Antrum  filled  with  foul-smelling  cholesteatomatous  material. 
Fistulous  opening  in  e.\ternal  semicircxdar  canal,  Init  no  evidence  of  any 
granulation  or  pus  from  it.  Bacteriological  report:  Pus  froui  mastoid 
showed  the  presence  of  Streptococcus  pyogenes,  Diplococcus  catarrhalis, 
and  Bacillus  proteiis  vulgaris.     Made  a  somewhat  slow  recovery. 

Dr.  Alia 31  was  much  interested  in  this  case,  having  iust  seen  a  similar 
one  in  a  child  with  headache,  staggering  gait,  vomiting,  nystagmus  and 
exaggerated  knee-jerks ;  no  definite  historv  of  suppuration  ;  a  small 
amount  of  cholesteatoma  found  in  middle  ear ;  operation  next  day. 
Cholesteatoma  packed  in  antrum,  aditus  and  middle  ear,  with  erosion  iu 
the  semi-circular  canal.  The  interesting  point  about  the  erosion  was  that 
there  was  no  caloric  reaction,  nor  was  the  fistula  symptom  present. 
Cholesteatoma  seemed  to  interfere  with  the  ordinary  nystagmus  tests. 
He  asked  whether  in  those  cases  of  labyrinth  irritation  with  nystagmus 
it  had  been  noticed  that  the  knee-jerks  are  increased  ?  Personally  he 
thought  the  ordinary  nystagmus  tests  increased  the  knee-jerks. 

Dr.  Thos.  Bark  was  disposed  to  think  that  in  these  cases  the  laby- 
rinth is  capalde  of  recovery  without  an  extensive  labyrinth  operation 
much  nu»re  frecjuently  than  is  usually  su|)posed.  The  radical  mastoid  1 
operation,  even  where  one  finds  an  opening  into  the  labyrinth,  is  iii>t 
rarely  followed  by  the  disappearance  of  the  special  labyrinth  symptoms, 
which  may  have  been  alarming.  He  felt  that  unless  there  are  very  gross 
changes  in  the  labyrinth  wall  one  is  not  justified  iu  operating  on  the 
laliyrinth  without  waitinir  a  little  time  to  see  the  etfect  of  the  radical 
mastoid  operation. 

Dr.  I.)an  McKknzie  .said  he  was  much  interested  in  Dr.  Counal's 
case,  which  exemplified,  what  is  so  frequently  seen,  that  in  a  case  where 
there  is  obvious  ablation  of  one  portion  of  the  labyrinth  function  from 
disease,  the  simple  mastoid  operation  may  be  followed  by  the  recovery  of 
the  patient.     For  some  time  he  had  been  inclined  to  be  radical  in  his 
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iitlitude  towards  the  labyrinth  operatimi  ;  he  ihouylit,  however,  that  the 
iuture  woukl  sliow  a  reaction  on  the  part  of  the  surLjeons  with  rei,Mr(l  to 
these  cases.  One  couhl  not.  of  course,  hiy  too  much  stress  on  this  case, 
hfcause  it  was  a  cholesteatoma,  for  the  cholesteatomatous  process  is  often 
preceded  hv  the  formation  of  a  Imny  wall  which,  proi^nvssinif  in  advance 
of  the  disease,  shuts  off  the  labyrinth  spaces.  In  cholesteatoma  with 
labyrinth  involvement  the  chances  of  the  radical  mastoid  operation  alone 
are  often  (piite  ijood.  but  he  was  inclined  to  doubt  cases  of  another  tvpe. 
For  instance,  in  acute  labyrinth  disease  associated  with  acute  middle-ear 
disease,  he  would  be  inclined  to  do  the  labyrinth  operation,  t\)r  in  these 
<?ases  where  the  radical  mastoi<l  operation  alone  is  done,  meninsiritis  may 
set  in  as  the  result  of  the  shaking  up  produced  by  the  simple  operation. 
He  did  not  think  that  the  indications  for  the  labyrinth  operation  were 
by  any  means  finally  settled. 

Dr.  J.  S.  Fkasek  opposed  the  view  put  forward  by  Dr.  Barr  and  Dr. 
^IcKeuzie.  Personally  he  thoUi»ht  that  Dr.  Connal  had  taken  a  bit;  risk. 
The  operation  turned  out  quite  well,  but  it  might  have  turned  out 
differently.  From  the  history  of  the  case  it  must  have  l)een  pretty 
evident  that  the  patient  hail  recently  had  an  acute  labyrinthitis.  The 
difference  Iwtween  serous  and  piu'ulent  labyrinthitis  was  only  one  of 
detrree ;  it  may  be  that  the  inflammation  goes  a  certain  length  and  then 
stops,  but  how  can  tine  tell  r  If  (me  operates  upon  a  case  wdiere  an  acute 
attack  of  labyrinthitis  has  existed  a  short  time  before,  there  is  great 
likelihood  of  meningitis  following  the  radical  mastoid  operation  aL)ne. 
In  Vienna  it  is  thought  that  the  risk  to  the  patient  is  less  in  the  presence 
of  an  acute,  recent  labyrinth  disease  (latent  labyrinthitis)  if,  at  the  time 
of  the  radical  mastoid  operation,  one  drains  the  lalnrinth.  He  did  not 
agree  that  it  was  a  very  serious  and  dangerous  operation ;  he  believed  it 
was  not.  He  thought  that  proDably  the  risk  of  operating  upon  a  case 
j  like  this,  and  only  doing  the  radical  mastoid  operation,  was  greater  than 
the  risk  incurred  than  if  the  labyrinth  operation  was  done  at  the  same 
time. 

Dr.  Syme  thought  that  the  question  of  labyrinthitis  was  by  no  means 
easy.    Dr.  McKenzie  suggested  that  cases  of  acute  ear  suppuration  showing 
labyrinth  svmptoms  called  more  often  for  operation  than  chronic  cases  of 
i  the  same  natiu'e.      Against  that  he  winild  say  that  in  some  cases  of  acute 
•  middle-ear  suppuration  <me  gets  labyrinth  symptoms  which  clear  up.     At 
j  first  one  gets  nystagmus  of  the  irritative  variety,  that  is  toward  the  side  of 
I  the  disease,  and  due,  he  took  it,  to  congestion  of  the  labyinnth.    The  caloric 
reactions  are  more  active.     As  the  congestion  increases  and  diminution  or 
abolition  of  the  labyrinth  function  takes  place  the  nystagmus  disappears, 
the  hearing  Ijecomes  more  impaired  and  the  caloric  reactions  are   not 
>btaine<l.     After  a  few  days  and  with  sulisidence  of  the  acute  middle-ear 
condition  the  functions  of  the  labyrinth  return.     In  such  cases  the  suppura- 
tive process  has  not  invaded  the  laViyrinth,  and  it  would  be  bad  treatment 
to  open  the  internal  ear.     In  Dr.  Connars  case  the  labyrinth  was  evidently 
destroyed.    There  was  a  fistula  but  no  fistula  symptom,  and  there  was  no 
response  to  the  caloric   tests,  both,  therefore,  confirming  one  another. 
There  was  no  possibility  of  the   hearing   returning.     In  such  a  case  he 
would  certainly  advise  the  performance  of  the  labyrinth  operation.' 

Dr.  Adam  asked   Dr.  Fraser  if  when  there  was  clear  evidence  of  a 
'motioning  cochlea  he  would  advise  a  lalnrinth  operation  simply  because 

*  A  propos  of  this  discussion,  see  article  by  Neumann  in  Le  Larynx,  No.  -t,  1U12, 
Circumscribed  Suppiuative  Labyrinthitis." — W.  S.  S. 
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tliei-e  are  svmptoins  of  labyrinth  irritation  r^  In  cases  of  erosion  one  might 
get  uo  lalovriuth  response  at  the  time  of  tlie  acute  symptoms ;  yet  get  it 
later  on.  In  a  similar  case  he  had  got  it  a  year  afterwards.  Could  one 
conceive  of  a  better  substance  than  cholesteatoma  for  impeding  the 
caloric  and  pressure  reactions  ? 

Dr.  Fraser  admitted  that  a  patient  with  recent  acute  labyrinthitis- 
on  whom  only  a  radical  mastoid  operation  was  performed  might  recover. 
His  personal  experience  of  latent  labyrinthitis  was  not  large  enough,  but 
iu  those  places  like  Vienna  where  these  operations  had  been  done  very 
frequentlv,  it  had  l)eeu  found  that  the  patient  ran  less  risk  of  meningitis 
if  the  labyrinth  operation  were  performed  as  well  as  the  mastoid  opera- 
tion. To  look  for  a  moment  at  this  case  here^- Weber  to  right  (good 
side),  absence  of  caloric  reaction- -the  fact  that  04  was  not  heard  proved 
nothing.  The  noise  apparatus  should  be  applied  to  the  soimd  ear.  In  a 
case  like  this  where  there  had  been  recently  intense  sickness  and  vomiting 
iu  addition  there  was  no  doubt  about  there  being  pus  in  the  labyrinth ;. 
in  his  opinion  the  case  had  been  one  of  acute  purulent  (latent)  labyrin- 
thitis, and  the  labyrinth  operation  should  have  been  performed  at  the 
same  time  as  the  radical  mastoid. 

Dr.  CoNNAL  replied  that  at  the  operation  there  was  no  evidence  of 
pus  or  granulations  around  the  erosion  in  the  external  semicircular 
canal. 

Right  Vocal  Cord  Inflamed  and  Restricted  in  Movement. — Dr, 
J.  Galbraith  Connal.  —  Man,  aged  forty-two.  Hoar,seuess  for  fifteen 
months.  No  pam ;  no  difficulty  in  swallowing.  With  exception  of 
present  illness,  alwtiys  had  good  health.  Had  a  primary  sore  twenty 
years  ago.  Wasscrmann  positive.  Has  been  on  antispecific  treatment  for 
"four  months,  at  first  ])y  his  own  doctor  and  latterly  at  the  hospital, 
without  benefit. 

Dr.  Brown  Kelly  said  he  had  seen  a  cord  like  this  remaining  red 
for  months,  and  he  had  been  anxious  as  to  the  pos.sibility  of  malignancy 
and  as  to  whether  he  was  right  in  waiting ;  ultimately  the  whole  con- 
dition cleared  up. 

Dr.  D.  R.  Patterson  said  he  thought  syphilis  could  not  be  excluded. 
Under  the  treatment  the  patient  stated  he  had  improved  and  that  his 
voice  had  returned  to  what  it  usually  was.  The  doubtful  point  about 
the  condition  was  the  limitation  of  the  disease  to  one  cord. 

Sir  StClair  Thomson  said  he  Avould  leave  the  case  alone.  The 
Wassermann  reaction  was  positive.  The  impairment  of  movement  was 
in  the  anterior  half  and  not  in  the  posterior,  where  one  is  more  apt  to  look 
for  malignant  growths.  He  thought  it  was  simply  due  to  a  specific 
deposit  which  is  abst)rbiug. 

Dr.  Fullerton  thought  the  chances  were  that  it  was  specific.  The 
possibility  of  a  tuberculous  condition  must,  however,  be  borne  in  mind, 
for  sometimes  one  finds  a  tuberculous  invasion  in  a  specific  subject  which 
gives  rise  to  battling  appearances. 

Dr.  Connal  replied  that  the  chest  and  sputinn  had  been  examined 
with  Legative  results. 

Chronic  'Superficial  Inflammation  and  Ulceration  of  Mucous 
Membrane  of  Larynx  and  Pharynx  of  doubtful  origin  and  of 
several  years'  duration,  with  somewhat  similar  Skin  Lesions.— 
Dr.  J.  Adam.  -Man,  aged  thirty-three,  four  years  ago  noticed  ditficulty  in 
swallowing  solids  ;   this  slowly  increased,  but  has  not  advanced  iu  last 
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l\\t>  years  aiul  is  not,  absolult'.  UlL't'iatiDii  in  mouth,  first  notifod  two 
veavs  ago,  has  since  persisted.  No  personal  or  family  history  of  .sy[)hilis. 
Tubercular  disease  of  knee  seventeen  years  a^o  (exi-ision). 

On  hard  and  soft  palate,  back  of  pharynx,  epiglottis,  are  superficial 
idcerated  patches  throwing  otf  epithelium;  those  on  palate  and  fauces 
come  and  go,  thai  on  pharynx  has  been  persistent,  but  without  extending 
for  at  least  four  months.  The  whole  mucous  membrane  is  congested, 
that  over  epiglottis,  arytenoids  and  ventricular  bands  being  thickened; 
cords  do  not  seem  affected.  Fauces  and  epiglottis  are  slightly  con- 
tracted. Superficial  glossitis  with  scar  on  dorsum.  Small  crusts  on 
either  side  of  quadrangular  c^irtilage. 

Slight  redness  of  skin  of  cheeks  and  temples,  changing  ultimately  to 
brown  mottling,  interspersed  with  white  atrophic  areas.  There  is  no 
ulceration  on  skin,  but  on  the  back  there  have  been  for  months  three  red 
spots,  size  of  a  sixpence,  one  atrophying  in  centre  and  one  throwing  off 
psoriasiform  scales.  Prepuce  contracted.  No  enlarged  glands  in  groin. 
All  tlie  lesions  are  chronic  cind  painless.  The  patches  on  fauces  yield 
mainly  Staphylococcus  albas,  some  streptococci  and  pneumococci,  no 
spirochcetes.  Wassermann  doubtful  positive.  Hg.,  salvarsan  and  removal 
of  septic  teeth  gave  no  improvement  ;  K.  I.  causes  wide-spread  bullous 
dermatitis. 

Dr.  P.\TERSON  said,  on  the  face  of  it,  one  might  almost  say  it  was 
specific  were  not  the  long  history  against  it ;  thev  looked  so  very  like 
specific  patches.  On  the  other  hand,  he  had  met  with  one  or  two  similar 
cases  where  he  had  had  considerable  difliicidty  and  where  no  real  improve- 
ment resulted  from  specific;  treatment.  One  had  to  consider  whether  it 
might  not  be  a  pneumococcic  invasion,  more  particularly  as  pneumococci 
were  present  on  these  patches  that  had  to  be  kept  in  view.  Those  cases 
are  extremely  doubtful  and  call  forth  a  great  difference  of  opinion. 

Sir  StClair  Thomson  agreed  with  Dr.  Paterson  that  if  one  had  to 
make  a  snapshot  diagnosis  one  would  say  it  was  a  case  of  secondary 
syphilitic  disease.  It  shows  how  careful  one  ought  to  be.  This  case  has 
gone  on  for  four  years,  and,  of  course,  could  not  possibly  be  syphilis, 
although  secondary  symptoms  may  come  and  go  it  is  unlikely  that  they 
would  be  continuous  all  that  time. 

Dr.  Walker  Dow-nie  had  seen  the  patient  with  Dr.  Adam  four 
months  ago.  Some  years  since  he  had  recorded  a  somewhat  similar  case. 
In  the  latter  the  symptoms  persisted  in  spite  of  prolonged  specific 
treatment,  and  the  condition  continued  for  several  years.  A  meml>i'ane 
formed  and  peeled  oft",  leaving  a  raw  surface.  The  patches  became  less 
and  less  in  size,  and  finally  disappeared.  The  fauces  subsequently 
became  very  narrow,  the  result  of  a  sclerosing  process.  He  could  get  no 
explanation  of  the  cause  of  the  exudate  from  the  various  pathologists 
who  wei'e  kind  enough  to  examine  it  for  him. 

Dr.  FuLLERTON  asked  if  there  was  any  albumen  in  the  urine.  He 
had  seen  one  or  tw^o  cases  where,  with  the  exception  of  the  membrane  on 
the  surface,  there  was  a  similar  condition.  In  his  case  the  patients  were 
the  subjects  of  renal  disease,  Avhich  was  probably  a  predisposing  factor. 

Dr.  Brown  Kelly  was  surprised  that  no  one  had  suggested 
pemphigus  or  erythema  multiforme.  He  did  not  think  it  was  at  all  like 
a  specific  condition.  The  patches  of  loose  epithelium  and  the  chronicity 
recalled  pemphigus. 

Dr.  Adaw  replied  that  at  first  sight  he  thought  it  specific.  The 
Wassermann  reaction  in  this  instance  did  not  count  for  very  much ;  it 
was   made    by    two    different    obssrvers — the    one    thought    it    slightly 
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positive,  tbe  other  uegative.  Tlie  history  was  decidedly  agaiust  sy])hilis, 
and  his  opiuiou  was  that  it  was  not  syphilitic.  He  showed  it  to  Dr. 
Mortou,  the  dermatologist,  and  he  came  to  the  couclusion  that  it  was 
syphilitic.  His  own  opiuiou  was  that  it  was  pem})higus  because  of  the 
.skiu-lesious.     There  was  no  albumen  in  the  urine. 

Encapsuled  Right  Temporo-Sphenoidal  Abscess;  Operation; 
Removal  of  Abscess  Capsule;  ImproYement ;  Death  seven  weeks 
later  from  Second  Abscess  in  Frontal  Lobe.— Dr.  W.  S.  Syme.— 

J.  y ,  aged  twenty,  admitted  to  hospital  April  1,  1912.    Eight  chronic 

middle-ear  suppuration  of  long  standing.  Partial  facial  paralysis  for 
several  davs.  Some  pain  recently.  April  2  :  Radical  mastoid  opei'ation. 
Dura  found  exposed  in  tegmen.  Facial  paralysis  disappeared  after 
operation,  but  reappeared  ten  days  later.  A  week  after  operation  the 
temperature  rose  to  101-4^  F.,  but  returned  to  normal  next  day.  Patient 
had  a  slight  tonsillitis,  otherwise  post-operation  course  normal,  and  there 
was  nothing  in  patient's  condition  to  suggest  the  presence  of  intra-cranial 
complication.  Left  hospital  on  Api'il  27,  attending  subsequently  as  an 
out-patient.  On  May  11  he  received  a  fairly  hard  l)low  on  the  top  of  his 
head.  Next  day  he  complained  of  headache.  His  family  medical 
attendant  saw  him  on  14th.  Severe  frontal  headache  then.  Pulse, 
84;  temperature,  99°  F.  May  15:  Pulse,  72;  temperature,  98-5° 
May  16:  Pulse,  60  ;  temperature,  98^.  May  17:  Pulse,  52  ;  temperature, 
98°";  vomiting,  dilated  pupils,  headache  very  severe.  Readmitted  to 
hospital  on  17th.  The  pulse  was  then  52  ;  there  was  very  severe  frontal 
headache,  sighing  respiration.  Photophobia.  No  rigidity  of  neck. 
Reflexes  :  Left  knee  reflex  more  active  than  right,  but  right  abdominal 
and  right  cremasteric  reflexes  more  active  than  left.  No  ankle-clonus, 
no  Babinski,  no  Kernig.  Some  loss  of  power  in  left  hand  and  left  leg. 
Sense  of  smell  normal.  Double  optic  ueui-itis.  No  spontaneous 
nystagmus.  Caloric  reaction  ;  cold  water  in  right  ear  gave  quick  and 
strong  reaction  ;  nystagmus  to  left.  Rinne  decidedly  uegative.  Liunbar 
puncture  :  Fluid  clear,  sterile,  pressure  much  increased.  Mastoid  cavity 
opened  ;  tegmen  antri  and  tympani  absent,  and  dura  bulging.  Dura 
opened,  and  large  temporo-sphenoidal  abscess  evacuated.  Thick  greenish 
stinking  pus  to  the  amoimt  of  quite  an  ounce  and  a  half.  Abscess  cavity 
mopped  out  and  found  to  extend  deeply  in  all  directions.  Tube  inserted 
and  stitched  to  dura.  Examination  of  pus  showed  a  diphtheroid  bacillus 
in  pure  culture.  Temperature  rose  in  four  hours  to  105-6°  F.  and  then 
flropped  to  98-6^  F. ;  i)ulse,  140.  Patient  showed  much  improvement  in 
every  Avay  next  day.  The  following  day,  however,  he  became  ounatose; 
pulse,  56.  Lumbar  puncture :  Increased  pressure,  fluid  turliid  but 
sterile  (lymphocytes  and  large  number  of  polymorphs).  Tube  removed 
from  abscess.  Some  necrotic  tissue  presented  ;  opening  in  dura  enlarged. 
The  necrotic  tissue  was  grasped  with  forceps,  and  with  slight  traction  the 
abscess  capside  was  extracted.  It  was  thick  and  leathery,  and  evidently 
of  long  duration.  Larger  drainage-tube  introduced.  Result  :  Pulse, 
100 ;  mind  clearer.  Two  days  later,  pulse,  80 ;  cerebro-spiual  fluid 
.still  turbid,  sterile,  but  pressure  less.  Headache  disappeared.  Tempei-a- 
ture  irregular  for  a  week,  and  then  settled  down.  Reteution  of  ui'ine  on 
May  22  and  this  continued  for  a  week,  necessitating  catheterisatiou. 
Urine  smoky  ;  trace  of  blood.  A  pustular  eruption  appeared  on  back  ou 
May  28.  Temperature  and  pulse  normal  from  JNIay  29  to  Jiuie  21. 
Patient  <|uite  sensible  and  at  times  cheei'fid.  Tul)e  gradually  shortened, 
and  abscess  cavity  l)ecame  quite  obliterated. 
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Juno  -22  :  Pulso-rato  and  tomporatiiro  roso  soinowhat,  and  ho  liad  an 
attack  of  su-knoss  and  voniitin;,'.  Aftor  this  toniporarv  iniprovoinont  f..i- 
two  or  throo  days,  suecooded  l)y  riso  in  toniporaturo  and  pulso  for  a  dav 
or  two,  an<l  tlion  aj^ain  temporary  improvoniont.  raliont's  mind  nuito 
eloar,  hut  lio  was  somewliat  dull.  On  July  1  a  nourolo^^st  saw  him,  and 
thouo-h  tho  sio-ns  were  indefinite,  thoy  appeared  to  point  rather  to  tii(> 
cerebellum.  The  temporo-sphenoidal  re,oi,)u  was,  howtsver,  first  explored 
but  with  neixalive  result.  Two  days  later,  in  reporter's  al)S(>nee  T)r' 
Connall  explonMl  the  cerebellum,  but  also  without  result.  Patient 'dio(i 
on  July  4.  and  on  post-inortcin  examination  an  abscess  was  found  well 
forward  in  the  rio-ht  frontal  ret^aon.     Abscess  capsule  shown. 

Malignant  Disease  of  Left  Side  of  Larynx.  Man,  a^ed  seventv- 
two.     Dr.  W.  S.  Syme.  ^ 

Case  of  Submucous  Cleft  Palate.— Dr.  W.  S.  Syme. 

Specimens,  etc. 

Dr.  Brown  Kelly  showed— (a)  Preparations  of  oesophagus;  dis- 
sections illustrating  normal  anatomy;  pathological  specimens,  (h)  X- 
ray  plates  showing  foreign  bodies  in  oesophagus  and  lung,  dilatation  of 
cesophagus,  mediastinal  growths,  etc.  (c)  Killian's  apparatus  for  suspen- 
sion laryngoscopy. 

Dr.  Albert  A.  Gray  showed— (a)  Microscopic  preparations  from 
cases  of  otosclerosis  ;  {h)  microscopic  preparations  from  cases  of  deaf- 
mutism  ;  (f)  microscopic  preparations  showing  changes  in  the  cells 
of  the  ganglion  spirale  of  a  deaf  cat;  {d)  microsco'pic  preparations 
showing  the  cochlea  of  a  woman,  aged  101,  who  was  (juite  deaf  during 
life  ;  (e)  macroscopic  preparations  showing  the  eroding  effects  of  chole"^- 
Kteatoma;  (/)  microscopic  preparations  showing  the  existence  of  a  nerve 
l^'anglion  in  the  temporal  bone  of  the  human  subject  hitherto  undescribed^ 
iriie  ganglion  is  possibly  an  abnormality  in  this  special  case. 

Dr.   Gray  said  he  had  found  a  plexus  by  chance  when  examining  the 

niddle  ear  of  a  sheep.     He  found  a  remarkedly  rich  plexus  of  nerves 

'ormed   by   branches   of  the   pneumogastric   and   facial   nerves  in    the 

wsterior  wall  of  the  bulla  of  the  sheep,  and  made  a  mental  note  of  it. 

jshortly  afterwards,  when  examining  a  specimen  of  the  human  middle  ear 

ut  in  thin  sectious.he  found  that  just  at  the  base  of  the  stapedius  muscle 

•nd  external  to  it  there  Avas  a  comparatively  large  ganglion.     At  first  he 

ould  not  l^elieve  that  it  was  a  ganglion  it  was  so  remarkable  that  it  had 

lot  l)een  observed  previously.     He  wrote  a  paper  on  the  subject,  and 

ubsequently  read  it  at  the  Royal   Society   of  London.     The  specimen 

■  as    shown    to    Prof.    Elliott    Smith,    of  'Manchester,  who   said    there 

■as  no  question  about  the   ganglion.     Dr.  Gray  had  other  specimens, 

ut  probably    they    were    cut    too    thick    and    did    not   admit  of    very 

itisfactory   examination.     On  the   other  hand,  this  condition  might  be 

a  al)uormality.     In  one  other  specimen  he  luul  discovered  two  oi^thi-ee 

anglion    nerve-cells,   but  nothing    like  the  large  mass   shown    in    this 

reparation.     Probaldy  there  was  normally  a  minute  ganglion,  and  in 

lis  particular  case  he  had  happened  to  strike  an  abnormally  large  one. 
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PROCEEDINGS  OF  THE  FRENCH  SOCIETY  OF 
LARYNGOLOGY,  OTOLOGY  AND  RHINOLOGY. 

Meeting  May  14,  1912. 

President:   G.  Gelle    (Paris), 


{Trans-Iafed  hy  H.  Clayton  Fox,  F.R.CS.I.) 
{Confhmed  from  ji.  380,  vol.  xxrrii,  No.  6.) 

Our  Present  Technique  for  the  Treatment  of  all  Forms  of 
Sinusitis  by  the  Endo-nasal  Route. — Vacher  and  Denis  (Orleans). 
— In  tlie  case  of  maxillary  sinusitis,  the  author  makes  a  very  laiiic 
openino;  thi'ough  the  alveolus  with  Lermoyez's  perforator  and  cnrettt's 
the  whole  of  the  sinus  with  a  curved  instrument.  He  does  not  considtr 
it  necessary  to  remove  the  inferior  turliinated  l)ody  in  all  cases.  The 
intra-nasal  route  should  be  chosen  for  ethmoidal  sinusitis  and  even  tor 
frontal,  thus  avoiding  external  cicatrices  and  facial  anaesthesia. 

For  frontal  sinusitis  with  free  escape  of  pus  a  small  probe  is  intro- 
duced into  the  sinus  under  control  of  the  screen;  this  is  replaced  by  a 
larger  one,  after  which  it  is  often  possible  for  the  patient  to  irrigate  Ihc 
sinus  himself.  The  author  has,  in  this  way,  treated  thirty-eight  cases  ot 
frontal  sinusitis  with  success. 

Claoue  (Bordeaux)  endeavoured  to  explain  how  liis  method  of 
operating  was  confused  with  others  more  or  less  similar.  (a)  His 
method  differed  essentially  in  principle  from  that  of  Mikulicz  (openiii;^' 
with  a  curved  bistoury  under  the  inferior  turlnnated  body,  the  latter 
being  respected),  which  can  only  claim  effecting  a  cure  by  irrigation  as  in 
the  alveolar  methods.  (6)  Neither  did  it  resemble  Kethi's  proceduic, 
which  had  for  its  object  complete  curettage  of  the  sinus  thn)ugh  an 
extensive  opening  in  the  middle  meatus,  (c)  It  could  not  be  confounded 
wntli  the  practice  adopted  hj  Vacher,  who  expresses  himself  as  follows: 
"  The  opening  must  be  as  extensive  as  possible  so  as  to  allow' of  thorougli 
curettage,  although  it  may  be  necessarily  incomplete."  Througli  this 
opening,  with  the  turbinated  body  not  disturbed,  he  introduces  lient 
curettes  in  every  direction  so  as  to  clear  out  the  sinus  completely  if 
necessary  (Annales,  1909).  Vacher's  procedure  rather  resembled  Rethi's  ' 
than  his  own.  The  author  does  not  cui'ette  if  proliferations  present  i 
tliemselves  at  the  mouth  of  the  opening,  but  excises  them  to  facilitate 
drainage.  In  conclusion,  he  observed  that  the  mucosa  and  its  inflamnia-  i 
lory  vegetations  are  amenable  to  treatment  without  curettage,  provided  i 
that  the  sinus  be  freely  drained  and  aerated.  , 

Luc  (Paris)  prefers  to  open  freely,  for  a  large  aperture  gives  a  b(>tt.er 
view;  he  thinks  it  preferable  to  operate  externally,  and  not  deliberately  to  j 
choose  the  endo-nasal  route,  which  is  sometimes  difficult  of  access,  and  I 
does  not  enable  one  to  estimate  pi-ecisely  the  condition  of  the  sinus. 

Radical  Cure  of  Maxillary  Antritis  and  Local  Anaesthesia.-- 

Pautet  (Linuigesj. — The  author  rcpoi-ti'il  live  I'ases  operated  on  under 
IjUc's  anaesthesia.  For  making. the  artificial  tipening  he  has  tried  variou.s 
well-known  instruments,  and  none  have  given  him  satisfactory  results. 
He  then  tried  the  electric  burr,  and  with  it  has  been  able  to  respect  the; 
inner  surface  of  the  inferior  turbinated  body,  and  obtain  a  large  j 
opening. 
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^M.!*^m"^'^ ?'""''"'  operated  on  by  Claoues  Method.  ^Fournier 

(M..^(ill,.s).--I„  mm.  rases  u,H.n,t,..l  ,.„  I,v  ,1,,.  intranasal  (Cla-u'-s, 
I'lctluHl.  even  in  those  of  old  staiuliiiM-.  the  results  wereev.-el  nf  li  i'- 
not  curette  but  snuplv  swabbed  th^eavit,-  C^.::"  r^.,,,^*i:  I 
o  .tamed  ui  two  months.  Foetor  and  di;.charKe  first  <lisa,>p,.a  •  he 
tl..  crusts,  and  fviudly  the  pus.  For  ana^sthesi^he  swal^^  e  asal  1^  ^ 
w.th  eoeauie.  atid  nitroduees  into  the  cavity  a  strip  of  u,,i^e  ^  [.jt 
Uonani  s  mixture.     He  uses  the  electric  burr. 

Claou^  (Bordeaux)  in  a  recent  communication, ...nbodied  tin- Stat  islies 
H'latui^  to  tlus  operation,  and  all  ao-ree  that  in  80  per  cent  ot  •-  es 
endo-nasal  trepluninputKced  to  brin^.  about  a  cure  of  simple  chrnic' 
uncomphca  ed  numllary  sinusitis,  the  form  u.ost  fre.juentlv  cc^n' '  un  W 
.observation.  He  was  aware  that  many.>f  his  colle!i,n,es\vere  unlav  r 
bly  disposed  to  the  operation,  but  he  thouo-ht  that  serious  considJ  u  n 
ad  not  been  given  to  the  objections  raised.  The  .liHicultv  in  ope, 
ue^  u> rrhageand  crusting  rhinitis  from  partial  resection  of  tiie  inferio^  ^r: 

He1  et  .vi-;!"';"'"  'T-"^'  'P"'^'^^  '^'  ^'■''^  "•^^  '^^^^^  experienced  bv  him 
Ins  .    ffl  ,  l/        ^>^^'Ptiyi«m  arises  from  the  preconceived  notiou  that  "one 

^^m^  iis'u/;^'^''"^^  f'\  "  ""^^"^^^  "^  profoundly  aifected  and 
w  ematous  as  in  the  case  of  chronic  maxillarv  sinusitis  can  be  cured 
otherwise  than  by  its  careful  and  total  remoVal."'  But  facts  go  to 
de  uonstrate  the  contrary.  Besides,  to  reason  thus,  is  it  not  flying  h  the 
veil   t  t      l>;n^Pensm  general  surgery  V     Does  not  purulent  fle^rv 

ve    the    ]euv?iT  '"''^  decorticate  the  lung  for  these  simple  cases,  and 

vtt  tiie  pleuial   esions  are  more  extensive  in  these  cases  than  those  of  the 

w    louVtle      '-'w     *  ''  -^^  '^y'^S^^  to  free  and  prolonged  drainage 
tout  the  need  for  excising  or  curetting   the  diseased  mucosa.     Whv 
bJi-.uld  the  maxillary  mucosa  be  an  exception  to  the  rule  Y 

Reinfection  of  the  Maxillary  Sinus  after  Radical  Cure  from 
Post-operatiYe  Death  of  the  Pulp  of  a  Wisdom  Tooth.     Cabouche 

fji  •  .7  ^"'  •  ''K*^"^  t^y^-nty,  was  attacke.l  wilii  maxillarv  sinusitis 
tolmnng  the  extraction  of  a  wisdom  tooth.  The  sinus  ^vas  curetted  and 
a  Jaige  mucous  polvp  was  found  blocking  the  nasal  opening.  After  the 
XnirV  l"'""^r^^'  ''^''  ^^'^^^^^  days  laterthepa^tient  returned  wiih 
am  a  piobe  introduced  gave  vent  to  pus.  The  author  inserted  a  <ra.uzv 
^  U.  tor  drainage,  and  subse.piently  the  patient  recovered.  On  examining 
o.  he  source  of  infection  the  antrum  was  found  to  be  lined  with  healthv 
giaiiuations  except  at  its  lower  part.  The  wisdom  tooth  was  found  to 
Te-infectiou  P^ri-odontitis,    and    had    been    responsible    for    the 

(EsoDhf^nl'  Emphysema  and  Fatal  Syncope  after  Bougieing  the 

tV^>m  biH^  l!'  -^."^f  ■^.^''^°"  <Puns).-A  woman,  age.l  si.xtv,  snRere.l 
nom  d.fhculty  in  deglutition.  The  author  passed  a.i  olivarv  lx,ugie.  winch 
jvas  arrested  at  the  upper  third  of  the  -jesophao-us  bv  a  kricture.  The 
auei  was  easily  overcome  and  the  bougie  was  withdrawn  free  from  blood, 
•he    !'.  \  .        '  afterwards  the  patient  experienced  severe  pain  behind 

^iiMaiynx  and  between  the  shoulders,  and  the  voice  became  hoarse.  In  the 
ri,P  f  n  ■^^''''f''  l^ecame  intense,  and  the  whole  of  the  neck  was  swollen. 
•)rpJ»f  'I'l"^ ,  ''  ^^'"^  f'lee  was  in  a  similar  condition,  and  crepitation  was 
:iebeut.     Absolute  rest  was  ordered.     The   next   dav   the   swellin-  ha.l 
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iliniiiiisihed,  aud  she  was  able  to  opeu  her  eyes.  On  the  following  day 
the  patient  was  progressing  favourably,  but  had  a  sudden  attack  of 
suffocation,  which  proved  fatal. 

GuisEZ  (Paris)  :  The  cause  of  this  false  passage  was  certainly  the 
bougie,  an  instrument  which  ought  to  be  proscribed.  Catheterisation 
shoixld  be  carried  out  with  a  soft  olive,  which  perhaps  gives  less  valuable 
information,  but  is  safer.  He  thought  in  this  case  there  was  cancerous 
ulceration,  and  he  related  some  cases  of  mediastinitis  resulting  from  the 
passage  of  oesophageal  bougies,  cured  by  making  an  opening  along  the 
sterno-mastoid,  turning  aside  the  oesophagus,  and  drainage.  It  is  neces- 
sary to  incise  to  the  upper  limit  of  the  emphysema.  Through  this 
opening  retro-oesophageal  drainage  can  be  practised  and  cure  obtained 
(eight  authenticated  cases). 

MoLiNii  (Marseilles)  thought  that  these  accidents  were  not  due  to 
the  choice  of  instrument,  but  to  the  special  pathological  condition  of  the 
oesophagus.  Cases  have  been  cited  of  cesophago-malacia  attended  with 
special  friability  of  the  (Esophageal  mucosa,  and  of  perforation  produced 
independently  of  any  intervention. 

Si  EUR  (Paris)  had  experienced  a  case  of  this  kind.  At  the  autopsy 
he  found  an  erosion  which  had  extended  to  the  pleura  and  involved  the 
lung.  In  this  patient  the  neoplastic  focus  adhered  to  the  pleura  aud 
lung.  In  Lul)et-Barbon's  case  he  thought  dilatation  had  produced  a 
rupture — the  cause  of  the  trouble.  The  author  agreed  with  Guisez  iu 
regard  to  the  treatment  after  perforations. 

Laryngeal  Haemorrhage  with  Subcutaneous  Emphysema  of 
the  Laryngeal  Region. — Levesque  (Nantes).— An  adult  in  perfect 
health  expectorated  several  small  (piautities  of  arterial  blood,  without 
cough  or  exertion  ;  then  a  SAvelling  in  the  pre-laryngeal  region  appeared, 
with  subcutaneous  emphysema.  It  was  really  a  case  of  lesion  of  the 
laryngeal  mucosa  due  to  chemical  vapovu's  (chlorine  and  bromine). 
Haemorrhage  having  occurred  in  the  left  ventricular  region,  the  patient, 
in  expectorating,  caused  air  to  penetrate  at  the  seat  of  the  damaged 
mucosa. 


Jibfitrartfi. 

NOSE. 

Davis,  Geo.  E.— What  is  the  Best  Type  of  Radical  Frontal  Sinus  Opera- 
tion ?  View  from  Simplicity  of  Technique,  Time  of  Healing,  and 
Cosmetic  Eesults.  "  Annals  of  Otology,"  etc.,  xxi,  p.  684. 
The  aiilhor's  method  is  not  intended  to  supplant  the  Killian  opera- 
tion, but  to  simplify  technique  and  enhance  cosmetic  effect.  He  advo- 
cates the  use  of  ])i-eliminary  skiagrams,  the  use  of  autogenous  vaccines 
to  hasten  convalescence,  and  entering  the  sinus  intra-nasally  through 
the  agger  nasi  cell  l)efore  operating.  The  technique  of  his  external 
operation  is,  briefly,  incision  in  brow  line  from  supra-orbital  notch  to 
ai-ticulation  of  frontal,  nasal  and  maxillary  bones ;  the  removal  of  a  strip 
of  l)(iiie  6  8  mm.  wide  from  anterior  sinus  wall  from  a  ])(>iii1  above  supi"|- 
()rl)ifal  notch  to  nasal  process  of  maxilla  and  down  tlie  latter  5  8  mm.  it 
necessary  (the  latter  gives  access  to  anterior  and  posterior  ethmoidal  cells 
and  spJKMioidal  sinus).  After  curetting  the  sinus,  etc.,  it  is  lightly  packed 
with  gauze,  the  latter  emerging  from  the' lower  end  of  the  wound,  sutured 
save  at  that  point.     Gauze  removed  second  day  and  an  adhesive  strip 
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a.ljiislt"(l  to  lower  eiul  ol'  wuiuul.  The  iiavauta.t,a'.s  claimed  are:  (1) 
siinphtied  teeliiu((ue  ;  (2)  direct  inspection  and  access  ;  (3)  l)e(ter  cosmetic 
*^*'''"^-  Marlvud  Yrnrxley. 

Tilley,  Herbert.— Orbital  Complications  of  Accessory  Sinus  Suppuration 
"Proc.  Roy.  Soc.  Med."  (Clinical  Section),  Jannarv,  1K12. 
Case  1  :  Male,  ao^ed  seventy-one,  complained  of  double  vision,  Init  not  of 
ht'Oihche  or  naxal  di.'^charge.  A  small,  t«>nse  swelling  was  present  at 
nner  side  of  the  right  eyeball,  which  was  proplos(>d.  Nasal  examination 
showed  pus  from  all  sinuses  on  right  side.  Killian  operation  :  Post«'rior 
wall  and  floor  of  sinus  found  to  l)ed<'stroved  ;  antriim,  ethmoidal  cells  and 
sphenoidal  sinus  contained  pus  ;  good  recovery.  Case  2  :  Female,  aged 
thirty,  suffered  from  "inflammation  of  the  right  eye  and  face"  of  five 
weeks'  duration.  Eight  eye  proptosed  and  globe  hidden  by  cedematous 
conjunctiva  ;  tistula  l)elow  inner  angle  of  eyebrow  :  pus  in  right  nose  and 
naso-pharynx  :  temperature,  102°  F.  Killian  operation :  Sequestrum 
from  posterior  ethmoidal  cells  ;  antrum  full  of  caseated  pus.  Recovery 
retarded  by  pleurisy;  slight  deformity.  Case  3 :  Female,  aged  thirten",, 
had  had  purulent  discharge  from  left  nostril  for  four  weeks.  Seven 
days  ago  "  sore  throat  with  shivering  fits."'  Next  day  pain  in  left  eye 
and  swelling  of  upper  lid  followed  by  vertical  headache  and  severe 
epistaxis.  Examination:  Eyelids  on  left  side  swollen;  marked  pro- 
ptosis ;  conjunctiva  cedematous  ;  ocular  movements  impaired  ;  fundus 
normal.  Pus  in  left  middle  meatus.  Operation  :  Removal  of  anterior 
and  left  middle  turbinal.  Killian  incision  externally  ;  pus  escaped  from 
inner  ])art  of  incision  and  from  floor  of  left  frontal'  sinus ;  anterior  wall 
removed  and  mucosa  curetted  ;  cavitv  packed  till  obliterated. 

J.  S.  Fraser. 

EAR. 

Ballance,  C.  A.— A  case  of  Septic  Thrombosis  of  the  Left  Sigmoid, 
Left  Cavernous,  and  Left  Inferior  Petrosal  Sinuses,  with  a 
Suggestion  for  Treatment  in  Future  Cases.  "  Lancet,"  October 
12,  1912,  p.  1001. 

A  paper  read  at  the  International  Congress  at  Boston.  Bov,  aged 
twelve,  suffering  from  left  scarlatinal  suppurative  otitis  since  the'atre  of 
two  years.  Serious  symptoms  of  one  week's  duration.  At  the  operation 
every  cell  in  the  mastoid  was  lined  with  gangrenous  mucous  membrane, 
and  the  antro-tympanic  cavities  contained  cholesteatoma.  The  sigmoid 
groove  contained  i)iis.  the  sinus  was  thrombosed,  and  was  followed  nearly 
to  the  torcular.  The  jugular  was  divided  between  ligatures  and  it"s 
ti-il)utaries  tied.  Luml)ar  puncture  gave  an  ounce  of  opalescent  fluid. 
l!iiglit  days  later  signs  of  cavernous  sinus  thrombosis  appeared,  and  a 
secon.l  intervention,  exposing  that  sinus  by  tlu;  Hartlev-Krause  incision 
tor  oi)eratiou  on  the  Gasserian  ganglion,  was  ])erformed.  At  the  same 
time  a  monmgo-cortical  abscess  of  the  cerebellum  was  found.  A  rigor 
;)ccurred  next  day,  the  temperature  rising  to  107'  F.  The  patient  died 
lUext  day.  At  the  autopsy  the  left  inferior  petrosal  sinus  was  found  full 
'f  pus,  and  there  was  septic  clot  in  the  left  half  of  the  circular  and  the  left 
'lalf  of  the  transverse  sinuses.  The  author  reviews  the  literature  and 
jliscusses  the  causation  and  symptoms  of  thrombosis  of  the  cavernous 
mus.  He  suggests  that  in  future  cases  in  which  the  inferior  petrosal 
■'uus  IS  infected,  the  jugular  bull)  should  be  laid  open,  so  that  the 
•pemug  of  the  sinus  could  be  seen  and  its  irrigation  carried  out  from  the 
Julb  to  the  cavernous  sinus.  '  MacLeod  Yearsley. 
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Lt'hrhnch  dcr  Krankheite))  des  Ohres  iind  der  Luflirege,  i'i)t>>rhliesslich  dir 
MundkranklieitiDuj  {Text-Book  on  Disease^  of  the   Ear  and  of  fin 
Air-pasftaf/es,  inchuUncj  Diseases  of  the  Movth).     Bv  Prof.  Denkkk 
(Halle)  and  Prof.  BrCnings  (Jena).    With  305  illustratious  in  tlif 
text,  a  large  mniiber  iK^iiit^  coloured.     Jena  :   Published  by  Grustav 
Fischer. 
As  a  ijood  practical  treatise  ou  diseases  of  the  organs  of  hearing,  devoid 
of  all  superfluous  ))adding,  this  Avork  must  take  a  very  high  place.     It  is 
throughout  clear,  and    wherever    simplicity  is    possible   it    is   perfectly 
simple,  though   where  details  are   necessary  they  are  given   with  every 
fulness.     In  construction  the  work  follows  the  classical  lines  and  begins 
with  the  anatomical  remarks,  which   form   an    excellent    guide   to    the 
anatomy   of  the  temporal  bone   and  auditory  structures.     The  various 
methods  of  examination  are  detailed,  and  we   observe  a  special  notice  of 
methods  of  percussion  and  radiography  of  the  temporal  bone.     In  regard 
to  the  former  it  is  insisted  on  that  a  negative  result  should  by  no  means 
lead  one  to  exclude  the  possibility  of  the  presence  of  an  empyema  of  the 
mastoid  cells.     Many  practical  points  stand  out  among  those  which  are 
more  stereotyped ;  for  instance,  in  an   acute  "genuine"    suppuration  of 
the  middle  ear  the   perforation,  when  once  formed,  does  not  increase  in 
size   (p.  96),  also  that  as  the  result  of  comparative  observations  carried 
out    in    his   former   clinic    in    Erlaugeu,    Prof.    Denker    finds    that    in 
purulent  otitis  the  air-douche  is  most  serviceable,  and  that  there  is  no 
foiuidatiou  for  the  idea  that  extension   of  suppuration   to  the  mastoid  is 
more  frequent  in  those  cases  in  which  the  air-douche  is  used,  while  he  is 
convinced  that  the  eai'ly  employment  of  this   inflation  leads  to  (piicker 
restoration  of  the  hearing  than  occurs  without  it   (p.  98).     He  thinks 
the  so-called  "dry"'  treatment  inferior  to  Bezold's  boric  acid  insufttation 
(p.  102).     Eelaxation  of  the  tympanic  membrane  is  attributed  to  Eus-  1. 
tachian  stenosis,  the  same  condition  also  giving  rise  to  an  actual  bendiug  p 
of  the  malleus  at  its  neck,  not  merely  an  indrawing  of  the  malleus  as  a  ^ 
whole  (p.  85).     We  observe  no  reference  to  the  apparent  indrawing  of  ^i 
the  left  membrana  tympani,  which  is  frequently  noted  in  quite  normal  i 
cases.      He  is  a  strong  advocate  for  inflations  in  chronic  catarrh  of  the 
middle  ear,  but  very  wisely  insists  that  they  can  only  be  expected  to  be  , 
])ermanent  if  the  causes  are  removed.     The  chapters  ou  chronic  suppura-  j 
ti(m  are  very  complete,  and  the  distinction   between  those  with  a  central  tX. 
])erforation  and  those  with  the  parietal  form  combined  with  cholesteatom||f|  , 
is  insisted  upon  (pp.  P20,  122).     Tuberculosis   of  the    middle  ear  is  well  ; 
described.      Jt  is  interesting  to   turn  to  the   burning  (piestion   of  siuOs 
thrombosis,  in  regard  to  wliich  the  author  is  in  favour  of  the  avoidance  j 
of  ligation  of  the  jugular  vein,  Avhich  he  descril)es  as  appearing  at  first  j 
very  "  enticing  or  misleading,"  the  statistics  showing  that  the  results  are 
(juite  as  good  without,  and  we  may  generally  feel   assured  that  a  parietal: 
thrombus  loses  its  danger  owing  to  the  bactericidal  action  of  the   bloodj 
when  once  the  primary  focus  of  suppuration  is  cleared  out.    The  exceptions 
til  this  rule  are   candidly  set  forth  (p.  159).     In  a  Avork  by  Denker  wf 
naturally  turn  ti)  the  chapter  on  otosclerosis,  a  subject  with  which  his  name, 
is  so  much  identified.    He  is  inclined  to  think  that  t  he  })hosphorus  or  phytiiij  f|| 
treatment  is  of  some  value   (]).  182).     The  chapter  on  deaf-mutism  is  a 
very   inspiring    one;  the  author  dwells  upon   the    value  of    the  ivsidu;i 
of  hearing-j)o\ver,aiid  supports  Bezold's  view  that  for  these  residua  to  l)e  ot 
use  for  the  hearing  of  human  speech,  they  should  include  that  porliuu  ol 
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cliaj.t.T  l.v  savino-  thai  xv1„mi  wo  keen  Cf.Z     ^     ^    ^  '.  '"  ^•'^"••'"•l^'s  tl.is 

tl.an  is  sufficient  ior  yocl^\r^;^,tt.r^Z  """''^''r   •^^'""'"•i".i^' P-vV 
is  tl.o  social  rosponsil.ili  ^  H        ';'•'"  "'7■'!"^^'-v  si^.u(i,.ant 

flu.  .loaf  nnd  .luml.  (p  2(M)  Lis  wori<    ,a    instil  utin„s  r.,r 

cavities,  he  feels  luial.le  to  as  r  e  ,  :\\''"="^^  t..  the  f.inetiou  of  these 
ro/e,  except  that  tl^e  prese'u^e  ?  of  If"'  '^"•M.T't'-/'^^'- pI'ysiolo,.ical 
cavitiesixi\,hecaseoft]emacn'snntif;n^^^^^^^  f^''^'^'^"^^  ^'^'^'^"'^  "^  ^'"^'^^ 
constitute  olfactory  areas  r2^8WvT  iT^ff  '^''^'  ^''^^ '"=^V 
vo,.vr,l  to  the  position  of  tl  e  he;a  in  r  i  'i'  1'  '?  n'^''  -^"'^  ^■'^^"  ^'i^j' 
results    are.    of  course    to   he  t  ^'\^'';».^™pl'y  ot  the  sinuses,  hut  the 

foaiures  (p  240)  He  vanis  W^^'f tJ  "1  '•'':  ^'^'''^  <^^  ^'^^'i^'  -''""i'-al 
su.-tion  apparatuses  fp%llQ,fr"        ^'  *^^  -^^'^^'^'^  emph.ynient  of 

Sri:-ri-i^^^^ 

Hxinitis,ot\vhichipi!:!.noirLdou  tl'tT  '^''"''"  "fP^^  ^^^'^P'^i*^ 
considers  it   altoi,.etLr  unfavoi  -^    e^^^^^  ''' "'^'^'^^  '^^ 

-^oncerned.  He  noti  lu^,^ve,  fi  !  ^f'  as  complete  restoration  is 
later  vears  of  life^ln d  n  ^reV^n  ct  ple'td v  T'  '"^'Z  ^'".Z^^'^  ^"  ^^- 
:reatn,ent  of  synechia,  in  ^he  Ze? le  vTl  ^  <l;sappear  (p.  288).  In  the 
:V>un<l  a  place  and  Tu     1  ii  .  "*"  ^^  '^''■*'"'^<^  ^^^^^  "^i^^'it,  haye 

nend>rane  iS':ffe^n   p     duHn'"''   ''1  .^^^^^tlaesia  of  the  nasaf  nuK-ous 

e  asserts  that  there  is  7,0  fl,.        '    'r'^'"^  *^f  ^^'^  pynfonn   openini?  ; 
?l,^ar.ls  the  subse  uent  l^    f    ]"' /*^  subsequent  disfio,, renie.it.     As 

'nnation  of  cruets  nor  ?<  hJ]  .1  rrT'  'f^  ^^^^^'^^^  tendency  to  the 
I  favour  ,>f  lr,cal  n^^tl  "  1  J  r  r'  I*  '^^^<f  •^•^a^-  3^'^)-  He  is  .^.reatlv 
Ivocate  of  Ki  ianWir  1  >n  ■  •  ^'^"l^^^^^T'^f  f'^^.V  (P-  327).  He  is  an 
•  ethmoidal  d  s^^  t^  ^^  ^  the'"  7^"  ^T"^  ""'"'  '^"'^  "^  ^'^^-^ 
aeration,  he  fornudk  s  a  n  e  |  '"/l";'^^^^?,  «f  mtra-nasal  or  external 
auial  svniptonis  we  n.ntf  .  1  '"''^'^  *^'^'^  ^^"^  threatenint,^  intra- 
nt at  onVeStkf^ee'Z^^  n^  *"T^^*^  intra-nasal  proceedino-s. 
'•  -H.*).  F oX^-eZy^  f 'i"^"  '^  "r  ^^''"^"^^^^^1  '■'^''vn^th  ftoni  outside 
vities  t  he  a  t  lor  recZ,'  J,  1  '  '""f^'}^^  ^^^'"^^'ths  in  the  nose  and  nasal 
=11  (r>  S  n  'I'  '  '/^^oinniends  an  extension  of  his  maxillary  antrum  opera- 
Pr  f   E..  •;     ^  ''1  extends  Its  sphereeven  to  the  naso-pliaryn.  (l  ^7  n 

nnD  '^;^  ?^';:;^,^;-".^»----k  ^^  Mikulu-z  and  Kammel  an^ 
>st  instr.K-t  y^  Thp  ll  '^  'f  pamtinp  on  diseases  of  the  mouth  are 
>matilis  and   thru  r         '  l^'^'f'  ^'"'  a.stinctive  characters  of  aphthous 

tensive  outhreakrfj;n^  T"^-  '^?"  ^^'''^"^^'^"  ^"  tlu,  su.hlen 

Toieak  ot   miliary  tubercles  m  the  mucous  membrane  of  the 
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mouth  iu  advanced  plithisis,  which  are  probably  often  miscalled  thrush 
(p.  395).  He  takes  a  very  judicial  attitude  Avith  regard  to  enucleation  of 
the  tonsils,  holding  very  properly  that  it  is  to  be  recommended  chiefly  in 
those  cases  iu  which  chronic  inflammatory  degeneration  of  the  bodies  has 
taken  place  in  association  with  cryptogenic  infections  and  rheumatic 
disease  (p.  434).  He  is  in  favour  of  a  powerful  snare,  which  he  considers 
frequentlv  effects  a  complete  enucleation,  and  when  in  extirpation  he  has 
loosened  the  tonsil  from  its  bed  he  finishes  the  severance  of  the  hilus  by 
means  of  the  snare  (p.  436). 

The  familiarity  of  Prof.  Briinings  with  physical  science  gives  its 
special  chai'acter  to  his  study  of  diseases  of  the  larynx,  and  we  find  many 
questions  considered  from  the  physical  point  of  view  with  an  unusual 
degree  of  thoroughness.  This  adds  greatly  to  the  individuality  of  the 
treatment  and  to  the  interest  of  the  statements.  The  method  of  direct 
larvngoscopy  receives  considerable  attention  without  allowing  of  the  eclipse 
of  the  original — now  called — indirect.  The  use  of  external  counter-pres- 
sure on  the  larynx  during  direct  laryngoscopy  is  strongly  advocated,  and. 
Prof.  Killian's  suspension  method  is  well  described  and  illustrated.  The 
section  on  errors  and  difficulties  in  the  practice  of  the  direct  method  will 
be  found  most  useful  (p.  486),  as  also  the  one  on  autoscopy  in  children 
(p.  488).  Tuberculosis  of  the  larynx  receives  full  notice,  and  stress 
is  laid  on  the  improvement  in  the  prognosis  within  the  later  decenuia 
as  the  result  of  advances  in  treatment.  Much  good  is  attributed 
to  Grilnwald's  deep  galvano-caustic  punctures.  Among  the  minor 
practical  points  in  the  diagnosis  of  laryngeal  paralysis  may  be 
noted  (p.  580)  the  apparent  asymmeti-ies  produced  by  tilting  of  the 
throat  mirror  to  one  side  or  the  other.  The  author  advises  checking 
by  means  of  the  direct  method.  We  would  add  the  advisability  of 
holding  the  mirror  with  each  hand  alternately,  and  have  been  struck  by 
the  varying  reports  of  observers  according  as  they  held  the  mirror  in  the 
right  or  the  left  hand.  A  good  description  is  given  of  Briinings'  method 
of  injecting  a  completely  paralysed  cord  with  paraffin,  so  as  to  bring  its 
edge  nearer  the  sound  cord  (p.  582).  The  comparatively  small  nuinher 
of  pages  devoted  to  tracheo-bronchoscopy  contain  practically  all  that  the 
reader  can  wish  to  know,  and  such  a  condensed  account  from  the  pen  of 
one  of  the  highest  authorities  on  the  subject  is  invaluable.  He  deals 
\*ith  the  matter  in  a  large-minded  way,  and,  though  par  excellence  a 
specialist  in  tracheo-bronchoscopy,  he  does  not  hesitate  to  say  that  i 
indirect  tracheoscopy  should  be  more  studied  than  is  at  present  done,  so 
as  to  avoid  the  introduction  of  a  tube  in  cases  of  simple  stenosis  (p.  593).  , 
He,  therefore,  gives  very  explicit  directions  for  its  performance.  It  I 
need  hardly  be  said  that  in  the  description  of  bronchoscopy  Prof.  I 
P>riiuings  is  perhaps  at  his  very  l)est,  and  in  a  comparatively  small  amount 
of  space  a  clear  and  authoritative  description  of  the  use  of  the  endoscope 
in  various  bnmchial  diseases  will  be  found. 

The  whole  work  is  of  such  exceptional  merit  that  it  is  to  be  hoped 
that  a  g(M)d  translator  will  soon  be  found  to  turn  it  into  English  for  the    ; 
iM'ueHt  of  those  who  are  unable  to  read  it  in  the  original. 

BnntJiix  Gnmf, 


NOTA    SUBSCRIPTA. 

His  numerous  frieml.s  will  rcrfict  to  learn  that  J)r.  W.  Milliji^an's  indisposition, 
wliich  apiicarcil  ju.st  hct'orc  the  Intornational  Cnn<^ress  meeting  and  inTvcnhvl  hnn 
attendin;^,  ha.s  proved  to  be  dues  to  appendicitis.  All  will  hope  that  he  will  soon 
be  conipli'tcly  restored  to  health. 
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FIFTEENTH    INTERNATIONAL    CONGRESS    OF    MEDICINE, 

LONDON. 

SECTION   XV.— RHINOLOGY   AND   LARYNGOLOGY. 

Introductory  Remarks  hy  the  President,  Sir  StClair  Thomson, 

The  last  time  that  the  International  Congress  of  Medicine  was 
held  in  London  was  in  1881,  when,  as  a  student,  I  attended  some 
of  the  meetings.  Although  there  were  separate  sections  for 
otology,  ophthalmology,  dermatology  and  odontology,  yet  thirty- 
two  years  ago  our  special  department  of  practice  had  not  attained 
to  a  separate,  autonomous  section.  Rhinology  was  hardly  recog- 
nised, and  laryngology  was  relegated  to  a  sub-section  and  had  no 
president.  The  sittings  were  presided  over  by  a  chairman 
selected  from  the  vice-presidents  of  the  Section  of  Medicine. 
That  chairman  was  Sir  George  Johnson,  my  own  chief,  who, 
however,  desired  to  be  known  as  a  general  physician,  although 
his  observations  on  the  innervation  of  the  larynx  are  worthy  of 
remembrance.  The  number  of  laryngologists  who  inscribed  their 
names  as  members  of  this  sub-section,  this  CindereUa  of  the 
specialities,  was  342,  and  the  average  daily  attendance  at  the 
sittings  varied  from  60  to  100.  To-day  already  230  have  inscribed 
their  names,  and  judging  from  this  morning's  gathering  our 
attendance  will  be  numbered  in  hundreds. 
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In  the  year  1881  eighteen  hours  were  given  up  to  discussing 
thirty-eight  papers.  This  year  we  are  pi-epared  to  devote  thirty 
hours  to  debating  five  rapports  and  tliirty-four  communications. 

The  chairman  of  1881  has  been  gathered  to  his  forefathers, 
but  all  the  three  secretaries  of  that  occasion  are,  I  rejoice  to  say, 
still  amongst  us  and  in  the  full  enjoyment  of  health  and  vigour. 
Dr.  de  Havilland  Hall  has  been  lured  into  the  Avider  field  of 
internal  medicine;  Dr.  T.  J.  Walker  in  the  provincial  town  of 
Peterborough,  where  I  commenced  my  studies  of  medicine  as  his 
pupil,  has  won  renown  as  a  general  surgeon  ;  but  Sir  Felix  Senion 
has  continued  to  be  the  devoted  apostle  of  larygology,  and  in  Ins 
retirement  from  active  practice  he  remains  an  attached  follower 
and  a  detached  critic. 

It  might  be  interesting  if  I  briefly  referred  to  the  subjects  of 
discussion  in  1881  and  left  to  all  present  to  draw  their  own  com- 
parisons with  the  pi'ogramme  of  work  we  have  before  us  to-day, 
in  this  way  showing  how  swift  and  mighty  has  been  the  pi-ogress 
of  rhino-laryngology  in  these  thirty-two  years. 

The  chairman,  in  his  opening  address  in  1881,  still  felt  it 
necessary  to  uphold  the  claims  and  benefits  of  the  laryngoscope, 
and  Manuel  Garcia  again  narrated  how  the  possibility  of  viewing 
the  living'  larynx  flashed  across  his  imagination  while  he  was 
strolling  in  the  garden  of  the  Palais  Royal  that  historical  Sep- 
tember day  in  1854.  The  local  treatment  of  diphtheria  nowa- 
days, thanks  to  the  wondei'ful  discovery  of  antitoxin,  of  such 
secondary,  I  might  almost  say,  of  such  trifling  importance,  was 
one  of  the  subjects  of  set  discussion,  and  the  rapporteurs  were 
Morell  Mackenzie,  Tobold,  and  Lennox  Brown.  Krishaber,  of 
Paris,  announced  his  firm  conviction  that  tuberculosis  of  the 
larynx,  Avhile  possibly  healing  in  one  ]oart,  yet  always  broke  out 
in  another,  and  so  invariably  ended  fatally,  generally  within  a 
year,  although  "  quelques  cas  resistent  deux  ans." 

A  debate  on  laryngeal  paralyses  set  the  foundation  of  our  now 
established  classification  of  these  affections  and  gave  the  early 
embodiment  of  what  we  know  as  the  Semon  laAv.  It  gives  us 
pause  to  read  that  a  subject  of  debate  was  "  the  indications  for 
extra- or  inti*a-laryngeal  treatment  of  benign  tumours  of  the  larynx," 
when  at  present  all  the  world  knows  that  every  simple  growth  can 
be  removed  by  the  intra-laryngeal  route  according  tothellippocratic 
principle,  "cito,  tutto  et  jucunde.^'  But  doubtless  the  subject  was 
cliosen  to  enlighten  the  medical  public  as  to  the  possibilities  of  the 
laryngoscope,  which  was  then  only  twenty-five  years  old.  , 
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Stenoses  of  the  larynx,  still  in  our  day  a  hrte  nolr  to  the 
lai-ynu-olog-ist,  was  another  subject  of  general  discussion  in  1881 
one  of  the  rapporteurs  beino-  our  confrere,  Hevyng,  of  AVarsaw. 

Tlie  indications  for  partial  or  complete  extirpation  of  the  larynx 
were  discussed,  but  laryno-o-fissure  was  not  even  mentioned  during 
the  tlebate.  At  that  date  aiul  f(n' some  years  afterwards  the  opera- 
tion was  so  disastrous  tliat  there  was  little  anticipation  of  the 
brilliant  results  we  now  obtain. 

At  our  previous  London  Congress  the  galvano-cautcry  had 
hardly  started  on  its  useful,  although  sometimes  wild  career,  yet  in 
a  discussion  introduced  by  Voltolini,  Solis-Cohen  Cadier,  Lennox 
Brown,  Foulis  and  Victor  Lange,  one  conclusion  arrived  at,  even 
thirty-two  j'ears  ago,  was  that  the  electric  cautery  w^as  often  used 
unnecessarily. 

Adenoid  vegetations  were  discussed  in  a  masterl}''  way  by  their 
discoverer,  AVilhelm  Meyer,  followed  by  Loewenberg,  Guye,  and 
Woakes. 

The  everlasting  subject  of  ozajna  came  in  for  consideration,  and 
five  other  comnumications  on  various  subjects  completed  the 
programme. 

It  is  interesting  to  note  that  in  1881  there  was  not  a  single 
connnunication  on  the  surgery  of  the  nose,  on  diseases  of  the 
accessory  sinuses,  on  the  bacteriology  of  the  air-passages,  or  on 
lar^-ngo-  fissures.  At  that  date  cocaine  was  unknown,  adrenalin 
was  undreamt  of,  and  electricity  was  not  available  for  illumination. 

The  trachea  was  only  j^artly  visible  when  reflected  in  the 
lai-yngeal  mirror;  but  the  hardihood  of  the  early  pioneers  of 
rliiuo-laryngology  is  shown  by  the  record  that  Morell  Mackenzie 
and  Stoerk  showed  their  oesophagoscopes,  and  the  former  even 
exhibited  a  patient  on  whom  he  had  performed  internal  oesophago- 
toniy. 

(ientlemen,  in  the  thirty-two  years  which  have  passed  since  an 
International  Congress  of  Medicine  was  held  in  this  City,  rhinology 
has  been  created  and  laryngology  has  travelled  far. 

A  glance  at  our  programme  will  show  that  diseases  of  the 
larynx  can  now  be  viewed  not  only  indirectly  but  directly,  and  can 
be  surgically  attacked  both  from  the  outside  and  through  the 
mouth.  The  laryngologist  has  extended  his  province  downwards 
until  it  embraces  the  lower  air-passages  and  even  the  secondary 
bronchi,  and  we  are  now  busy  annexing  the  CBSophagus. 

Upwards  the  laryngologist  has  claimed  and  explored  the  nose 
and  its  various  accessory  sinuses.     The  sphenoidal  sinus,  a  cavity 
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which  not  so  long  ago  was  looked  upon  as  for  ever  beyond  the 
suro"eon's  interference,  is  now  treated  daily  in  every  throat  clinic, 
and  before  our  Congress  closes  we  shall,  I  hope,  have  shown  how 
it  can  be  traversed  to  remove  disease  within  the  very  cranium 

itself. 

Lermoyez  divided  the  history  of  laryngology  into  three  stages. 
The  first  was  from  the  invention  of  the  laryngoscope  in  1854  up  to 
the  discovery  of  cocaine.  This  drug  opened  up  a  large  field  for 
observation  and  usefulness  and  started  us  on  the  second  stage. 
The  third  stage  was  opened  by  the  perfection  of  all  the  endoscopic 
methods  for  which  we  are  indebted  to  Killian  and  his  pupils  and 
followers.  Gentlemen,  Ave  are  happy  to  have  lived  in  these 
vio'orous  years  of  development  of  rhino-laryngology.  Our  speciality 
in  the  last  ten  years  has  made  more  marked  progress  than  any  of 
its  fellows,  and  the  public  hardly  realise  the  benefits  it  confers  on 
the  health  and  happiness  of  the  community,  and  particularly  of  the 
rising  generation. 

What  will  mark  the  next  stage  of  our  progress  I  will  not 
venture  to  predict.  It  only  remains  for  me  as  spokesman  of  the 
Council  of  the  Section  and  on  behalf  of  all  British  laryngologists 
to  bid  you  one  and  all  a  heai'ty  welcome,  and  to  assure  you,  in 
the  words  of  Shakespeare,  that  "  our  true  intent  is  all  for  your 
delight." 


DIRECT    EXAMINATION   OF   THE    EUSTACHIAN    TUBE    AND 

NASO-PHARYNX. 

By  J.    Walker  Wood. 

Ix  the  following  paper  an  attempt  has  been  made  to  analyse  the 
naso-pharyngeal  findings  in  650  cases — mostly  aural.  Both  Eusta- 
chian tubes  in  each  case  have  been  examined  separately  by  the  aid 
of  a  Holmes's  naso-pharyngoscope  (Zeiss  pattern),  supplemented  in 
many  instances  with  the  post-nasal  mirror,  the  Eustachian  catheter^ 
Eustachian  bougie,  and  the  finger.  As  the  majority  of  the  cases 
have  been  examined  on  frequent  successive  occasions  the  total 
number  of  examinations  is  a  large  one.  Comparisons  of  the  con- 
ditions found  in  the  naso-pharynx  and  the  ear  have  also  been 
studied,  and  in  many  cases  the  effect  of  direct  treatment  of  th& 
naso-pharynx  and  Eustachian  tubes  has  been  carefully  watched  and 
recorded.     It  Avas  my  desire  to  tabulate  and  classify  the  A^aried  but 
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associated  pathological  conditions  of  the  naso-pharynx  and  the  ear, 
but  this  was  found  to  be  too  great  a  task  to  complete. 
The  paper  is  divided  into  six  different  sections  : 

(1)  Deformities  and  abnormalities  of  the  mouth  of  the  tube. 

(2)  Injuries,  paralysis  and  foreign  bodies. 

(3)  Inflammatory  conditions.  Acute  :  (a)  Acute  simple  salpin- 
gitis;  {b)  subacute  salpingitis;  (c)  acute  oedematous  salpingitis. 
Chronic  :  (a)  Simple  chronic  salpingitis  ;  (b)  chi'onic  hypertrophic 
salpingitis ;  (c)  chi'onic  atrophic  salpingitis ;  (d)  chronic  granular 
salpingitis. 

(4)  Xew  growths  :    (a)   Simple;   {h)  malignant. 

(5)  Adenoids. 

(6)  Various  conditions.     Varicose  veins. 

Diseases  of  the  naso-pharynx  have  long  been  recognised  as  a 
cause  of  deafness  and  ear  troubles,  though  I  think  few  of  us  realise 


Fig.  1. 


Fig.  3. 


Fig.  2. 

Fig.  1. — Normal  Eustachian  orifice.     Eight. 

Fig.  2.  —Normal  Eustachian  orifice.     Eight. 

Fig.  3. — Hypertrophic  salisingitis.     Eight.     Note  enlargement  of  posterior  lip 

and  narrowinar  of  Eosenmiiller's  fossa. 


how  nuich  we  owe  to  Czermak  (1),  who  devised  and  described  an 
instrument  for  the  examination  of  the  post-nasal  space.  This 
primitive  instrument  is  practically  the  principle  of  the  modern 
naso-pharyngoscope.  Czermak  thus  describes  his  invention  in  a 
pamphlet  on  "  The  Laryngoscope  and  its  Employment  in  Physiology 
and  Medicine  "  :  "  It  is  a  metallic  tube,  bent  at  a  right  angle,  and 
therefore  composed  of  two  arm.?,  of  which  one  is  long,  whilst  the 
other — the  vertical — is  short  ;  an  oval  steel  mirror  is  attached  at 
an  angle  of  forty-five  degrees  at  the  bent  part,  between  the  two 
arms.  The  light  enters  through  the  long  arm  ;  the  short  arm  is 
obliquely  cut  at  its  extremity  to  be  introduced  behind  the  velum 
into  the  pharyngo-nasal  cavity." 

Further,  in  an  appendix  to  the  above  pamphlet  on  rhinoscopy, 
Czermak  describes  four  cases  of  deafness  due  to  abnormal  naso- 
pharyngeal conditions  and  tumours. 
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Abnormalities,  40. 

Asymmetry  of  tube  3  ;  bi-lobed  posterior  lip  12  ;  supernumerary 
folds  3;  deformed  Eustachian  ostium  15;  bifid  posterior  bp  6; 
adventitious  openings  3. 

Complete  absence  of  the  Eustachian  tube  is  very  rare,  as  is  also 
total  permanent  closure.  A  case  in  which  there  was  total  absence 
of  the  tube,  cartilaginous  and  bony,  has  been  recorded  by  Fagge  (2). 

Cases  of  total  permanent  closure  are  usually  due  to  syphilis^ 
althoug-h  I  have  had  one  case  under  my  care  where  total  closure 
was  most  probably  developmental.  Brief  notes  of  this  case  are 
appended : 

H.  J.  E — ,  aged  thirty-five.  Deaf  in  right  ear  from  childhood.  Membranse 
tympani  indrawn,  fixed,  adherent.  Tinnitus  constant,  low-pitched.  Deafness 
obstructive.  Naso-pharyngoscope :  Mouth  of  tube,  lips  and  fossa  are  all  much 
reduced  in  size  as  compared  with  the  left  one.  Movements  impaired.  Catheter  : 
No  air  can  be  forced  into  ear.  Bougie  arrested  by  hard  blockage  at  the  isthmus. 
No  history  of  acqiiired  or  congenital  syphilis. 


i  i --.  i.  Fig.  5.  Fig.  6. 

Fig.  4. — Granular  salpingitis.     Left.     Bi-lobed  postei-ior  lip.     Adenoid  remains. 

Fig.  5. — Extreme  hypertrophy  of  the  posterior  lip.     Left. 

Fig.  6. —Atrophy  of  the  posterior  lip  with  hypertrophy  of  the  anterior.     Left. 

Cases  of  total  closure  due  to  syphilis  have,  however,  been 
reported  by  Grueber,  Lindenbaum  and  Dennert. 

Paterson  (3)  has  recorded  an  interesting  case  of  deafness  due 
to  complete  occlusion  of  the  Eustachian  tubes  by  scar-tissue 
(specific). 

Female,  aged  twenty-one.  Congenital  specific  disease  destroying  soft  palate, 
part  of  the  hard  palate  and  ulceration  of  the  posterior  and  lateral  walls  of  the 
pharynx.  Under  treatment  the  parts  healed,  but  coincident  with  the  completion 
of  healing,  deafness  commenced.  Deafness  obstructive  in  type.  Membranes 
flaccid.     No  appearance  of  Eustachian  tubes. 


Injuries   and   Foreign   Bodies,  3. 

From  the  ]iosition  of  the  mouth  of  the  Eustachian  tube  it  is 
obvious  that  direct  injury  must  be  rare.  Most  frequently  injury 
taJces  place  during  the  removal  of  adenoids  and  naso-pharyngeal 
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growths.  I  have  seen  two  such  cases  and  have  observed  the  effect 
of  iiijary  in  one  other  case.  Milligan  (4)  mentions  the  fact  that 
tlie  iMistachiau  cushion  may  be  amputated  without  any  bad  resull. 
Thomson  also  says:  "  I  have  known  of  three  instances  in  which 
tlie  cartihiginous  tube  was  detached,,  in  one  case  with  the  forceps 
and  in  theotliers  with  the  curette.  There  was  not  the  slightest  ear 
complication  in  any  ease." 

Foreign  bodies  are  also  rare.  JNIilligan  (5)  mentions  a  case  in 
which  a  marble  became  wedged  in  the  naso-pharynx  and  caused 
ulceration,  sloughing,  and  ultimate  cicatrisation  of  the  mouth  of 
the  tube.  Unfortunately  he  does  not  say  what  was  the  immediate 
and  ultimate  effect,  if  any,  on  the  hearing.  Yearsley  (6)  relates  a 
case  of  sudden  and  severe  pain  in  an  ear  due  to  a  gooseberry  thorn 
in  Rosenmiiller's  fossa.     On  the  continent  several  cases  of   foreiy'u 


Fig.  7.  Fig.  8.  Fig.  9. 

Fig.  7. -Atrophic  salpingitis.     Left.         Fig.  8.— Varicose  veins.     Right. 
Fig.  9.— Finn  band  in  RosenmuUer's  fossa,  with  adenoid  granules  invipperpart 
of  the  recess.     Hypertrophy  of   the  posterior  lip.      Enlarged  posterior  end 
inferior  tiirbinal  with  enlarged  vein. 

bodies  in  the  tube  have  been  recorded  which  I  will  just  mention  : 
barley-corn  (Fleischmann)  (7),  raven's  feather  (Heckscher),  worm 
{Ascaris  lumbricoides)  (Andry  and  Reynolds)  (9),  panicle  of  corn 
(Urbantschitsch)  (10),  needle  (Albers)  (11). 

An  interesting  case  has  been  recorded  by  Syme  (12)  in  Avhich 
the  pharyngeal  portion  of  the  Eustachian  tube  was  injured  by 
operative  procedures  upon  the  nose.  The  Eustachian  cartilage 
(cushion)  was  torn  from  its  position  and  ultimately  came  to  lie  above 
the  level  of  the  soft  palate,  being  drawn  into  this  position  by  the 
action  of  the  levator  palati  muscle.  There  was  also  marked 
EiLstachian  obstruction.  Before  the  operation  on  the  nose  the 
hearing  was  normal,  but  as  a  result  of  it  an  adhesive  inflammatory 
condition  was  setup  in  the  middle  ear  with  disastrous  effects  on  the 
hearino'. 
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Inflammatory  Conditions,  456. 

In  considering  the  disorders  of  the  Eustachian  tube  the  inflam- 
matory ones  bulk  very  largely  in  a  series  of  unselected  cases.  For 
this  reason,  therefore,  I  deal  with  the  chronic  inflammatory  condi- 
tions first.  From  this  investigation  I  have  satisfied  myself  that  a 
chronically  inflamed  Eustachian  tube  is  never  associated  with 
normal  hearing. 

A.  Chronic:  (1)  Simple  chronic  salpingitis,  252;  (2)  hyper- 
trophic salpingitis,  33  ;  (3)  atrophic  salpingitis,  84 ;  (4)  Granular 
salpingitis,  30. 

B.  Acute :   Simple  acute  salpingitis,  57. 

(1)  Simple  Chronic  Salpingitis. — Normally,  the  anterior  lip  is 
much  paler  in  colour  than  the  posterior,  but  in  chronic  inflammation 
both  lips  are   red,   the   vestibule    is    swollen,    and   the   triangular 


11. 


Fig.  12. 


Fig.  10.  Fig. 

Fig.   10. — Mucous  polypus  in  the  mouth  of  the  tube.     Eight. 
Fig.  11. — Fibroma  of  cushion.     Adenoid  granules  in  Eosenmiiller's  fossa, 
enlarged  veins.     Right. 
Fig.  12. — Post-nasal  polypus. 


Note 


surface  enclosed  by  it  is  reduced  in  size  ;  the  mouth  of  the  tube 
becomes  slit-like.  There  are  often  strings  of  mucus  stretcliing 
across  it.  The  mucous  membrane  may  be  red,  dry  and  glazed,  or 
soft,  boggy  and  moist ;  moist  usually  in  the  early  stages,  dry  in  the 
later.  On  catheterisation  air  will  be  found  to  pass  with  difHculty. 
Complete  Eustachian  obstruction  is  rai'e,  although  this  depends  to 
a  large  extent  on  the  size  of  the  tube.  It  is  obvious  that  simple 
swelling  of  a  large  patent  tube  will  not  close  the  lumen  so  much  as 
in  an  anatomically  narrow  one.  In  only  0*5  per  cent,  of  cases  have 
I  found  complete  Piustachian  obstruction.  The  drum-head  shows 
either  active  catarrh  or  sclerosing  changes;  one  rarely  finds  atrophy 
with  active  catarrh. 

The  chronically  inflamed  tube  may  remain  in  this  condition  or 
pass  into  the  .second  or  hypertrophic  stage. 

(2)  Hypertrophic  Salpingitis. — The  hypertrophy  usually  involves 
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the  posterior  lip  or  the  floor  of  the  vestibule.  It  is  rare  to  find  the 
anterior  lip  liypertrophied  although  I  have  done  so  in  some  cases. 
In  several  of  l\^y  cases  the  hypertrophy  of  the  cushion  has  been  so 
extreme  as  to  completely  block  the  mouth  of  the  tube,  and  would 
have  eifectually  prevented  the  introduction  of  a  catheter.  The 
hypertrophy  is  one  of  sub-epithelial  fibrous  tissue;  when  felt  with 
the  probe  it  is  found  to  be  firm,  and  the  application  of  cocaine 
solution  has  little  effect  upon  it. 

In  other  cases  a  condition  more  of  the  nature  of  vaso-motor 
rliinitis  was  present  in  which  the  swelling  of  the  cushion  was  due  to 
vascular  turgescence,  the  application  of  cocaine  being  followed  by 
marked  reduction  in  the  size  of  the  posterior  lip. 

In  one  case  the  hypertrophy  was  so  great  as  to  cause  contact 
between  the  posterior  ends  of  the  inferior  turbinates  and  the 
posterior  lip  of  the  tube,  and  was  associated  with  no  small  degree 


Fig.  13.  Fig.  1-i.  Fig.  15. 

Fig.  13. — Adenoid  remains  in  Eosenmiiller's  fossa.     Enlarged  veins. 

Fig.  1-i. — Bi-lobed  posterior  lip.     Adenoid  granules  in  fossa.     Left. 
Fig.   lo. — Multiple  bands   extending   across   Rosenmiiller's   fossa.      These   are 
probably  the  result  of  untreated  adenoids.     Note  granules  in  the  interstices 
of  the  bands. 


of  nasal  obstruction.  With  astringent  applications  the  hyper- 
trophy was  reduced  to  one  quarter  the  size.  This  was  attended 
by  a  great  improvement  in  the  hearing,  and  relief  of  the  nasal 
obstruction.  As  might  be  expected  Eustachian  obstruction  was 
usually  present.  Generally  it  was  intermittent  in  character  and 
a.ssociated  with  a  constant  low-pitched  tinnitus.  The  obstruction 
may  be  caused  by  swollen  mucous  membrane  or  by  inflammatory 
interference  with  the  movements  of  the  Eustachian  valve. 

Rosenmiiller's  fossa  may  be  complelely  filled  with  the  swollen 
lip,  and  I  may  say  that  it  is  usual  in  this  condition  to  find  a 
retracted,  catarrhal  membrana  t3-mpani.  The  resulting  deafness 
is  only  moderate  in  amount.  Extreme  forms  of  deafness  due  to 
chronic  middle-ear  catarrh  are  rarely  found  with  an  hypertrophied 
posterior  lip. 
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(3)  Atrophic  Saljnngitis-. — The  terminal  stage  of  clironic  inflam- 
mation, and  one  in  whicli  we  nsually  find  atropliy  and  anaemia  of  the 
mucous  membranes  of  the  mouth  of  the  tube,  the  tympanum,  and 
frequently  of  the  nose  and  pharynx. 

The  mouth  of  the  tube  is  patulous,  the  anterior  lip  sharp  and 
prominent,  the  posterior  lip  reduced  in  size,  the  whole  ana;mic  and 
lifeless-looking.  The  area  of  the  vestibule  is  larger  than  normal. 
Inflation  is  easily  carried  out  by  Valsalva's  method.  Abnormal 
patency  of  the  tube  gives  rise  to  that  interesting  condition  known 
as  "  autophonia,"  which  has  been  defined  as  "  a  very  much 
augmented  loudness  of  the  speaker's  own  voice,  the  sounds  enter- 
ing the  ear  with  such  intensity  that  pain  is  cnused  "  (Rudinger). 
Holmes  is  of  the  opinion  thnt  true  atrophy  of  the  mucous  mem- 
brane of  the  tube  is  rare. 


Fic4.   16.  Fig.  17.  i 

Fig  16.— Post-nasal  polypi. 
YiG    17  —Hypertrophy  of  the  mucous  membrane  of  the   vault  and  pustenoi- 
pharyngeal  Avail.     This  is  usually  observed  in  long-standing  cases  of  post- 
nasal catarrh.     Note  also  the  granular  condition  of  the  mouth  of  the  tube 
and  the  enlarged  vein. 

The  tympanic  membrane  may  be  adherent,  or  loose  and  | 
atrophic,  or  adherent  in  one  part  and  atrophic  in  another.  There  j 
is   always  a  high  degree  of  deafness.     Treatment  is   usually  m-. 

effective.  ; 

(4)  Granidar  Salpingitis.— 'Vhis  form  usually  conies  before  the  I 
hypertrophic  and  is  found  in  the  early  stages  of  middle-ear 
catarrh  in  young  people,  and  associated  with  adenoids.  Thej 
posterior  lip  and  vestibule  are  the  parts  usually  affected.  Thej 
surfaces  are  finely  granular,  moist  and  red,  suggesting  somewhat| 
Morocco  leather.     It  is  accompanied  by  only  slight  deafness. 

(5)  Acute  Salpiii'j  it  is. —This  is,  perhaps,  the  most  important; 
condition  affecting  the  Eustachian  tube,  as  its  resulting  effects  arel 
so  grave.  All  cases  of  middle-ear  catarrh  are  due,  in  the  begin-, 
ning,  to  catarrhal  conditions  affecting  the  naso-pharynx,  the  moutli| 
of  the   Eustaclnan   tube   and  the   tube  itself.     Obstruction  of  the; 
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tube  occurs  and  in-drawing  of  the  tyn.panic  membrane,  wliicli  im.v 
become  adherent  to  the  inner  tympanic  wall;  even  supposing-  it 
does  not,  exudation  mny  take  ].hice  and  fiI)rous  bands  form  ^  J 
have  carefully  inquired  into  many  hundreds  of  cases  of  chronic 
muldle-ear  catarrh,  and  in  a  very  large  proportion  I  have  found 
that  these  patients  suffered  from  attacks  of  ear-pain  or  earache  in 
chddhood.  These  were  attacks  of  acute  or  subacute  middle-e^r 
catarrh  and  salpingitis  resulting  from  adenoids,  bad  teeth  or 
chronically  intianied  tonsils. 

An  acute  inllammation  having  developed,  what  are  its 
symptoms  ? 

(1)  Pain,  usually  referred  to  the  neck,  may  be  radiating  to  the 
ear  ;  almost  always  earache. 

(2)  Deafness,  obstructive  in  character,  varying  with  the  amount 
of  Eustachian  obstruction;  stuffiness  in  the  ear. 

(3)  Tinnitus,  low-pitched  in  character,  hummino-,  "poppino-" 
noises,  indicating  sudden  relief  from  the  obstruction  and  the  en'n-y 
of  air  into  the  middle  ear. 

(4)  Drum  injected  and  red.  Some  drums  are  abnormallv  tliin 
and  transparent  (not  atrophic)  ;  in  these  cases  the  inflamed  lining 
membrane  of  the  middle  ear  may  shine  through  and  give  the 
appearance  of  an  inflamed  red  drum.  There  is  this  distinguishing 
feature— that  in  an  inflamed  drum  the  malleus  and  blood-vessels 
running  along  it  are  engorged,  while  in  the  thin  drum  the  malleus 
stands  out  white  on  a  red  ground  with  no  engorgement  of  vessels. 
The  latter  is  really  an  earlier  condition  of  the  former. 

(5)  Mouth  of  the  Eustachian  tube  is  red,  glazed  and  swollen. 
There  may  be  a  slight  mucous  exudate  in  the  mouth.  'J'he  swelling 
IS  confined  to  the  mouth  and  the  ti.s.sues  immediately  around  the 
mouth,  and  is  not  a  general  inflammation  as  in  chronic  salpingitis. 
A  further  distinguishing  feature  between  acute  and  chronic  inflam- 
mation of  the  mouth  is  this— in  acute  inflammatory  conditions  the 
minute  vessels  normally  seen  radiating  about  the  tube  are  com- 
pletely obscured,  while  in  the  chronic  inflammatory  conditions  the 
vessels  are  well  defined  and  often  engorged. 

In  sever.il  cases  I  have  observed  a  fine  film  of  exudate  about 
the  mouth  of  the  tube,  and  in  one  case  I  have  seen  a  granulation 
form  in  the  vestibule.  Movements  of  the  mouth  of  the  tube  are 
often  impeded.  Kosenmiiller's  fossa  shares  in  the  inflammation,  as 
also  do  the  posterior  ends  of  the  turbinals  and  posterior  pharyngeal 
wall.  There  is  more  or  less  complete  Eustachian  obstruction.  'JMie 
obstruction  may  1)e  at  the   mouth  of   the  tula"   when   ir   is  due  t<. 


576  The  Journal  of  Laryngology,      [November,  1913.  j 

viscid  inspissated  secretiou;  more  often  the  obstruction  takes  place  i 

at  the  isthmus,  where,  it  may  be  remembered,  there  is  a  collection  | 

of  glands  known  as  the  "  tonsil  of  the  tube"  (Gerlach).     Politzeii-  ; 

sation  and  inflation  after  the  method  of  Valsalva  fail  to  overcome  i 

the  obstruction,  and  even  with  the  aid  of  the  Eustachian  catheter  j 

air  is  only  forced  into  the  ear  Avith  difficulty.  ' 

The  conditions   thus  described  may  then  follow  one  of  three  ! 

courses  :   (1 )  It  may  subside  completely,  to  be  followed  at  intervals  1 
with  other  attacks  of  varying  severity.      (2)  It  may  remain  in  a 

state  of  subacute  inflammation  for  some  time,  and  it  is  this  con-  i 
dition  which  is  responsible  for  the  formation  of  bands  and  adhesions 

about  the  mouth  of  the  tube  and  in  Rosenmiiller's  fossa.      (3)  It  j 

may  bi-come  chronic,  hypertrophic,  or  atrophic.  I 

New  Growths  (Malignant).  \ 

Malignant  disease  of  the  mouth  of  the  Eustachian  tube  is  | 
probably  much  moi'e  common  than  is  supposed.  In  all  cases  of  j 
.slight  deafness  it  is  of  the  greatest  importance  to  always  make  a  { 
careful  examination  of  the  post-nasal  space  with  the  naso-pharyngo-  i 
scope,  as  by  its  use  an  easy,  accurate  and  precise  examination  of 
that  region  can  be  made.  The  difficulties  which  we  have  all  i 
experienced  in  the  use  of  the  post-nasal  mirror,  no  matter  how  i 
expert  we  may  be  in  its  use,  and  the  frequent  failure  to  obtain  a  J 
satisfactory  view  of  the  Eustachian  tubes,  are  a  sufficient  justifica-  j 
tion  for  the  insistence  of  the  routine  use  of  the  naso-pharyngoscope  i 
in  all  aural  cases.  In  addition,  this  instrument  enables  us  to  view  , 
the  removal  of  a  portion  of  the  growth  for  microscopic  examination, 
the  cutting  instrument  and  the  growth  being  under  the  direct 
observation  and  control  of  the  surgeon.  The  clinical  picture, 
presented  by  malignant  disease  is  more  or  less  a  constant  one. ! 
The  signs  and  symptoms  ai-e  : 

(1)  Deafness,  not  usually  extreme,  but  more  characteristic  of 
Eustachian    obstruction    than    middle-ear   disease.     Membrane   is 
usually  retracted  ;  obstruction  found  with  catheter.  ' 

(2)  Pain,  typical  severe  trigeminal  pain  commencing  in  the  third  1 
division    of   the    fifth    nerve,    passing    to    the    second  and  rarely 
involving  the  first. 

(3)  Abnormal  condition  of  the  palate,  swelling  or  paresis.  The 
immobility  of  tlie  palate  is  said  to  be  due  to  the  interference  with' 
the  levator  ]ialati  muscle. 

(4)  Nasal  obstruction — a  much  later  sig-n,  and  by  no  means  ai 
constant  one. 


')( ( 
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An  explanation  of  the  constancy  of  the  clinical  pictuiv  of 
malignant  disease  in  this  region  is  reaaily  mulerstood  when  the 
anatomical  fact  is  remembered  that  the  Eustachian  tube,  the 
inferior  division  of  the  fifth  nerve  and  the  levator  palati  muscle  are 
all  within  three  quarters  of  an  inch  of  each  other. 

The  two  following  cases  reiH)rted  by  Drs.  Law  and  Abbott  are 
most  instructive. 

I)y.  Law'.s-  Case  (18).-Male,  aj^ed  thirty-seven.  February  18,  Um  —Deafness 
m  right  ear,  three  months'  duration.     Symptoms  of  Eustachian  obstruction. 

March  8. — Severe  pain  in  right  ear. 

May  13.-Severe  pain  referred  to  second  and  third  divisions  fifth  nerve 
Bleeding  from  right  nostril.  Glands  in  right  side  of  neck.  Palate  drawn  to  the 
right  side.     A  soft  swelling  felt  in  region  of  right  Eustachian  tube. 

June  •!.— Operation.  Osteo-plastic  resection  of  the  superior  maxilla  (Wilfrid 
Trotter).  Tumour  found  to  be  growing  from  the  wall  of  the  post-nasal  space 
between  the  lateral  recess  and  the  Eustachian  tube.  Tube  blocked.  Growth 
removed. 

July  2.— Glands  removed.  Pain  continues ;  deafness  stationarv  :  memln-ane 
more  in-drawn. 

January,  1910. — Severe  pain  continuino-. 

August.—Alcohol  injections  second  and  third  division  of  fifth  nerve ;  no  relief. 

September.— Infra-orbital  nerve  removed.     Pain  continues. 

October.— Gasserian  ganglion  explored  and  found  to  be  involved  in  the  growtli. 
Ganglion  and  growth  removed.     Relief  to  pain. 

Previous  to  operation  a  diagnosis  of  epithelioma  was  made  by  Dr.  Law ;  this 
was  confirmed  by  pathological  examination  of  the  growth  after  removal. 

Dr.  Abbott's  Case  (19).— W.  M ,  aged  nineteen.    Deaf  in  right  ear  for  three 

months.  Difficulty  in  opening  mouth.  Pain  right  side  of  neck.  Eustachian 
obstruction  and  retraction  of  drum  membrane.  Bulging  and  immobility  of  right 
side  of  soft  palate.  On  examination  a  smooth  elastic  half-ovoid  growth  was  found 
inthenaso-pharynx  in  the  position  of  the  Eustachian  tube.  A  diagnosis  made 
of  periosteal  or  perichondria!  sarcoma  of  the  Eustachian  tube. 

Recently  (Journ.  op  Laryxgol.,  Rhinol.,  and  Otol.,  May,  1913) 
another  case  of  carcinoma  of  the  mouth  of  the  Eustachian  tube  has 
been  reported  by  Norman  Paterson,  in  which  a  firm  fibrous  growth 
the  size  of  a  walnut  was  removed  from  the  left  Eustachian-tube 
region.  A  pathological  report  stated  it  to  be  a  squamous  and 
polygonal-celled  carcinoma. 

Benign  Growths,  4. 

Smiple  or  benign  growth.s,  whether  of  the  mouth  of  the  tube, 
the  tube  itself  or  its  boundaries,  are  all  of  rare  occurrence.     Un- 
doubtedly in  the  past  many  small  growths  of  this  hitherto  "  out-of- 
he-way  "  region  of  our  speciality  may  have  been  missed  in  post- 
hinoscopic  or  digital  examinations. 

Fossibly  as  the  naso-pharyngoscope  comes  into  more  general 
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use  in  oto-rhiuolog-y.  the  luimber  uf  new  growths  occurring  in  this 
region  will  be  found  to  be  gi-eater  than  supposed. 

JEtiologij. — Out  of  the  (350  cases  recorded  here,  simple  benign 
growths  were  only  found  in  four,  all  being  women.  Age  commonest 
between  twenty  and  forty. 

From  recent  records  I  have  obtained  notes  on  three  other  cases 
— sex,  two  men,  one  woman. 

Ear  Condition. — In  two  cases  there  was  advanced  chronic  dry 
catarrh  of  the  middle  ear.  In  one  case  tinnitus  only  was  com- 
plained of  with  slight  obstructive  deafness,  both  of  which  were 
relieved  by  operation  {i.e.  removal  of  growth).  In  one  case  a 
growth  of  the  cushion,  unattended  by  an}'  ear  symptoms,  was  j 
found  while  carrying  out  the  routine  examination  of  the  naso-  ' 
])harynx. 

Holmes    (13)    states  that  growths  in  Rosenmiiller's  fossa  and 
about  the  cushion  of  the  tube  are  common,  while  in  the  tube  itself  - 
oTOwths  are  rare.     Out  of  the  large  number  of  cases  examined  bv 
liim  a  growth  in  the  tube  itself  has  only  been  found  twice. 

In  an  earlier  article  (14),  Holmes  relates  one  case  in  which  he 
removed  a  polypoid  growth  nearly  as  large  as  an  orange-seed, 
which  was  attached  to  the  floor  of  the  tube.  It  was  so  far  within 
the  tube  that  he  could  only  see  it  by  the  aid  of  the  naso-pharyn- 
goscope. 

Cases. 

(1)  Mucous  Polypus  (15). — Male,  aged  forty-five.     Deaf  ten  years.     Right  ear  i 
first,  left  later.     No  discharge.     Paraciisis  present.    Deafness  obstnictive.     Eight 
drum  retracted.     Left  drum  retracted  and  opaqiie.     Malleus  fixed.     Diagnosis— 
chronic  middle-ear  catarrh. 

Kaso-pharynx :  Presenting  at  orifice  of  left  Eustacliian  tube  is  seen  a  rouml 
smooth,  greyish-blue  tumour,  the  size  of  a  large  cherry-stone,  filling  lumen  of 
orifice  and  slightly  bulging  the  lateral  pharj-ngeal  wall.  Growth  under  observa- 
tion two  years,  remaining  stationaiy.     Hearing  varies. 

(2)  Cartilaginous  and  Fibrous  Growth  (16). — Girl,  aged  eighteen.  The  site  of 
origin  was  apparently  the  left  Eustachian  cushion,  or  the  area  between  the  latter 
and  the  upper  end  of  the  adjacent  posterior  pillar.  It  occupied  the  greater  part  of 
the  nasopharynx. 

(3)  Mucous  Polypus  (17). — N.  B ,  motorman,  aged  fifty-six,  came  to  mo  first 

on  November  23,  1910,  complaining  of  increasing  deafness  and  crackling  in  the  left| 
ear  for  the  i>ast  three  weeks.  Drum  retracted.  Deafness  with  forks  obstructive.! 
Post-nasal,  polyp  size  of  swollen  rice-granule  was  found  to  be  filling  the  pharyn- 
geal orifice  of  the  left  txtbe.  It  was  attached  to  the  anterior  superior  border  oti  \ 
the  tube,  and  was  removed  under  cocaine  by  means  of  a  snare  introduced  through!  k 
the  inferior  meatus  of  this  side,  the  wire  being  placed  about  the  jiolypus  by 
observing  through  a  Hay's  pharyngoscope. 

(•i)  Fibrovia  (.J.W.W.).— Miss  C ,  aged  thirty-five  (No.  108).    Nasal  obstruc-i 

f  ion  ilue  to  hypertrophic  rhinitis  of  inferior  turbinals.     Ears  normal. 

I     i 
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Naso-pluuy„x:    cEden.a  of  posterior  odye  uf  tl.e  septum.     Enlar..ed  posterior 
ends  in  contact  with  anterior  lip  of  the  tube.     Lar-^e  plexus  of  ve  ns  rn      1 
surface.     Attached  to  tlie  apex  of  the  posterior  lip^.^!:;:    ll  ^uZ  ^7:: 
fibrous  growth  dark  red  in  colour,  distinguishing  it  from  the  rest  of  the  e\  ^ach  an 
orifice.     Growth  not  removed  ;  diagnosis  probably  fibroma  J^ustaclnan 

(o)  Mucous  Polypus  (J.W.\V.).-31rs.  B ,  ac-ed  fortv  (No   ^-9^      o        i   • 

of  popping  tinnitus  in  right  e.r  and  intermittent  ajf!::^  ^;/  f.^^^f  T 

:b:;;ri;-:d:rr  """""  ^"•"--  ^-— —catamiai.  ^u^:: 

Naso-pharynx  :  Whole  mouth  of  tube  congested  and  inflamed.  Lips  separated 
by  a  polypoid-hke  growth  extruding  from  the  mouth  of  the  tube  by  a  na "o. 
pedicle.  The  growth  is  Uke  an  orcHnary  nasal  polypus  in  appearance  Ld  in  izl 
eciual  to  a  smaU  orange-pip  ;  it  is  freely  movable,  and  was  easily  removed  by  the 
aad  of  my  Eustachian  forceps.  Pathological  report  states  it  "  to  have  aH  he 
characteristics  of  a  mucous  polypus." 

(6)  Localised   Hypertrophy    {Fibroma)   ( J.W.W  )  —Miss  W ^.^.^^  ^- 

eight  (.Xo.  203..     Chronic  catarrh  of  thi  middle  L'^ZZsis  o'f ttVZr 
Malleus  fixed.     Constant  tinnitus  (low-pitched)  several  years'  duration 

.Viso-pharynx  :  Attached  to  the  anterior  lip  of  the  right  Eustachian  tube  is  a 
sm.m  round  reddish  gi-owth.     Varicose  veins  around  it       Both  lips  of  the  tube 
swollen  and  inflamed.     Growth  removed  with  Eustachian  forceps      Patho lo '  ea 
report  (Dr.  W ingrave) :  "  The  growth  consists  mainly  of  white  fibr?:s  el!m  n    :   t 
patches  of  glands  (acino-tubular)  slightly  degenerated.     There  are  also  some  d  s- 

T^S'tZ'  '''''-'''''■  "  "-'^^  ''  ^^*-^-^^^-  ^  '-'^-^^  ^^>'Pe-ophy 
Following  renioval  there  was  a  complete  cessation  of  the  tinnitus  and  a  marked 

;S:^:"ire:^^'^^^^^^-  ^^-^-^— ^^^^^-thatshehadlostthe^y 
(7)  Mucous  Polypus  iJ^Y.W.).-Miss  F— ,  aged  twenty-five  (Xo.  135).  Chronic 

^^.^l^J-'  ---^"''^^  Slightly  retracted.     Chronii  rhiniti: 

Naso-pharynx.     Chronic  salpingitis  (moist).     Both  tubes.     Some  small  varicose 
vems.      Movements  of  both  tubes   sluggish.      In  the  mouth  of  the  right  tube 
a  very   small  polypus-Hke   growth  not    much    larger  than  a  small  ilce-. ranule 
Itemoval  not  attempted  at  pre.sent  (April,  19i:3).i  ,-,ianult. 

Adenoids,  234. 

^1)  Adenoid  masses— central  and  lateral,  6-3. 
-)   Adenoid  remains,  7o. 
(3)  Adenoid  granules,  96. 

og^eaTtp^-WDrT"*'^  "''  I'T"'^  ^^  ""  '°  September,  1913.  The  patho- 
•onne  t  r  H.,?;-  ""^  ^'-\'fo.s:  "Sections  from  this  tumour  show  a  loose 
•f  wli  rj"  !  •""  "^  '"^''^"''^  "'"^  ^"'-^^  round-ceUs,  chiefly  leucocytes, 
md  Ivm.l        f  -  various  stages  of  degeneration.     Plasma-cells,  fibrob  asts 

an  '7  r'  T  "  ^""°'-  ''^^  ^^"^^^  ^^-^  '^^'y  -eU^ormed,  dilated,  and 
heiistoloriT^"  '"'-'''''y'''-  ^«  -"•f''^<^e  epithelium  appears  in  sections, 
■othrnl  t£d  r  7?"  '^'"  ''  ^  ^'^•""'^  inflammatory  process,  and  there  is 
iseai"    T,  '  \^"^«^-e"l--  lesion,  nor  is  there  any  evidence  of  malignant 

-ingremoXZwr-^  improvement  in  this  patient's  hearing  fol- 
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(1)   Adenoid  Masses,  Central. — The  comparative  smallness  of  the 
number  is  accounted  for  by  the  fact  that  very  few  children  were 
examined,  but  practically  in  all  who  were  examined  an  adenoid 
mass  was  found.     Central  adenoids  are  those  attached  to  the  vault 
of  the  nasopharynx  and   are   the  commonest.      Although  causing  \ 
nasal  obstruction  they  do  not  often  cause  Eustachian  obstruction,  ' 
but   by    their  presence  may  cause   Eustachian  inflammation   and  : 
catarrh ;  as   an   influencing  factor  in  this   connection  it  is  to  be  j 
remembered  that  the  Eustachian  tube  in  children  is  shorter,  more 
open   and  more  horizontal  than   in  the   adult.     Laubi    (21),   who 
examined  22,894  children   with  and  without  aural  defects,  found  ; 
tubal  trouble  in  51-1  per  cent.  i 

From  the  observation  of  my  own  cases  1  conclude  that  it  is  very  ■ 
rare  for  a  central  adenoid  mass  to  encroach  upon  the  Eustachian 
ostium  and  block  it.     It  may  irritate,  but  it  does  not  block  the  tube.  I 
Lateral  Masses. — It  is  sometimes  observed   that  the  centre  of  1 
the  post-nasal  space  is  clear,  while  the  sides  of  the  naso-pharynx, 
specially  in  the    region   of   Eosenmuller's   fossa,   are    filled    with 
masses  of  adenoid  vegetations.     They  may  even  be  attached  to  the  ! 
posterior  lip  of  the  tube  and  fill  the  mouth  of  the  tube.    This  form, 
while  not  so  frequent  as  the  central,  is  a  much  more  serious  condi- , 
tion  so  far  as  the  ears  are  concerned.     Salpingitis  and  otitis  media  I 
frequently  occur,  and  I  consider  that  lateral  or  recessal  adenoids  are  j 
the  principal  setiological  factors  in  producing  chronic  dry  catarrh  | 
of  the  middle  ear.     The  frequency  Avith  which   adenoid  remains! 
and  granules   are   found  in  Rosenmiiller's  fossa   in   cases  of   old 
chronic   middle-ear  catarrh   is,   I   think,   a  proof   of   this.      It  is, 
interesting  in  this  connection  to  refer  to  an  article  by  F.  P.  Emerson  j 
in  the  Annals  of  Otology  (20),  written  long  before  the  advent  of  thej 
naso-pharyngoscope.     Emerson  records  nine  cases  in  which  adenoid 
remains  and  granules  were  found  in  Eosenmuller's  fossa;  seven  of| 
these  cases  had  tinnitus  and  Avere  deaf  from  chronic  catarrh  of  thei 
middle  ear.     In  all  the  lateral  fossaB   were  cleared  and   all  were! 
benefited  by  it.  | 

(2)  Adenoid  Remains.— Adenoid  remains  are  frequently  seen  inj 
the  naso-pharynx.  The  areas  in  which  they  are  found  are,  as 
would  be  expected,  the  vault  of  the  naso-pharynx  and  the  lateralj 
recesses  (Rosenmiiller's  fossa).  On  the  vault  they  are  represented! 
by  a  symmetrical  wrinkling  of  the  mucous  membrane  suggesting! 
the  heraldic  Prince  of  Wales's  feathers;  they  are  usually  red  in: 
colour  and  should  not  be  confused  with  the  thick,  smooth,  velvety 
crimson  patch  usually  found  in  post-nasal  catarrhs. 
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In  Rosennniller's  fossa  adenoid  remains  occni-  more  often  than 
on  the  vault.     Their  appearance  is  varied.      (1)   The  whole  recess 
may  be  filled  with  firm,  finger-like  masses  of  adenoid  tissue     (•^)  The 
adenoid  masses  may  be  i,i  discrete,  rounded,  soft  granular  masses 
secreting  a  viscid  mucus   which   may  surround  them.      (8)  There 
may  be  one   or  more  strong  fibrous  bands  extending  across  the 
ii]iper  part   of    the  fossa   from    the    posterior    lip    to    the    lateral 
pharyngeal  wall.     Some  adenoid  granules  are  usually  seen  in  the 
recesses  between  the  bands.    I  consider  these  bands  are  tl.e  remains 
of  adenoids  which  have  undergone  fibroid  change  and  phvsioloo-ical 
atrophy.     They  are  to  be   distinguished  from  the   more   deHcate 
bands  associated  with  chronic  inflammation  of  the  tubal   orifice 
which  are  usually  single,  much  more   delicate,  and  may  extend  in 
all   di.-ections.     The  association  of  adenoid  remains  with  chronic 
catarrh  of  the  middle  ear  I  have  already  pointed  out,  but  in  this 
connection  I  may  mention  that  I  took  a  hundred  successive  cases 
of  chronic  dry  catarrh  and  found  either  bands,  adenoid  remains  or 
granules  in  10  per  cent,  of  them. 

Varicose  Veins,  198. 

After   examining  a   large  number   of  Eustachian   orifices   one 
comes  to  recognise  as  being  normal  two  small  veins  passing  from 
the  posterior  choana  over  the  anterior  surface  of  the  anterior  lip  of 
the  tube  to  end  in  the  posterior  surface  just  at  the  point  where  the 
hp  passes  out  of  the  field  of  view  of  the  naso- pharyngoscope.     It 
is  difficult  to  gauge  their  size,  but  I  should  say  they  were  about 
1  line  in  width.     Frequently  these  vessels  are  dilated,  irregular, 
knotted  and  winding— in  other  words,  varicose.     They  are  common 
in  all  forms  of  ear  disease,  in  chronic  salpingitis,  and  are  most 
frequently  associated  w^ith  some  abnormal  condition  of  the  posterior 
nares,    which    may    be    hypertrophy    of    the    turbmals,    mulberry 
posterior  ends,  polypoid  degeneration.     When  these  veins  are  very 
Jarge  it  is  ofteu  noticeable  that  there  is  a  fine  plexus  of  veins 
surrounding  the  mouth  of  the  tube.     In  size  these  varicose  venis 
may  be  as  much  as  1   mm.  in  width.     The  termination  is  abrupt, 
often  ending  in  a  small  globule  about  the  size  of  a  pin's  head! 
These    veins  communicate  with  those  of  the  tympanic  cavity  by 
means  of  a  plexus  of  veins  surrounding  the  whole  length  of  the 
Eustachian  tube.     Anastomosing  branches  wnth  the  cavernous  sinus 
are  also  found. 

Any  local  condition,  therefore,  interfering  with  the  return  of 
blood,  may  cause  engorgement  and  swelling  of  the  Eustachian  tube 
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and  ultimately  of  the  tympanic   cavity,   a   condition   of   hydrops 
ex  vacuo  being  readily  produced. 
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A  SIMPLE  PROTHESIS  AFTER  REMOVAL  OF  A  GREAT  PART 
OF  THE  LOWER  JAW.  , 

By  J.  VAN  DER  HoEVEN  Leonhakd,  M.D. 
Amsterdam. 

For  a  long  time  Mr.  E ,  steward  on  a  transatlantic  steamer,  felt 

something   in  his  month,   under   the  tongue.     The  ship's   doctor, 
consulted  upon  it,  assured  him  that  it  Avas  a  simple  ulcer  and  jare-  r 
scribed  a  gargle,  advising  him  not  to  think  too  much  of   it.     The  j 
patient,  however,  could  not  avoid  thinking  of  his  complaint  now  i 
and  then,  because  he  felt  it,  and  showed  the  floor  of  his  mouth, 
several  times  to  the  doctor  on  different  voyages.     But  diagnosis  and 
medications  did  not  change. 
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As  he  got  pain  when  swallowing  unci  could  not  open  his  mouth 
as  wide  as  before,  he  came  to  me,  on  ^larch  8,  ll'll,  just  going  to 
start  for  a  new  voyage. 

Beneath  the  angle  of  the  left  lower  jaw  there  was  to  be  seen  a 
tumour,  hard  to  the  feel,  fixed  on  the  jaw,  loose  from  the  skin, 
not  painful  on  pressure.  Glands  enlarged  only  to  the  left. 
In  the  tioor  of  the  mouth,  under  the  tongue,  I  found  an  uneven 
surface,  ulcerating  in  the  left  part.  On  bimanual  exploration  the 
tuuiour  appeared  to  occupy  almost  the  whole  floor  of  the  mouth 
and  to  be  firmly  attached  to  the  left  horizontal  arch  of  the  jaw  at  the 
height  of  the  canine  tooth.     The  corresponding  place  at  the  outer 


Fig.  1. — Simple  aluminium  prothesis  for  the  lower  jaw,  still  fixed  to  its  left  vertical 
branch,     a.  Bore  in  the  middle  of  the  chin-bow.    b.  Processus  eondyloides. 


side  of  the  jaw  proved  not  to  be  free.  The  growth  extended  back- 
wards to  the  right  as  far  as  the  canine,  being  there  loose  from  the 
bone,  and  to  the  left  as  far  as  the  second  premolar.  The  tongue 
was  partially  infiltrated ;  its  point  was  free,  however. 

I  took  some  fragments  from  the  ulcerating  tissue  for  micro- 
scopical examination  and  prescribed  iodide  of  potassium,  the  patient 
having  to  sail  the  next  day. 

In  accordance  with  the  clinical  symptoms  I  could  soon  make  the 
undoubted  microscopical  diagnosis  of  cancer,  and  convinced  the 
patient  at  his  return  of  the  necessity  of  undergoing  a  serious 
operation.  This  operation  not  belonging  to  the  domain  of  the 
laryngologist,  I  begged  Dr.  MacG-illavry  to  charge  himself  with  it. 
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Accordingly,   on   May   19,  1911,   the   operation   took   place,  undei- 
mixed  narcosis  of  chloride  of  ethyl  and  chloroform. 

Typical  incision  of  Kocher.  Under  the  jaw  all  the  tissue  was 
dissected  off  and  a  part  of  the  carotid  cleaned.  The  growth 
appeared  to  be  firmly  adherent  to  the  jaw.  Next  the  lip  was  split 
in  the  middle  line.  To  the  right,  the  periosteum  was  detached 
from  the  bone  as  far  as  the  first  premolar.  To  the  left,  the  lip  was 
raised  and  detached  as  far  as  the  second  premolar;  periosteum, 
mucous  membrane  and  infiltrated  tissue  remaining  connected  witli 
the  bone.  Then  both  the  arches  of  the  jaw  were  sawn  off  witli 
the  Gigli  saw,  on  the  left  side  behind  the  second  premolar,  on  the 
right  behind  the  canine  tooth.  The  tumour  was  hanging  now  at 
the  tongue  alone  and  was  cut  off  largely  within  the  sound  tissue. 


Fig.  2. — Skiagram  showing  the  position  of  the  prothesis  after  the  operation. 
a.  a.   Bronze  wire  with  which  the  prothesis  is  fixed  to  the  jaw-stumps.    (5.) 

After  complete  hasmostasis  the  operator  inserted  an  aluminium 
prothesis  (see  Fig.  1),  which  I  had  made  previously  after  measuring 
the  jaw  and  noting  the  points  where  the  arches  were  to  be  sawn  off. 
A  prothesis  was  absolutely  necessary,  not  only  because  the  deformity 
of  the  face  was  excessive  without  it,  but  principally  because  the 
tongue,  losing  its  attachment  to  the  front  part  of  the  jaw,  would 
fall  back  and  cause  continual  danger  of  suffocation.  Therefore  I 
pierced  a  hole  (a)  into  the  middle  of  the  chin-bow  of  the  prothesis  in 
order  to  fix  the  tongue  in  front.  In  accordance  with  the  unequal 
lengths  of  the  remaining  jaw-arches,  the  ai-ches  of  the  prothesis 
were  of  corresponding  lengths,  bearing  a  U-shaped  end,  provided 
with  several  bores,  for  the  purpose  of  adapting  its  length  and 
place  to  the  jaw-stumps.  In  both  of  the  two  stumps  two  holes 
were  now  bored  and  the  pi'othesis  firmly  fixed  on  the  outside  of 
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the  stumps  by  means  of  bronze  wire  (see  Fig.  2,  o),  and  in  such  a 
position  tiiat  the  chin-bow  of  the  prothesis  pointed  somewhat 
downwards,  in  order  to  keep  the  natural  contour  of  the  chin  as 
mucli  as  possible  (see  Fig.  2).  Next  the  tongue  was  strongly  fixed 
with  bronze  wire  passed  through  the  hole  in  tlie  middle  of  the 
prothesis  (Fig.  2,  a),  the  mucous  membrane  of  the  cheek  was  sutured 
over  the  prothesis  with  that  of  the  tongue,  both  parts  of  the  lip  joined 
and  finally  the  skin-wound  shut,  except  in  the  lowest  part,  for  the 
purpose  of  drainage.  The  whole  prothesis  was  covered  now  by  the 
tissues. 

For  ten  days  the  patient  was  fed  through  a  tube.  After  twenty- 
four  hours  he  was  allowed  to  get  up  now  and  then.  The  healing 
uf  the  wound  progressed  favourably.  Only  in  the  posterior  part 
was  there  a  tendency  to  suppuration,  owing  to  the  proximal  end  of 
tlie  prothesis  becoming  visible  through  the  tissues.  The  patient 
felt  very  well,  soon  learned  to  swallow,  and  in  some  weeks  he  could 
speak  distinctly  enough  to  converse  with  persons  accustomed  to  it. 
Though  he  could  not  remain  a  steward  he  found  an  occupation  in 
the  office  of  his  company. 

After  four  months  and  a  half,  however,  recurrence  appeared  at 
the  left  side,  round  the  stump  of  the  jaw.  A  new  operation  took 
place  on  October  7.  The  Avhole  prothesis,  a  part  of  the  tongue 
and  the  whole  left  part  of  the  jaw  were  radically  removed.  The 
right  stump  of  the  jaw  fortunately  kept  exactly  its  position. 

Two  months  and  a  half  passed  before  there  was  another  recur- 
rence, and  on  January  4,  1912,  it  appeared  necessary  to  clean  the 
upper  pai-t  of  the  wound  and  to  remove  a  part  of  the  sterno-mastoid 
and  a  piece  of  the  jugular  vein. 

Two  months  later  the  recurrence  was  more  serious,  the  growth 
having  reached  the  basis  cranii  and  enveloped  the  large  neck- 
vessels.  All  the  macroscopically  infiltrated  tissue  was  then 
radically  excised.  Unfortunately,  there  was  soon  a  new,  this  time 
inopex'able  recurrence,  causing  death  two  months  later,  just  a  year 
alter  the  first  operation. 

With  the  conviction  that  life  Avould  have  become  insupportable 
shortly  after  the  patient  came  to  me  for  the  first  time,  on  account 
of  the  size  and  localisation  of  the  tumour,  close  to  the  large  vessels, 
and  the  floor  of  his  mouth  becoming  one  large,  suppurating  surface, 
we  may  consider  the  operation  as  having  surely  influenced  the 
general  state  of  the  patient  favourably  and  probabl}^  lengthened 
his  days. 

Considering  the  operation  from  this  point  of  view  as  necessary — 
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at  least  desirable — we  may  state  the  peremptory  necessity  to  connect 
both  the  branches  of  the  lower  jaw  with  a  prothesis,  permitting  to 
fix  the  tongue  to,  and  avoiding  by  the  same  its  falling  backwards 
and  causing  suffocation.  In  fact,  it  has  been  proved  by  the  case 
related  above  that  such  a  simple  prothesis  which,  I  think,  at  least 
one  surgeon  in  every  greater  town  or  medical  centre  must  be  able  to 
work  himself  out  of  a  piece  of  malleable  metal,  e.g.  aluminium,  is 
able  (1)  to  keep  the  external  contour  of  the  chin,  especially  in 
male  patients,  who  can  let  their  beards  groAv,  and  to  learn  (2)  in  a 
short  time  swallowing,  and  (3)  speaking  distinctly  enough  for 
ordinary  conversation.  Then  it  is  evident  that  the  surgeon,  who 
knows  as  an  anatomist  the  anatomical  conditions  much  bettei- 
than  any  manufacturer  of  instruments,  spends  less  time  in  making 
such  kinds  of  simple  protheses  within  an  hour  or  something  more 
himself,  than  in  giving  to  a  technical  mechanic  such  directions 
as  will  do  to  produce  exactly  what  he  wants,  ready  for  use. 


PRIMARY  INTRA-NASAL  SYPHILIS. 

By  Neil  Maclay,  M.B.,  CM., 
Hon.  Surgeon,  Throat,  Nose  and  Ear  Hospital,  Newcastle-on-Tyne. 

SypHiLrnc  manifestations  in  the  nose  are  commonly  of  the  tertiary 
type,  with  an  occasional  secondary  display,  and  while  the  primary 
sore  is  mentioned  by  various  authors  as  occurring  in  the  nose,  the 
lesion  described  is  usually  vestibular.  The  under-mentioned  case 
emphasises  the  fact  that  the  Hunteriau  sore  may  be  so  hidden  in 
the  nasal  interior,  and  may  be  so  unlike  the  ordinary  chancre,  as 
to  escape  detection,  and  render  diagnosis  a  thing  of  the  very 
greatest  difficulty. 

The  patient,  a  male,  aged  twenty-five,  was  first  seen  by  me  on  April  19,  last 
year,  Avhen  he  complained  of  soreness  in  the  inside  of  his  left  nostril  and  nasal 
obstruction  on  the  same  side.  There  was  no  history  of  any  previous  nose  trouble, 
and  the  present  discomfort  apparently  commenced  like  a  cold  in  the  head  on  or 
about  the  10th  of  the  month,  and  after  a  day  or  two  of  coryza  and  stufiiness, 
something  painfvil  and  tender  made  itself  evident. 

Examination  revealed  a  slight  swelling  of  the  left  ala  nasi  extending  to  the 
jimction  of  the  cartilage  and  the  nasal  bone,  and  involving  also  the  adjacent  part 

of  the  cheek.  There  were  three  or  four  very  hard  and  enlai-ged  lymph-glands  in 
the  left  siibmaxillary  triangle,  and  pain  was  complained  of  in  this  region  during 
the  act  of  deglutition.  No  morbid  change  could  be  seen  in  the  buccal,  faucial  or 
pharyngeal  mucous  membrane,  and  the  right  side  of  the  nose  internally  appeared 

normal.     The  left  side  of  the  nose  was  almost  com^iletely  occluded,  and  only  after 
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cocaine  and  atlrenalin  application  and  somewhat  forcible  use  of  the  speculum,  an 
area  of  intense  inflammation,  about  the  size  of  a  threepenny  piece,  could  be  seen 
on  the  anterior  end  of  the  inferior  turbinal,  and  this  patch,  which  appeared  circular 
in  outline,  was  covered  by  a  yellowish-white  membranous  new  formation.  Any 
interference  with  the  fibrinous  deposit  caused  free  oozing  of  blood. 

A  swab  was  taken  from  the  infected  nostril,  and  in  due  course  the  bacteriologist 
reported  the  presence  of  strepto-  and  pneumococci  in  great  numbers. 

An  alkaline  lotion  and  a  colloidal  silver  preparation  were  used,  and  five  weeks 
after  the  onset  of  symptoms,  though  the  false  membrane  had  vanished  and  the 
inflammatory  reaction  seemed  less  inside,  there  was  much  greater  glandular 
swelling,  and  the  infiltration  of  the  ala  became  more  marked. 

The  actual  sore  could  not,  on  account  of  its  situation,  be  palpated  ;  its  centre  or 
base  was  red  and  had  a  soft  pulpy  appearance,  and  the  circular  margin  was  slightly 
raised. 

^leanwhile  constitutional  disturbance  was  marked ;  lassitude,  limpness  and  pains 
in  the  legs,  with  an  entire  absence  of  headache.  There  was  a  little  pyrexia  all  the 
time,  and  the  pulse  was  accelerated  out  of  proijortion  to  this. 

The  tentative  diagnosis  of  primary  syphilitic  infection  was  confirmed  about  the 
end  of  the  sixth  week  of  the  illness  by  the  appearance  of  a  typical  secondary  rash. 
The  Wassermann  test  was  not  done. 

The  i^atient  is  a  clean,  careful  man,  of  good  social  position,  who,  in  the  course 
of  his  employment,  has  been  brought  into  close  relationship  with  a  man  now 
known  to  be  suffering  from  early  secondary  syphilis,  and  though  the  j^resumption 
is  that  the  infection  was  conveyed  by  the  fingers,  he  would  not  admit  the  habit  of 
nose-picking. 


I 


BRAIN    ABSCESS    OF    AURAL    ORIGIN. 

By  John  Mukphy,  M.D.,  F.R.C.S.I., 

Surgeon  to  the  Ear,  Nose  and  Throat  Department,  St.  Vincent's  Hospital, 

Melbourne. 

On  April  24,  1913,  I  was  asked  by  Dr.  Alex,  Lewers,  senior 
physician  to  St.  Vincent's  Hospital,  to  see  a  patient  in  his  Avard 
who  showed  signs  of  intracranial  complications  of  ear  disease.     The 

patient,  R.  B ,  aged  sixteen,  was  in  bed  and  complained   of 

headache — frontal  and  occipital.  The  headache  had  started  four 
weeks  prior  to  admission  and  had  been  continuons  since.  Eight 
days  previously  he  vomited  several  times  and  had  vomited  off  and 
on  since. 

The  patient  noticed  some  dimness  of  vision,  especially  in  the  left 
eye.  Dr.  Edward  Ryan,  oculist,  examined  the  eyes  and  stated  that 
there  was  definite  left  optic  neuritis.  A  week  before  I  saw  the 
patient  he  stated  that  he  had  noticed  some  weakness  of  the  right 
hand,  and  on  several  occasions  after  sitting  for  sometime  and  then 
getting  up  he  became  giddy. 
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He  lias  had  a  discharging  left  ear  for  four  years.  There  is  110 
alteration  of  his  speech  and  very  little  alteration  in  the  reflexes  on 
either  side. 

The  patient  was  quite  clear  mentally.  On  examining  the  left 
ear  I  found  that  the  meatus  contained  pus,  and  through  the  upper 
part  of  the  tympanic  membrane  there  protruded  a  polypoid  mass  of 
granulation-tissue.  Functional  testing  indicated  a  normal  inteimal 
ear  but  a  pathological  middle  ear,  the  hearing  being  reduced  to  one 
eighth  normal,  i.  e.  air-conduction. 

There  was  also  evidence  of  left  Eustachian  tube  obstruction. 
There  was  no  tenderness  over  the  mastoid  or  on  percussion  over 
the  region  of  the  temporo-sphenoidal  lobe  or  cerebellum  on  the  left 
side.  The  temperature  was  normal.  Pulse  60  to  76.  On  sitting 
him  up  for  rotation  to  see  the  direction  of  nystagmus  he  became 
giddy  and  sick  so  I  desisted.  I  decided  to  operate  at  once.  I  first 
did  a  radical  mastoid  operation  :  the  mastoid  cells  and  antrum  con- 
tained pus.  I  then  with  a  gouge  removed  the  tegmen  tympani  and 
adjacent  bone  for  about  three  quarters  of  an  inch,  thus  exposing  the 
dura  mater  over  the  region  of  the  middle  ear  and  mastoid  cells.  1 
incised  the  dura  and  passed  a  narrow-bladed  scalpel  upwards  and 
forwards  into  the  temporo-sphenoidal  lobe  of  the  brain,  then  with- 
drew it  :  no  pus.  I  inserted  it  again  for  three  quarters  of  an 
inch  vertically  upwards  :  again  no  pus.  After  withdrawing  it  I 
re-inserted  it  for  three  quarters  of  an  inch  upwards  and  backwards, 
but  again  no  pus  was  seen.  I  then  placed  a  drain  tube  near  the 
wound  in  the  dura  and  brought  it  out  at  the  lower  end  of  the 
mastoid  wound  as  a  drain.     I  then  sutured  up. 

For  some  days  after  the  operation  the  headache  was  less,  but 
after  about  a  week  it  became  fairly  severe,  and  as  days  went  on 
increasing  in  severity.  All  this  time  his  tenqierature  and  pulse 
were  normal  and  he  was  quite  cleat-headed. 

On    May   6,    1913,    the    headache   was   very   severe   and  there 
appeared  some  right  facial  paralysis.     Next  morning  he  was  com- 
plaining of  headache  and  was  not  so  clear  mentally.     The  facial 
paralysis  had  increased;  there  was  some  weakness  of  the  right  hand, 
but  the  reflexes  were  much  the  same  on  both  sides.     I  was  con- 
vinced that  he  must  have  an  abscess,  so  I  again  advised  operation 
and  with  nmch  reluctance  his  parents  gave  their  consent.     He  was 
taken  to  the  operating  room  and  Dr.  Doyle  had  given  him  a  little 
2\!dty^  when   the  patient  stopped  breathing.     Artificial  respiration 
was  resorted  to  :pnd  kept  up  for  two  or  three  minutes  and   then 
stopped  for  son/©  seconds,  but  the  patient  would  not  breathe.     His 
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pulse  was  Jill  the  time  full  ami  strong;  artificial  respiration  was 
resorted  to  three  times  and  three  times  stopped  but  still  the  patient 
would  not  breathe  himself.  His  pupils  were  widely  dilated.  As 
his  pulse  was  so  good  I  concluded  that  the  cessation  of  respiration 
ws  due  to  increased  intracranial  pressure  from  engorgement  of  the 
brain  due  to  the  administration  of  ether.  So  while  Dr.  T.  Kyan 
and  Dr.  Beamish  kept  up  artificial  respiration  I  rapidly  turned  down 
a  Hap  of  scalp  above  the  ear  and  trephined.  The  dura  bulged  into 
the  trephine  opening,  which  was  enlarged  downwards  with  bone- 
biting  forceps. 

On  opening  the  dura  the  brain  bulged  mnrkedly  ;  the  cerebral 
veins  were  very  engorged.  Sharp-pointed  forceps  were  passed 
into  the  brain  downwards  and  inwards  over  the  region  of  the 
middle  and  inner  ear  and  opened  ;  immediately  there  was  a  gush 
f  pus  and  about  6  oz.  were  evacuated,  greenish  and  foul-smelling. 
A  tube  was  passed  into  the  abscess-cavity  and  brought  out  through 
a  hole  in  the  base  of  the  flap ;  in  a  few  minutes  after  the  evacua- 
tion of  the  pus  the  patient  began  to  breathe  automatically. 

In  about  five  days  the  tube  was  pushed  out  by  intracranial 
j)ressure.  Some  discharge  continued  for  two  weeks,  the  headache 
Ceased,  the  eyesight  improved  and  the  patient  made  an  excellent 
recovery,  the  only  disadvantage  being  a  small  hernia  cerebri  at 
the  site  of  the  trephine  wound,  and  this  is  diminishing  in  size. 

The  patient  was  discharged  from  St.  Vincent's  Hospital  on  June 
26,  and  was  shown  by  me  at  the  meeting  of  the  Ear,  Xose  and 
Throat  Section  of  the  A^ictorian  Branch  of  the  British  Medical 
Association  held  on  June  24  at  Melbourne. 


CLINICAL    NOTE. 


THE    RADICAL    MASTOID   "FIRST    DRESSING"    SHOULD   BE 

PAINLESS. 

By  J.  D.  LriHGuw,  F.R.C. S.E.,  etc., 

£dinhurfih. 

li  is  the  common  experience  of  otologists  that  the  first  dressing 
after  the  radical  mastoid  operation  is  certainly  painful.  The  pain 
may  be  so  severe  as  to  necessitate  the  adininistiation  of  a  general 
anresthetic;  indeed,  this  is  the  custom  of  some  authorities.     Pam 
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is  first  complained  of  when  the  outer  dressing  is  removed,  the 
gauze  having  become  dry  and  firml}'  adherent  to  the  skin  around 
the  wound,  the  edges  of  the  wound,  the  stitches  or  clips  which  are 
employed,  and  to  the  auricle  itself.  After  this  portion  of  the 
dressings  has  been  removed,  and  it  comes  to  taking  the  packing 
from  the  meatus,  jDain  is  even  worse,  the  gauze  having  become 
firmly  adherent  to  the  cut  edges  of  the  meatus,  the  flap,  and  to  tlie 
packing  within  the  cavity  of  the  mastoid.  Even  with  the  help  of 
peroxide  of  hydrogen,  the  packing  here  is  only  removed  with  con- 
siderable pain,  and  sometimes  even  profuse  hemorrhage.  The 
deeper  packing  from  the  tympanum,  aditus,  etc.,  comes  away  only 
when  considerable  force  is  used,  and  its  removal  is  excruciatingly 
painful,  the  patient  is  frequently  screaming  with  pain,  and  this  is 
followed  by  more  heemorrhage,  which  fills  the  cavity.  Apai-t  from 
the  question  of  pain  and  haemorrhage,  other  untoward  results  may 
follow  from  the  adhesive  condition  of  the  packing.  The  meatal 
flap  may  be  dragged  upon  and  displaced.  If  the  lateral  sinus  or 
middle  fossa  have  been  exposed,  damage  to  the  dura  niay  result 
from  the  traction  on  the  adherent  gauze.  The  facial  nerve,  if 
uncovered  by  bone,  may  also  become  adherent  to  the  packing,  and 
facial  paralysis,  more  or  less  peraianent,  may  result  from  a  similar 
cause.  Small  vessels  which  have  either  been  twisted  or  tied  may 
also  be  a  source  of  trouble  by  the  clotted  portion  being  dragged 
away.  The  gauze  may  even  adhere  to  the  incision  and  drag  it 
open.  It  is  evident  that  this  tendency  of  the  dressing  to  adhere 
to  the  wound  is  one  that  requires  serious  consideration.  This 
tendency  varies,  firstly,  according  to  the  period  at  which  the  wound 
is  dressed.  Generally,  the  earlier  the  dressing  takes  place  after 
the  first  two  or  three  days  the  more  adherent  the  dressing  is  found 
to  be.  About  the  fifth  or  sixth  day  there  is  a  tendency  for  it  to 
become  somewhat  looser. 

The  material  employed  for  the  packing  is  of  great  importance 
in  regard  to  the  tendency  to  become  unduly  adherent.  'J'he  most 
objectionable  dressing  in  my  experience  is  iodoform  Berlin  twist  or 
worsted.  The  numerous  hairs  of  the  material  and  its  special 
tendency  to  become  di-y  and  hard,  when  once  moistened  with 
bloody  discharge,  cause  it  to  become  more  firmly  fixed  to  the 
wound  than  any  other  dressing  inaterial  which  can  be  employed, 
leaving  out  of  the  question  here  any  consideration  as  to  the  value 
of  iodoform  as  an  antiseptic  or  the  worsted  as  a  drain,  both  very 
much  open  to  f[uestion,  and  especially  the  latter.  Plaiii  selvedge 
gauze  is  less  objectionable,  and  bismuth  gauze  is  very  much  better, 
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l)at  all  these  materials  adhering  to  tlie  wtxind  may  cause  the  dith- 
culties  iiuMitioned.  This  tendency,  then,  does  not  rest  entirely 
with  tlie  material  em))loyed  for  the  packing,  but  is  the  result  of  the 
<iischarge  and  material  forming  a  cement,  which  on  drying  fixes 
the  two — the  dressing  and  the  wound — together,  and  to  a  great 
extent  prevents  the  free  escape  of  the  discharge.  This  tendency 
may  be  entirely  obviated  by  the  application  of  sterile  or,  in  addi- 
tion, medicated  vaseline  applied  to  the  wound  and  skin  surfaces, 
or  by  having  the  packing  impregnated  with  the  material.  If  this 
method  is  followed  the  "  first  dressing  "  is  no  longer  a  matter  for 
dread,  as  it  is  got  over  practically  painlessly,  the  patient  feeling 
perfectly  comfortable  during  and  after  the  dressing.  I  have 
employed  this  method  exclusively  during  the  last  six  years  in  my 
radical  and  acute  mastoid  operations,  and  I  may  say,  without  fear 
of  contradiction,  that  it  is  the  rarest  thing  for  the  patient  to  com- 
plain of  pain  during  the  dressing.  This  applies  equally  to  young- 
children,  who  are  not  at  all  backward  in  making  any  discomfort 
known.  The  method  is,  of  course,  equally  applicable  to  any  other 
operation  where  packing  is  employed,  and  is  a  distinct  gain  both 
to  patient  and  operator.  Another  advantage  of  the  method  is  that 
the  skin  and  hair  around  the  ear  on  that  side  remain  perfectly 
clean  ;  where  this  method  is  not  employed  the  hair  becomes  matted 
with  the  discharge  and  blood,  and  the  auricle  and  surrounding 
skin  are  similarly  coated,  and  can  only  be  cleaned  with  consider- 
able difiiculty. 


PROCEEDINGS     OF     THE     ROYAL     SOCIETY     OF 
MEDICINE— LARYNGOLOGICAL    SECTION. 


April  i,  1913. 
Mk.   Herbert  Tilley,  President,  in  the  Chair. 


Steel    Shawl-pin    removed    from     one     of    the    Hyparterial 
Branches  of  the  Right  Bronchus,  where  it  had  been  Lodged  for 

Ten  Days.— Herbert  Tilley,  F.R.C.S.— B.  W ,  aged  forty-two,  was 

admitted  to  University  College  Hospital  on  March  18,  1913.  Ten  days 
previously  while  holding  the  pin  in  her  mouth  she  coughed  and  "  felt 
the  pin  go  down."  Fits  of  coughing  lasting  for  fifteen  minutes  followed. 
Two  days  later  felt  intermittent  pain  in  right  side  of  chest  near  the  mid- 
sternal  line.  On  the  sixth  day  more  coughing,  but  none  since.  March  17  : 
Patient  was  "  screened  "  and  the  pin  was  located  in  the  right  bronchus 
with  the  point  upwards ;  the  pin  was  on  a  level   with  the  neck  of  the 
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eighth  rib.  March  18  :  Patient  was  given  a  hypodermic  of  morphia  and 
atropine  at  5.30  p.m.  and  at  6  o'clock  chloroform  was  administered,  and 
Avhen  narcosis  was  established  the  larynx  and  trachea  were  painted  with 
a  20  per  cent,  solution  of  cocaine  and  the  right  bronchus  entered  by  the 
direct  method  (Briiuings'  bronchoscope).  Considerable  difficulty  was 
experienced  in  seeing  the  pin  because  the  point  was  directed  towards  the 
observer,  and  when  it  was  located  it  looked  like  a  thin  thread  of  mucus. 
Twice  it  slipped  from  the  grasp  of  the  forceps,  but  at  the  third  attempt 
it  was  slowly  withdi-awn  with  the  bronchoscope.  The  operation  lasted 
six  minutes,  and  the  patient  left  the  hosj)ital  next  day  none  the  worse  for 
her  experiences  previous  to  or  during  her  short  stay  in  the  hospital. 

Mr.  TiLLEY  had  brought  forward  the  case  because  of  the  difficulty  of 
seeing  the  foreign  body.  A  pin,  when  inhaled  into  a  bronchus,  was  apt 
to  go  down  head  first,  hence  on  looking  down  at  it  one's  line  of  vision 
was  parallel  to  the  shaft  of  the  pin,  and  it  was  difficult  to  see  anything 
at  all.  Had  it  not  been  for  the  X  rays,  the  pin  might  have  been  missed 
entirely.  Furthermore,  the  case  showed  that  a  patient  might  harbour  a 
foreign  body  in  the  lung  without  any  untoward  symptom.  On  the  other 
hand,  four  years  ago  he  was  asked  to  see  a  patient  Avho  it  was  thought 
had  inhaled  a  foreign  body.  She  had  a  slight  evening  tempei'ature,  a 
hacking  cough,  and  there  were  fine  nlles  in  the  upper  part  of  the  left 
lung,  so  that  the  case  might  easily  have  been  regarded  as  one  of  eaidy 
tuberculosis  had  not  the  X  rays  demonstrated  another  reason  for  the 
symptoms. 

An  Instrument  for  Expediting  the  Examination  of  Embedded 
Tonsils. — Herbert  Tilley,  F.R.C.S. — The  instrument  is  shaped  like  an 
ordinary  Praeukel's  tongue-depressor,  but  the  distal  end  is  replaced  by  a 
small  concave  bar  placed  at  right  angles  to  the  shaft.  If  the  outer 
portion  of  the  tonsil  is  pressed  on  the  gland  tends  to  face  the  observer, 
and  often  septic  accvimulation  may  be  expressed  which  otherwise  might 
pass  unnoticed.  It  was  useful  in  obtaining  a  more  complete  view  of 
inconspicuous  tonsils  which  often  concealed  septic  accumulations — a 
fertile  cause  of  obscure  pyrexias  in  yoimg  children  and  of  recurrent 
attacks  of  tonsillitis  in  adults. 

Dr.  Don  ELAN  regarded  the  instrument  as  a  valual)le  one,  not  only  for 
examination,  but  for  treatment,  as  in  follicular  tonsillitis,  if  one  wanted 
to  cauterise  or  otherwise  destroy  the  crypts. 

Cast  of  the  Epithelial  Lining  of  the  (Esophagus,  from  a  Case 

of  Chloroform  Poisoning.  —G.  N.  Biggs,   B.S. The  patient  drank 

about  1  oz.  of  chloroform  Avhicli  was  at  once  vomited.  For  two  days  she 
complained  of  pain  in  the  throat,  and  difficulty  and  pain  on  swallowing. 
On  the  third  day  she  vomited  the  cast.  There  was  no  haemorrhage. 
The  patient  was  given  bismuth  carb.  in  lanoline  and  paroleine  every  four 
hours,  and  fed  rectally  for  fourteen  days.  After  six  weeks  the  patient 
was  examined  by  direct  oesophagoscopy,  when  the  surface  of  the  oesophagus 
was  found  to  be  completely  healed  over  and  there  was  no  tendency  to 
stricture  at  any  point.  The  patient  has  recently  been  examined  by  direct 
oesophagoscopy,  and  the  oesophagus  shows  no  tendency  to  contract  at  any 
point. 

Sarcoma  of  the  Right  Tonsil.— G.  N.  Biggs,  B.S.,  and  William 

Turner,  M.S.- Female,  aged  thirteen.     The  patient  came  to  hospital  on 

January  2,  l!»l:j,  complaining  of  a  sore  throat  and  difficulty  in  swallowing. 
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Three  weeks  a^-o  she  notioeLl  a  lump  on  tlie  ri<;ht  side  of  the  neck,  just 
lielow  the  aug-le  of  the  jaw.  Shortly  afterwards  she  experienced  a  prick- 
iui,'  sensation  on  the  ri^dit  side  of  the  throat,  and  her  breath  l)ecanie  foul. 
])ui*iu;jf  the  last  Aveek  she  had  noticed  that  a  swelliufjf  had  ap})eared  in 
the  reLfion  of  the  right  tonsil.  She  had  become  thin  durint^  the  last 
three  weeks  althou^-h  her  appetite  had  been  good. 

The  right  tonsil  was  enlarged  to  the  size  of  a  lai'ge  plum,  pi-oiecting 
into  the  pharynx  and  pushing  the  soft  palate  forw'ard.  The  swelling 
was  of  a  dark  maroon  colour,  soft  and  fleshy  in  consistency,  and  was  not 
tender  to  touch.  The  mouth  w'as  foul,  but  at  that  time  no  necrosis  of 
the  growth  was  present.  There  was  an  enlarged  lymphatic  gland  just 
behind  the  angle  of  the  jaw,  ])ainless  and  very  hard  on  palpation.  Four 
days  later  the  condition  had  advanced  with  extraordinary  rapidity ;  the 
child  looked  pale  and  anaemic,  and  was  very  ill.  Temperature,  101°  F. : 
pulse,  120.  Her  breath  smelled  gangrenous.  The  whole  of  the  tonsil 
had  become  gangrenous,  and  this  process  had  extended  on  to  the  right 
margin  of  the  soft  palate.  The  gland  in  the  neck  had  markedly  enlarged, 
and  two  or  three  other  deep  cervical  glands  in  the  region  had  appeared. 
These  glands  had  now  become  tender.  The  child  w-as  admitted  into 
hospital  and  given  an  antiseptic  mouth-wash,  but  the  gangrene  continued 
to  spread.  Blood-count  showed  ansemia  of  secondary  nature,  with  high 
mononuclears  and  low  polymorphonuclears.  Wassermann  reaction 
negative. 

Three  days  after  admission  the  growth  had  affected  the  right  half 
of  the  soft  palate,  including  the  uvula.  The  picture  presented  at 
this  stage  was  interesting.  At  the  line  of  extension  there  was  a 
swollen  and  injected  line  of  about  3  mm.  width,  running  across  the 
palate  from  the  anterior  right-hand  corner  to  the  posterior  margin  to  the 
left  of  the  uvula.  The  palate  behind  this  line  was  a  gangrenous  slough, 
pieces  of  which  could  be  easily  picked  away.  Thus  the  gangrenous  pi"o- 
cess  apparently  followed  immediately  upon  the  extension  of  the  growth. 
A  week  after  admission  the  whole  of  the  soft  palate  w^as  involved,  and  on 
January  16  it  had  spread  to  the  left  tonsil,  the  whole  of  which  became 
gangrenous.  The  odour  at  this  time  was  horrible,  and  no  deodorants  had 
the  slightest  effect  upon  it.  The  posterior  pharyngeal  wall  became 
involved  and  gangrenous  towards  the  termination  of  the  case,  and  the 
lateral  pharyngeal  wall  below  the  tonsil  also  became  gangrenous  nine 
days  after  admission.  The  glands  in  the  neck  rapidly  enlarged,  so  that 
at  the  end  of  the  week  there  was  a  nodular  mass  behind  and  below  the 
angle  of  the  jaw  on  both  sides,  but  they  did  not  break  down.  Swallowing 
rapidly  became  almost  impossible,  and  very  little  nourishment  could  be 
taken.  Although  the  gangrenous  process  was  so  intense  no  serious 
bleeding  occurred. 

On  January  18  she  died  from  acute  toxaemia,  without  any  other 
symptoms  appearing.  A  bacteriological  examination  revealed  streptococci 
and  staphylococci  in  large  numbers  in  the  throat. 

Post-mortem. — The  pharyngeal  space  was  occupied  by  the  enlarged 
tonsils,  which  met  in  the  'middle  line,  and  had  a  black,  gangrenous 
appearance.  Soft  palate  was  involved  and  the  uvula  had  disappeared. 
All  the  glands  in  the  neck  on  both  sides  of  the  trachea  were  much 
enlarged,  discrete,  soft,  and  not  adherent  to  each  other  or  to  the  adjacent 
structures.  On  section  they  were  uniformly  white  in  colour,  fleshy  in 
consistency;  the  glands  in  the  upper  portion  of  mediastinum  were  also 
enlarged.  On  the  pleural  surface  of  lower  lobe  of  right  lung  two  small 
upraised  swellings,  the  size  of  a  split-pea,  were  present.     ?  Secondary 
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deposits.     Gland  of  neck  showed  round-celled  sarcoma  witli  very  little 
interstitial  tissue  lympho-sarcoma. 

The  President  considered  that  the  history  of  the  case  was  almost 
unique  in  the  rapidity  of  the  ulceration. 

Cyst  of  Arytaeno-epiglottidean  Fold  which  Burst  Spon- 
taneously.— E.  A.  Peters,  M.D. — M.  C ,  aged  sixty-three,  com- 
plained of  slight  choking  sensation  and  loss  of  voice  for  a  mouth.  A 
red,  tense  swelling  occupied  the  fold  projecting  beyond  the  middle  line ; 
the  arytseuoid  was  forced  into  a  position  of  phonation.  The  voice  was 
hoarse  and  passed  into  a  whisper.  Seven  Aveeks  from  the  commencement 
of  the  symptoms  the  cyst  appeared  paler  and  more  prominent.  At  eight 
weeks  the  voice  suddenly  returned,  and  the  cyst  will  be  seen  to  have 
collapsed  and  to  exude  mucus  from  a  rupture  on  the  upper  surface. 

Dr.  Peters  said  the  point  of  interest  to  him  was  that  the  cyst  had 
refilled.  Some  of  these,  if  punctured,  disappeared  permanently ;  but 
that  was  not  the  case  here.  The  patient  complained  of  a  little  tenderness, 
but  there  had  been  no  other  evidence  of  inflammation.  When  the  cyst 
burst  it  was  possible  to  see  mucus  escape  from  the  rent  surface.  He 
would  either  pinch  out  a  small  piece  of  the  surface,  or  apply  the  cautery, 
and  make  a  larger  opening. 

The  President  asked  the  experiences  of  members  as  to  these  cysts 
filling  up  again  after  galvano-puncture.  He  had  not  been  fortunate  in 
this  respect  with  a  recent  case  in  wdiich  he  had  used  the  method.  To  cure 
them  he  found  it  necessary  to  make  a  fairly  thorough  x'emoval  of  the  cyst- 
wall.  The  previous  day  he  had  seen  a  patient  who  he  thought  risked 
sudden  asphyxia,  for  an  enormous  cyst  was  filling  the  entry  into  the 
larynx  and  seemed  to  grow  from  the  left  arytaeno-epiglottidean  region. 
He  cocained  its  surface,  punctured  the  wall  with  the  galvano-cautery, 
and  then  removed  the  cyst-wall  as  far  as  possible  with  forceps,  used  by 
the  direct  method.  Finally  he  applied  the  galvano-cautery  to  the  inside 
of  the  cyst-walls.  This  was  done  some  three  weeks  ago,  but  yesterday  the 
patient  returned  with  what  appeared  to  be  a  recurrence  of  the  lower  part 
of  the  cyst  and  a  thickening  (V  perichondritis)  of  the  left  half  of  the 
epiglottis  and  aryepiglottic  fold. 

Dr.  FitzGerald  Powell  said  that  for  such  cases  he  had  been  in  the 
habit  of  using  the  galvano-cautery  to  destroy  the  wall  of  the  cyst,  and 
applying  it  pretty  freely  to  the  inside  of  the  cyst,  with  the  object  of 
setting  up  adhesive  inflammation.  In  this  way  he  had  obtained  cures, 
and  had  not  seen  any  recuri-ence  of  the  cysts.  Merely  pinching  out  a 
portion  of  the  cyst-wall  would  not  destroy  the  cyst,  which  was  liable  to 
refill  unless  adhesive  inflammation  took  place. 

Mr.  Waggett  thought  the  ideal  method  would  be  the  suspensory 
method,  using  one  hand  to  fix  the  cyst-wall  and  the  other  to  cut  it  off 
cleanly  with  the  cautery. 

Mr.  Badgerow^  had  used  the  galvano-cautery  in  three  cases,  and  there 
had  been  no  return  of  the  cyst. 

Cyst  on  Epiglottis,  with  Symptoms  suggestive  of  (Esophageal 
Stricture.— James  Donelan,  M.B.— A  man,  aged  fifty-nine,  came  to 
Ho:sj)ital  three  weeks  ago.  He  had  been  treated  for  gastritis.  Six  weeks 
ago  he  began  to  find  diificulty  in  swallowing  solids,  and  about  three  weeks 
later  liquids.  He  can,  however,  at  times  swallow  solids  without  much 
difficulty,  and  seldom  has  trouble  with  liquids.  The  difficulty  takes  the 
form  of  a  sudden  closure  of  the  gullet,  with  rejection  of  the  food  followed 
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by  a  copious  flow  of  mucus.  No  tumour  or  other  abnormality  could  be 
detected  by  Routgen-ray  examination.  A  test-meal  containing;  bismuth 
was  observed  to  pass  without  difficulty.  The  case  appears  to  be  one  of 
spasm  of  the  gullet,  but  how  far  the  cyst  on  the  opij^-lottis  may  act  as  an 
exciting  cause  could  not  be  determined. 

The  President  believed  Dr.  .lobson  Home  had  shown  a  case  of  a  cyst 
of  the  epiglottis  in  which  pain  and  difficulty  of  swallowing  was  complained 
of.  Many  weird  symptoms  were  attributed  to  it,  yet  the  cyst  was  only  a 
small  one. 

Dr.  FitzGtERAld  Powell  said  it  seemed  extraordinary  that  a  small 
cyst  in  the  epiglottis  should  cause  so  much  trouble.  There  was  difficulty 
in  seeing  the  patient's  arytsenoids.  The  posterior  wall  of  the  pharynx 
seemed  to  bidge  forward,  and  lie  wondered  whether  there  might  l>e  a 
neoplasm  in  the  pharynx. 

Dr.  DoNELAN  replied  that  he  proposed  to  make  an  endoscopic 
examination.  The  patient  Avas  able  to  swallow  good  meals  of  meat, 
fish  and  potatoes  occasionally,  and  the  screen  examination  revealed  no 
abnormality. 

Post-diphtheritic  Adhesions  of  the  Soft  Palate. — James 
Donelan,  M.B.  —  The  patient,  a  girl,  aged  seventeen,  was  show^n  at  the 
last  meeting.!  It  was  suggested  that  the  cicatrices  about  the  mouth 
might  be  due  to  syphilis.  The  exhilntor,  though  he  had  no  reason  to 
agree  with  this  view,  has  tried  a  mixed  ct)urse  of  mercury  and  iodides 
durmg  the  last  four  weeks  without  the  smallest  resulting  alteration  in 
the  appearances,  save  a  little  herj)etic  eruption  on  the  lip.  He  still 
accepts  the  mother's  account  that  they  were  caused  by  the  formation  of 
diphtheritic  ulcers  on  the  skin  about  the  mouth.  Members  whose 
experience  goes  back  to  fifteen  or  tw'enty  years  ago  will  doubtless 
remember  that  this  kind  of  disfigurement  was  more  common  than  since 
the  introduction  of  antitoxin. 

The  President  reminded  the  meeting  that  the  question  raised  when 
the  case  was  previously  shown  Avas  as  to  whether  diphtheria  pure  and 
simple  covdd  cause  these  ulcerative  lesions,  or  whether  they  were  caused 
by  a  consentaneous  scarlet  fever,  or,  on  the  other  hand,  were  they  of 
syphilitic  origin  or  even  due  to  some  other  microbic  infection  r 

Dr.  Wylie  considered  that  the  case  still  looked  like  a  syphilitic  one  ; 
and  that  if  "  606  "  were  given  a  difference  would  soon  be  manifest. 

Dr.  FitzGerald  Powell  said  that  even  if  syphilis  were  the  cause, 
anti-syphilitic  treatment  would  have  no  effect  on  the  resulting  scar- 
tissue.  The  Wassermann  test  would  be  the  best  guide.  The  question  of 
the  extensive  ulceration  and  formation  of  scar-tissue,  said  to  be  produced 
by  scarlatina,  was  discussed  some  years  ago,  when  similar  cases  were 
shown,  and  the  general  opinion  was  that  in  these  days  of  antiseptics  this 
severe  ulceration  and  scarring  did  not  take  place  in  scarlatina,  but  that 
nearly  all  cases  were  due  to  syphilis. 

Dr.  KiscH  had  gone  carefully  into  the  history ;  there  was  no 
suggestion  of  syphilis  in  the  case.  At  that  time  he  gave  her  a  course  of 
mercury  and  iodide,  not  with  the  idea  of  altering  the  local  appearances, 
b\it  to  see  what  the  effect  on  the  general  condition  would  be.  He  was  not 
convinced  that  it  was  diphtheria,  which  of  itself  very  rarely  caused 
idceration,  Init  suggested  that  the  condition  was  due  to  a  streptococcal 
infection. 

'  See  JouRN.  OF  Lartxgol.,  Ehinol.,  and  Otol.,  October,  1913,  p.  549. 
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Dr.  Dan  McKenzie  thought  that  the  throat  appearance  was  that  of 
syphilitic  adhesions.  He  had  never  seen  such  a  degree  of  scarring  from 
diphtheria. 

Dr.  Peters  suggested  that  in  this  case  there  might  have  been  a 
mixed  infection — scarlet  fever  and  diphtheria.  The  latter  disease  by 
itself  rarely,  if  ever,  caused  ulceration. 

Dr.  Watson-Williams  suggested  that  the  title  of  the  case  should  be 
so  stated  as  to  suggest  that  it  might  not  be  diphtheritic.  There  was 
onlv  the  mother's  statement  that  it  was  diphtheria. 

Dr.  DoNELAN  replied  that  there  was  no  reason  whatever  to  suspect 
syphilis.  The  father  and  mother  were  healthy,  and  so  were  all  the  other 
children.  The  disease  occurred  and  the  cicatrices  about  the  mouth  Avere 
formed  thirteen  years  ago,  when  the  child  was  only  aged  four.  The 
diagnosis  on  the  charts  and  books  of  the  time  appeared  as  diphtheria. 
Though  it  was  nowadays  rare  he  did  not  agi-ee  that  severe  diphtheria  was 
incapable  of  causing  scarring  about  the  mouth  from  acrid  nasal  and 
buccal  discharges  with  resulting  ulceration.  He  had  himself  seen  several 
such  cases,  and  one  in  which  a  diphtheritic  patch  had  formed  over  the 
sternum  with  a  resulting  cicatrix. 

Killian's  Suspension  Apparatus  in  Laryngeal  Tuberculosis. — 
E.  D.  Davis,  F.R.C.S. — A  well-developed,  healthy-louking  young  man 
with  destruction  of  the  upper  portion  of  the  epiglottis.  When  first  seen 
the  granulation-tissue  of  the  epiglottis  obscured  the  view  of  the  larynx. 
After  several  unsuccessful  attempts  to  remove  the  diseased  portion  of 
the  epiglottis  with  punch  forceps,  the  patient  was  anaesthetised  and 
Killian's  suspension  laryngoscopy  apparatus  was  used  and  the  epiglottis 
"  trimmed."  Witli  the  exception  of  the  right  ventricular  band  and  cord 
the  lesion  appeared  to  be  confined  to  the  epiglottis.  Sputum  :  Tubercle 
bacilli  present.     Chest :  Obscure  physical  signs. 

Mr.  E.  D.  Davis  did  not  think  he  could  have  completed  the  operation 
but  for  this  instrument,  which  enabled  one  to  use  both  hands.  Other 
attempts  to  remove  the  granulation-tissue  had  failed. 

Tumour  and  Microscopic  Section  from  a  Case  of  Papilloma  of 
Soft  Palate. — Walter  Howarth,  F.R.C.S. — The  case  was  shown  at  the 
last  meeting.'  At  the  operation  it  was  found  that  the  tumour  infiltrated 
the  palate  and  extended  deeply  into  the  lateral  wall  of  the  pharynx  on 
the  left  side.  Bleeding  was  very  troublesome,  but  a  laryngotomy  Avas 
avoided  by  the  use  of  Kuhn's  peroral  intubation  apparatus.  The  section 
shows  a  round-celled  sarcoma. 

Mr.  Howarth  said  he  thought  it  was  extraordinary  for  tlie  patient, 
aged  only  seven,  to  have  had  a  papilloma  last  July,  a  pure  fibroma  in 
December,  and  a  round-celled  sarcoma  in  March.  There  were  no 
enlarged  glands  in  the  neck,  but  he  removed  soft  palate  and  tonsil,  and 
as  much  of  the  tumour  as  extended  into  tlie  lateral  pharyngeal  wall.  He 
had  to  leave  a  raw  surface,  but  it  gi-anulated  up,  and  so  far  there  was  no 
sign  of  recurrence.  There  Avas  considerable  bleeding,  but  it  was  con- 
trolled by  forceps  in  the  usual  way.  There  was  no  tendency  to  oedema 
after  the  use  of  the  per-oral  iutuljation  in  childhood. 

Old  Specific  Laryngitis.~F.  F.  Muecke.  F.R.C.S.— Urgent  tracheo- 
tomy dune  five  years  ago.    Patient  returned  to  the  hospital  with  increased 

'  See  JouRN.  OF  Laetngol.,  Ehinol.,  anp  Otol.,  October,  1913,  p.  5-i2. 
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ilitiicultv  in  l»re;itliiuo-.  Siiuill  wartv  growth  in  the  tnicliea  ;it  the  end  of 
the  tracheotomy  tube. 

Dr.  DuNDAs  Grant  hail  reported  a  case  in  which,  after  performing,' 
tracheotomy  for  papilloniata  of  the  larynx,  he  found  the  patient  was 
still  unable  to  breathe  until,  by  a  great  effort  on  the  patient's  part,  a 
portion  of  soft  papilloma  was  coughed  up  through  the  tracheotomy 
wound.  Dr.  Grant  found  it  to  be  a  sessile  growth  on  the  wall  of  the 
trachea,  and  he  pulled  away  the  remainder  of  it.  That  was  the  only 
occasion  on  which  he  had  found  anything  similar  to  this  case. 

Mr.  MuECKE  had  had  another  somewhat  similar  case.  An  actor, 
eight  years  ago,  had  had  tracheotomy  done  on  account  of  a  syphilitic 
lesion  of  the  larynx.  He  went  back  to  Vienna,  and  two  years  ago  he 
had  "  606  "  on  two  occasions.  He  had  not  been  able  to  speak  for  eight 
years,  nor  breathe  through  the  mouth  ;  a  few  days  ago  he  felt  some 
tickling,  which  forced  him  to  cough,  aiid  after  causing  him  tremendous 
pain  a  piece  of  bone  came  away  about  |  in.  square,  partly  necrosed. 
Then  quite  suddenly  he  found  himself  able  to  speak  and  breathe  well. 

Carcinoma  of  Left  Vocal  Cord  ;  Operation ;  Arrest. — G.  Sec- 
combe  Hett,  F.R.C.S. — Man,  aged  fifty-five,  schoolmaster.  Carcinoma 
of  left  vocal  cord  operated  on  two  and  a  half  years  ago  ;  thyrotomy  ; 
uneventful  recovery.  The  growth  came  so  near  to  the  anterior  com- 
missure that  it  was  found  advisable  to  remove  a  small  portion  of  the 
thyroid  cartilage  together  with  the  anterior  third  of  the  right  cord. 
Patient  and  section  of  growth  were  shown  twelve  months  ago.  The  case 
was  then  shown  for  the  opinion  of  members  as  to  whether  vocal  exercises 
might  improve  the  voice.  The  patient  has  been  treated  in  this  way  with 
great  impi'ovement  to  his  phonation.  He  is  following  his  occupation, 
and  teaches  a  class  of  boys. 

The  President  said  that  vocal  exercises  had  resulted  in  considerable 
improvement.  In  such  cases  a  false  cord  often  was  produced,  and  a 
fairly  good  voice  ensued. 

Double  Abductor  Paresis  and  Stricture  of  Deep  Pharynx  and 
Upper  End  of  (Esophagus,  after  accidentally  Swallowing  Glacial 
Acetic  Acid  in  October,  1912.— William  Hill,  M.D.— Patient  had  been 
dilated  up  with  Briinings'  dilator  (in  January  of  this  year)  ;  better  for 
two  months.  Recently  stricture  symptoms  reappeared.  Intubated  ; 
swallows  by  side  of  tube. 

Dr.  Dan  McKenzie  said  that  there  was  an  event  in  partial  stricture 
of  the  cesophagus  which  had  happened  twice  in  his  experience,  and  that 
was  Ijlocking  of  the  stricture  with  food,  whereby  a  partial  w^as  converted 
into  an  absolute  obstruction.  The  first  case  was  that  of  a  woman  who 
came  to  him  with  absolute  inability  to  swallow  of  sudden  onset.  Even 
liquids  returned.  He  found  himself  unable  to  pass  a  large  oesophageal 
bougie,  but  succeeded  in  getting  a  soft  rubber  catheter  to  pass.  After 
removing  it  he  tried  the  swallowing  but  the  obstruction  remained  absolute, 
so  he  reinserted  the  catheter  and  poured  in  some  milk  through  it  into  the 
stomach.  The  patient  had  had  nothing  to  eat  or  drink  for  some  time, 
and  the  sudden  ingestion  of  cold  milk  made  her  sick.  She  vomited  the 
milk  and  with  it  a  whole  green  pea.  Immediately  thereafter  he  found 
that  the  power  of  swallowing  was  quite  restored.  Further  examination 
showed  that  the  patient  had  an  aneurysm.  The  explanation  of  this 
history  was  that  the  aneurysm  had  induced  an  obstruction  of  the  gullet 
permeable  in  the  ordinary  way,  but  still  so  small  that  it  could  be  perfectly 
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blocked  bv  a  greeu  pea,  •which  acted  like  a  ball  valve,  permitted  the  rubber 
catheter  to  pass,  but  was  not  displaced  until  the  fluid  propelled  from 
below  in  the  act  of  vomiting  carried  it  away.  This  case,  which  he  had 
seen  several  years  ago,  he  had  published  at  the  time  in  the  British  Medical 
Journal.  The  second  case  had  been  seen  l\v  him  about  a  fortnight  ago, 
the  upshot  being  less  fortunate  than  that  of  the  case  he  had  just  narrated. 
The  patient,  a  man,  had  had  several  distinct  attacks  of  complete  oeso- 
phageal obstruction,  all  of  which  had  until  then  been  relieved  spon- 
taneously. X-ray  examination  showed  the  stricture  to  be  located  at  the 
cardiac  orifice.  The  oesophagoscope,  when  inserted,  plunged  into  a 
sacculated  oesophagus  full  of  dirty  fluid  in  which  were  floating  masses  of 
half-chewed  meat.  These  masses  blocked  up  the  orifice  of  the  aspirator 
so  frecjuently  that  the  emptying  of  this  sac  was  a  tedious  and  laborious 
task.  After  the  liquid  had  been  got  rid  of,  it  was  found  that  the  oeso- 
phagus was  blocked  by  about  half  a  dozen  chunks  of  chewed  meat,  which 
had  to  be  removed  with  Briinings"  forceps  before  the  actual  stricture  was 
reached.  Finally,  one  of  Hill's  feeding-tubes  was  inserted,  and  by  it  the 
patient  was  fed  for  twenty-four  hours.  At  the  end  of  that  time,  hov>-ever, 
he  insisted  on  the  removal  of  the  tulje,  and  in  the  absence  of  the  speaker 
this  was  done.  As  the  patient  woukl  not  allow  any  further  interference 
from  above,  a  gastrostomy  was  performed,  but  a  few  days  later  he  died. 
The  record  of  the  case  was  incomplete,  as  a  post-mortem  examination  was 
not  made.  The  only  evidence  as  to  the  nature  of  the  stricture  was 
negative ;  the  surgeon  who  performed  the  gastrostomy  was  unable  with 
the  finger  in  the  stomach  to  find  any  sign  of  disease  about  the  cardiac 
orifice,  while  the  speaker  had  seen  no  signs  of  growth  while  working  with 
the  oesophagoscope. 

Mr.  Waggett  asked  Dr.  Hill  whether  he  found  that  his  patients  pre- 
ferred the  feediug-tube  in  the  mouth  in  preference  to  the  nose.  His  own 
expei'ience  Avas  that  it  was  preferred  through  the  nose. 

The  President  said  his  experience  with  such  patients  was  the  same 
as  that  of  Mr.  Waggett. 

Dr.  Peters  asked  whether  dilatation  was  so  helpful  in  these  cases  as 
the  passage  of  a  .small  tube.  Apparently  there  was  an  interference  with 
the  musculature  of  the  wall,  and  probably  it  was  that  more  than  stenosis, 
which  prevented  the  passage  of  food.  So  that  probably  the  passage  of  a 
small  tube  was  quite  as  efiicient  as  dilatation.  There  was  always  a 
tendency  to  recontraction.  The  c^uestion  of  nasal  versus  mouth-feeding 
was  largely  a  question  of  nasal  obstruction.  If  the  nose  was  obstructed 
or  there  was  mechanical  difiiculty  the  passage  of  even  a  soft  tube  was 
very  irritating,  Avhereas  if  the  patient  habitually  breathed  through  the 
nose  freely,  it  was  easy  to  feed  by  the  nose. 

Dr.  DoNELAN  said  that  all  patients  who  had  to  be  fed  in  this  way 
seem  more  comfortable  Avith  the  tube  thx-ough  the  nose.  Of  course  much 
depended  on  the  size  of  the  nasal  passage  and  Avhether  there  AA^ere  any 
septal  projections  liable  to  be  irritated.  This  was  of  great  importance  in 
cases  like  the  present  Avhere  the  tube  had  to  be  permanently  retained,  i 
Tubes  made  specially  Avith  a  soft  nasal  portion  gave  good  results  in  these  I 
cases. 
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Are  the  Ocular  Manifestations  in  Nasal  and  Aural  Diseases 

due   to    Involvement    of    the    Sympathetic    Nervous   System  ? — 

William    H.    Haskin. — He  has   uever  Iteeu  satistied  with  the   various 

theories  iu  exphmatiou  of  the  mauj  ocular  symptoms  in  cases  iu  which 

there  are  uo  intracranial  complications,. orbital  abscesses,  or  even  pressure 

within  the  diseased  sinuses  themselves.      He  has  been  unable  to  find 

reports  of  microscopic  proof  of  neuritis,  except  where  meningitis  was 

present.      Only   cases   in   which    ocular    disturbance    was    relieved    by 

treatment    oi   the   nasal   sinuses   are    considered   in   the    paper.      The 

relationship  of   the   optic  nerve  to  the  post-ethmoidal  cells  and  to  the 

sphenoidal  sinuses  had  been  very  thoroughly  described,  but  few  authors, 

apparently,  had  noted  the  intimate  association  existing  between  the  fifth 

nerve  and  the  sphenoids.     The  proximity  of  other  orbital  nerves   to  the 

sphenoid  sinuses  and  the  possibility  of  their  involvement  in  disease  of 

the  sinuses  ha<l  been  noted.     He  wished  to  add  the  sympathetic  nerves 

to  the  numerous  relationships  already  observed,  and  to  emphasize  the 

very  intimate  contact  that  exists  between  these   nerves    and   the   bony 

walls  of  the  sinuses.     Inasmuch  as  the  majority  of  the  ocular  and  nasal 

symptoms  ai'e  due  to  vasomotor  disturbance,  and   as   the  sympathetic 

nerves    are    the    vasomotor  nerves,    it    would    seem    that    a    reasonable 

explanation  for  most  of  these  manifestations  might  be  found  in  irritation 

of  this  system.     Special  emphasis  was  laid  upon  the  following  points : 

(1)  That  the  svmpathetic  nerve  is  the  vasomotor  nerve  of  the  eye— that 

is,  it  controls  the  blood-supply.      (2)  That  these  nerves  after  leaving  the 

superior  cervical  ganglion  form  the  carotid  plexus,  and  then  on  entering 

the  cavernous  sinus  form  the  cavernous  plexus  and   lie  on  its  inner  Avall 

in  contact   with  the  sphenoids.       (3)   That  the  branches,  after  leaving 

these  plexuses,  often  run  through  small  bony   canals    in   the  walls   of 

cavities  or  sinuses  that  become  inflamed,  such  as  the  Vidian,  the  greater 

and  lesser  petrosal  nerves  and  the  branches  entering  the  tympanum. 

Rememlieriug  the  relationship,  and  considering  that  almost  all  of  tiie 

ocular  disturl)ances  are  trne  disturbances  of  the  vasomotor  system,  the 

rational  explanation  of  these  symptoms  seemed  to  be  to  attribute  them 

to    the    sympathetic    nerves.       The    delicate  filires    of    this  system    are 

much  more  exposed  to  irritation    from  inflammations  in  the   accessory 

sinuses,  and  even  in  the  ear,  than  any  of  the  other  nerves.     Physiological 

experiments  upon   the    orbital,    and   especially   upon    the    sympathetic 

branches,  show  that  all  the  ocular  manifestations  described  have  been 

caused  by  section  or  by  irritation  of  the  sympathetic  nerve  supply.     The 

probable  influence  of  the  trophic  nerve-fibres,  which  are  also  sympathetic 

fibres    conveying    impulses    from    the    centres    to    the    periphery,    was 

8uggest3J.     At  first  the  sympathetic  nerves  are  merely  irritated  by  the 

inflammatory  sinus,  symptoms  of  increased  vasomotor  action  resulting ; 

after  long  irritation,  however,  the  trophic  nerves  become  destroyed,  and 

thus    ues'troy  the    trophic    control   of    the   optic  nerve,  which  loses    its 

function,  although  actual  neuritis  has  never  been  present. 
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The  Hiss  Leucocyte  Extract  in  Complications  of  Nasal  and 
Aural  Surgery,  with  Report  of  Cases. — William  H.  Haskin,  M.D. 

The  late  Professor  Hiss's  first  report  on  the  leucocyte  extract,  published 

in  the  Journal  of  Medical  Besearch,  in  November  1908,  gave  in  detail  the 
results  of  his  experiments,  and  the  exact  method  for  the  preparation  of 
the  extract.  According  to  theoretical  considerations,  in  many  diseases 
one  probably  has  to  deal  with  an  immunity  a  large  part  of  the  mechanism 
of  which  is  individually  cellular,  not  only  in  the  sense  of  phagocytosis 
and  digestion,  but  in  the  neutralisation  of  poisons  given  rise  to  by  dis- 
integration of  the  bacteria.  The  protecting  cells  in  this  mechanism  must 
intervene,  and,  unaided  by  bodies  in  the  plasma,  must  neutralise  within 
themselves  the  poisonous  products  of  the  invading  micro-organisms. 
This  gave  rise  to  the  idea  of  aiding  the  leucocytes  in  their  fight  against 
invading  germs  by  furnishing  them  as  directly  as  possible  with  the 
weapons  of  defence  which  were  being  taken  from  them  by  the  germs.  In 
order  to  accomplish  tliis,  it  was  assumed,  an  extract  of  the  active  sub- 
stances of  the  leucocytes  might  be  employed.  It  was  also  assumed  that 
exti'acts  would  be  more  efficacious  than  living  leucocytes,  since,  being 
diffusible,  these  substances  would  probably  be  distriluited  impai'tially.to 
all  parts  of  the  body  by  the  circulator}^  mechanism,  relieving  the 
fatigued  leucocytes  and  protecting,  by  any  toxin-neutralising  or  other 
power  they  might  possess,  the  cells  of  highly  specialised  functions.  Such 
active  substances,  freed  from  the  cells  by  extraction,  might  serve  to 
neutralise  poisons  in  the  blood,  might  alone  or  in  combination  with 
bodies  already  in  the  blood  act  deleteriously  on  the  bacteria,  and  thus 
protect  and  augment  the  activities  of  the  flagging  leucocytes  by  supplying 
them  with  their  own  weapons  in  the  fight  against  the  invading  organisms. 
This  purpose  might  be  still  better  served  by  the  extract  of  such  exudates 
from  previously  immunised  animals.  Professor  Hiss  reported  the 
curative  influence  of  the  extract  in  animals  infected  with  staphylococcus, 
streptococcus,  pneumococcus,  meningococcus  and  Bacillus  tyijlwsus.  He 
also  reported  its  use  in  twenty-four  cases  of  meningitis  in  man,  and  its 
use  in  acute  lobar  pneumonia  in  man. 

Dr.  Haskin  repoi'ted  in  detail  three  desperate  cases,  all  in  the  hospital 
at  the  same  time  :  (1)  Bacterial  mastoiditis,  with  disintegration  of  both 
processes,  and  necrosis  of  the  left  sinus  for  half  an  inch,  in  a  child  one 
year  old.  The  exti'act  was  administered  daily  for  seven  days.  On  the 
twenty-fifth  and  twenty-sixth  days  trophic  sloughs  were  discovered  over 
the  torcula,  first  of  tlie  right,  then  of  the  left  side.  The  extract  was 
again  administered  daily  for  three  days.  Both  wounds  and  the  sloughs 
were  completely  healed  at  the  end  of  the  fifth  week.  (2)  Large  sub- 
periosteal abscess  {Staphylococcus  avreus)  in  a  child  two  years  of  age. 
Operation  ten  days  after  onset,  following  which  temperatiu'e  fell  from 
103°  F.  to  normal,  remaining  so  for  four  days.  A  sudden  rise  of  tempera- 
ture to  1 04^,  with  pulse  of  136,  and  respiration  38,  accompanied  l)y  constant 
coughing  and  crepitation  over  lower  right  lung,  caused  the  administra- 
tion of  the  extract  (10  c.c.)  on  the  fourth  day,  and  repeated  on  the  fifth, 
Fall  of  temperature  in  forty-eight  hoxn-s,  and  clearing  of  the  lungs 
resulted.  Healing  of  the  mastoid  wound  was  complete  at  the  end  of  the 
third  week.  (3)  Streptococcus  capsulatus  mucosus  bacterfemia,  without 
operative  measures,  in  a  child  of  six.  History  of  pain  in  right  ear,  of 
several  days'  duration,  but  with  no  discharge.  Nothing  but  high  septic 
temperature  (104  )  indicated  involvement  of  the  mastoid.  On  the  fifth 
day  after  admission  to  the  hospital,  the  pathologist  having  reported  | 
Streptococcus  capsulatus  mucosus  bact-eraemia,  the  leucocyte  extract  was 
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giveu  daily  (lU  c.o.)  from  February  24  to  March  21,  on  which  later  date 
the  patient  was  discharged,  all  the  symptoms  having  subsided,  this  being 
the  only  known  case  of  actual  Streptococcus  capsulatnx  nnicosiis  bacteraemia 
recovering  without  operative  measures. 

Dr.  DwvER  appended  to  the  paper  a  sununary  of  thirty-nine  cases  of 
different  infections  treated  by  other  physicians  by  means  of  the  extract. 
It  should  be  borne  in  mind  that  the  extract  is  in  no  sense  a  vaccine,  an 
antitoxin,  or  a  specific.  It  has  no  connection  whatever  with  any  bacteria, 
being  purely  a  physiological  extract  and  emulsion  of  the  leucocytes  them- 
selves, which,  on  being  injected  into  the  cellular  tissues,  is  taken  up  into 
the  circulation,  furnishing  food  to  the  overtaxed  and  exhausted  leucocytes 
of  the  body.  The  average  dose  is  10  c.c.  The  necessary  dose  for  each 
case  has  not  been  determined.  The  extract  in  no  case  had  proved  harmful. 
It  can  be  used  iu  twice  the  original  strength  without  injury  to  the  cellular 
tissues.  The  proof  of  the  great  value  of  the  extract  rests  upon  the  fact 
that  it  has  been  subjected  to  the  severe  test  of  use  only  when  the  patient 
was  practicallv  in  extremis,  when  it  was  felt  that  nothing  else  could  save 
life. 

Dr.  Samuel  J.  Kopetzky  corroborated  Dr.  Dwyer's  observations 
concerning  the  value  of  Hiss  leucocyte  extract  in  regard  to  its  being 
absolutely  harmless,  and  also  in  that  it  tides  the  patient  over  an  acute 
period.  But  he  called  attention  to  the  fact  that  the  evidence  presented 
was  n(;)t  conclusive  of  the  contentious  made  for  the  exti'act,  nor  was  he 
satisfied  wdth  the  statistics  presented  by  the  reader  of  the  paper  as  having 
proved  conclusively  the  value  of  the  extract  over  the  usual  methods  of 
ti-eatment. 

Dr.  Lee  M.  Hukd  cited  two  cases  in  which  Dr.  Dwyer  had  adminis- 
tered the  leucocyte  extract  for  him.  The  first  was  spontaneous  osteo- 
myehtis  springing  from  the  ethmoid  cells,  in  which  the  extract  had  no 
effect.  The  second  was  a  case  of  erysipelas  developing  seven  days  after 
operation,  by  the  Killian  method,  for  orbital  abscess  and  frontal  sinus 
disease.  On  the  seventh  day  the  patient  had  a  chill,  with  a  rise  of 
temperature  to  105°  F.  The  extract  was  used,  the  temperature  fell,  and 
the  patient  made  a  prompt  recovery. 

Dr.  Haskin,  in  reply,  reiterated  the  fact  that  every  case  reported  was 
practically  in  extremis  when  treatment  with  the  extract  was  instituted, 
so  that  the  method  had  been  given  the  hardest  kind  of  a  test.  The  only 
place  where  the  extract  is  prepared  is  the  laboratory  of  the  College  of 
Physicians  and  Surgeons.  It  is  easily  obtainable  and  will  keep  in  an 
ice-box. 

Some  Observations  on  Intranasal  Surgery.— Charles  W. 
Richardson,  M.D.— Khinologists  are  beginning  to  look  beyond  the  nose 
to  determine  the  cause  and  to  remove  the  conditions  which  bring  about 
various  diseased  activities  within  the  nasal  chambers.  Vasomotor  dis- 
turbances of  the  upper  respiratory  tract,  formerly  treated  by  cauterising 
or  removing  the  turbinates,  can  be  relieved  or  removed  and  a  moderate 
degi'ee  of  simple  nasal  treatment  instituted,  in  whitdi  siu'gery  plays  no 
part.  A  resolution  with  permanent  return  to  normal  can  be  assured. 
Congestion  of  the  turbinates,  with  intermittent  turgescence  of  varying 
degrees,  has  often  been  treated  by  removal  of  the  middle  and  inferior 
turbinates,  when  properly  applied  therapeutic  measures  would  more 
certainly  and  rationally  have  accomplished  the  purpose.  In  many  such 
cases  the  patient  has  been  found  to  be  partaking  too  largely  of  carbo- 
hydrate and  sugar;  they  are  generally  overfed,  improperly  clad,  and  do 
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not  take  the  requisite  amount  of  physical  exercise.  The  object  of  the 
paper  was  to  impress  the  fact  that  there  are  many  disturbances  of  the 
general  system  which  influence  the  upper  air-tract  from  tlie  pathological 
point  of  view,  and  the  relationship  of  these  to  the  disturbances  noted 
must  be  thoroughly  weighed  before  resorting  to  operative  measures. 

Dr.  0.  A.  Si.  McKimjiie  said  that  patients  who  are  given  instruc- 
tion about  diet  and  other  hygienic  measures  do  not  carry  them  out. 
Unless  something  is  done  locally  they  think  nothing  is  being  done. 

Dr.  H.  HoLBROOK  Curtis  referred  to  the  use  of  the  BaciUns  hnl- 
qaricHs  in  the  class  of  cases  in  which  the  alimentary  canal  plays  so 
important  a  part.  He  had  often  found  the  result  marvellous.  Spraying 
the  nose  Avith  the  pure  culture  of  the  bacillus  in  veal  broth,  and  the 
administration  of  the  same  internally,  Avill  relieve. many  turgescent  con- 
ditions in  the  nose.  In  ozsena  and  rhinitis  sicca  he  was  still  using  the 
Bacillus  hulgarimis  in  suspension,  and  considered  it  the  most  efficient 
treatment. 


Nasal  Polypi  involving  the  Orbit.  Frontal  Sinus,  and  Anterior 
Fossa  of  the  Skull.— William  B.  Chamberlin,  M.D.— The  patient, 
male,  aged  forty-one,  consulted  him  on  account  of  a  discharging  sinus 
beneath  the  left  eyebrow.  The  history  was  that  several  vears  ago  masses 
of  polypi  had  been  removed  from  both  sides  of  the  nose,  affording  tem- 
porary relief  from  the  nasal  obstruction  of  which  he  complained.  There 
was  no  history  of  pain,  and  the  trouble  had  not  prevented  him  from 
working.  Examination  showed  exophthalmos  of  the  left  eye,  considerable 
swelling  of  the  soft  parts  above  it,  and  a  fistula  immediately  beneath  the 
centre  of  the  eyebroAv.  Both  nasal  fossse  were  completely  filled  with 
polypi.  An  attempt  was  made  to  clear  the  left  fossa  under  cocaine,  but 
it  was  found  impossible  to  remove  all  the  polypi  on  account  of  the 
bleeding.  Four  days  later,  under  general  ansesthesia,  the  skull  cavity 
was  opened  throiigh  the  frontal  sinus.  On  removing  a  portion  of  the 
anterior  sinus  wall,  above  the  inner  canthus,  a  plate  of  bone  was  encoun- 
tered lying  free  and  quite  movalile.  This  proved  to  be  the  posterior  wall 
of  the  sinus,  and  was  i-emoved  as  a  sequestrum.  Masses  of  tissue 
resembling  the  convolutions  of  the  brain  immediately  bulged  through  the 
opening.  There  was  no  pulsation,  and  the  colour  was  that  of  the  ordinary 
nasal  polyp.  To  afford  greater  working  space,  a  vertical  incision,  joining 
the  fir.st  incision  at  right  angles,  was  carried  upward  4  cm.,  while  the  antei'ior 
cranial  wall  was  resected  over  an  elliptical  area  of  3  by  5  cm.  The  tumour 
mass  was  carefully  removed,  piecemeal.  The  only  point  of  origin  within 
the  skull  cavity  was  a  pedicle,  fully  1  cm.  in  diameter,  situated  at  about 
the  centre  of  the  internal  or  median  wall  [?  of  the  frontal  sinus. — Ed.]. 
The  cavity  revealed  after  entire  removal  of  the  tumour  mass  was  appa- 
rently co-extensive  with  the  anterior  fossa  of  the  skull.  The  orbital  roof 
was  removed  wherever  necrosed  bone  was  discovered.  Masses  of  polypi 
were  removed  from  the  frouto-nasal  duct.  Further  operative  interference 
was  not  deemed  advisable  at  this  time.  The  wound  was  packed  with 
gauze  and  a  wick  cariied  through  the  enlarged  fronto-nasal duct  into  the 
nose.  Recovery  uneventful,  and  patient  left  hospital  at  the  end  of  one 
week.  Enormous  masses  of  polypi,  together  with  most  of  the  middle 
turbinate  and  ethmoid  labyrinth,  were  subsequently  removed  from  the 
right  fossa,  and  more  polypi  and  part  of  the  middle  turbinate  from  the 
left  fossa.  The  external  opening  has  gradually  grown  smaher,  and  when 
nasal  drainage  is  unobstructed  can   be  closed  entirelv.     Tlie  following 
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points  of  interest  present  themselves  witli  reference  to  the  ease  :  (1)  The 
entire  absence  of  symptoms  following  compression  of  so  large  a  Ijraiu 
mass.  There  was  no  headache,  no  paralysis,  and  the  mentality  seemed 
good.  (-)  The  presence  of  polypi  in  this  situation.  (3)  The  absence 
of  infection.  (-i)  The  ultimate  outcome.  Will  the  cavity  fill  with 
granulations,  aiul  so  become  obliterated,  or  will  it  persist  ?  The  author 
was  inclined  to  believe  it  will  remain  practically  the  same.  The  distance 
from  the  outer  surface  to  the  posterior  wall,  as  measured  by  tlie  probe, 
is  now  5  cm. ;  the  distance  to  the  extreme  posterior  external  angle 
measures  7  cm. 

Dr.  Thomas  H.  Halsted  said  that  this  case  illustrated  the  extent  to 
which  disease  of  this  sinus  might  progress  without  producing  cerebral 
symptoms  even  with  the  posterior  plate  gone. 

Dr.  Ross  Hall  Skillern  thought  there  must  have  been  a  pi'e- 
existing  mucocele  of  the  frontal  sinus,  and  at  the  same  time,  perhaps,  a 
hyperplastic  ethmoiditis.  Polyps,  as  is  well  known,  always  grow  in  the 
line  of  least  resistance.  In  Dr.  Chamberlin's  case  there  were  pi'obably 
dehiscence  in  the  lamina  papyracea  and  frontal  bone,  which  a  growing 
mucocele  would  cause.  He  had  always  seen  a  portion  of  the  orbital  wall 
lacking  in  operations  for  mucocele.  The  mucocele  might  have  broken 
through  into  the  eye,  and  the  mucous  polyp  might  have  grown  through 
this  break  into  the  anterior  cerebral  fossa  against  the  frontal  lobe,  con- 
tinuing to  develop  until  the  entire  fossa  was  filled.  If  the  growth  had 
been  thoroughly  outlined,  instead  of  being  taken  out  piecemeal  with 
forceps,  it  would  have  been  possible  to  make  a  diagnosis. 

Dr.  JoHX  M.  Ingersoll  had  thought  the  X-ray  plate  a  faulty  one  at 
first,  and  was  surprised  to  see  at  the  operation  what  the  actual  condition 
was.  He  had  watched  the  case  with  a  great  deal  of  interest.  The 
remarkable  absence  of  symptoms  must  have  been  due  to  very  gradual 
development  of  the  polypi  and  to  consequent  gradual  development  of 
pressure  upon  the  brain.  Referring  to  Dr.  Skillern's  suggestion  with 
reference  to  uncovering  the  entix-e  cavity,  the  speaker  said  this  would 
have  entailed  the  loss  of  nearly  half  of  the  skull  anteriorly. 

Dr.  Chamberlin,  in  closing  the  discussion,  emphasised  the  point  of 
origin  of  the  mass.  How  to  close  the  cavity  was  a  problem.  After 
removal  of  all  the  bony  tissue  the  scalp  might  have  been  allowed  to  pro- 
lapse down  over  the  cavity,  but  this  would  leave  a  frightful  deformity. 
It  would  have  been  better  to  get  sufficient  drainage  through  the  nose. 
It  was  possible  to  get  a  catheter  or  probe  through  the  naso-frontal  duct 
at  present,  but  the  opening  w^as  not  large  enough  to  allow  free  drainage 
at  all  times.  Until  free  drainage  through  this  passage  could  be  secured 
the  anterior  opening  could  not  be  closed. 

The  Relation  of  Nasal  Conditions  to  Anaphylaxis  and 
Asthma.— Justus  Matthews,  M.D.  (Mayo  Clinic,  Rochester,  Minn.)  - 
The  serum  disease  was  among  the  first  phases  of  anaphylaxis  to  be  care- 
fully studied  as  to  its  aetiology,  symptomatology  and  pathology.  The 
blood  or  serum  of  many  animals,  when  introduced  into  the  blood  or 
tissues  of  certain  other  species  or  animals,  is  more  or  less  toxic.  But 
men,  rabbits,  guinea-pigs  and  other  species  receive  horse-serum  without 
reaction,  except  in  the  cases  of  individuals  having  the  state  of  hyper- 
susceptibility  called  allergv  av  anaphylaxis.  The  reception  of  the  initial 
dose  of  serum  by  an  animal  not  previously  sensitised  may  or  may  not 
induce  symptoms.  The  absorption  of  the  second  dose  of  the  same  serum 
will,  under  favourable  circumstances  produced  changed  or  allergic  reaction. 
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From  experiments  it  appeared   that  the   reaction   may,  and  probably 
does  normally,  occur  without  the  assistance  of  the  nervous  system. 

Under  certain  conditions  animals  may  be  sensitised  by  the  taking  of 
an  antigen  into  the  stomach.  Guinea-pigs,  for  example,  become  sensi- 
tised by  the  feeding  of  raw  horse-flesh,  and  will  give  the  characteristic 
anaphylactic  reaction  to  the  serum  or  to  other  tissues  of  the  species. 
These  animals  may  also  become  sensitised  to  the  horse  by  confinement  in 
the  same  room  through  the  inhalation  of  emanations. 

The  majority  of  the  deaths  following  the  therapeutic  injection  of 
horse-serum  have  occurred  in  persons  subject  to  horse-fever  and  asthma, 
or  in  those  sensitised  by  previous  injections.  The  symptoms  in  these 
cases,  while  exactly  typical  of  anaphylactic  shock,  are  those  of  an  extreme 
asthma  resulting  in  asphyxia  and  death.  Hay-fever,  rose  cold,  and  similar 
affections  occur  in  individuals  whose  membranes  are  hypersensitive  to 
specific  varieties  of  pollen,  and  their  i-eactions  are  analogous  to  and 
undoubtedly  identical  with  the  local  reaction  of  experimental  anaphylaxis. 
The  asthma  often  associated  with  the  local  symptoms  of  hay-fever,  etc., 
is  induced  by  the  entrance  of  the  same  antigen  into  the  blood  or  tissues, 
usually  through  the  mucous  membranes  of  the  upper  respiratory  tract, 
and  is  the  typical  respiratory  disturbance  of  acute  non-fatal  anaphylactic 
shock.  Clinically,  asthma  produced  by  these  known  foreign  proteins 
differs  in  no  respect  from  the  more  ccmmon  form  of  the  disease  known  as 
spasmodic  or  bronchial  asthma,  except  that  in  the  latter  the  identity  of 
the  foreign  protein  causing  the  reaction  is  unrecognised. 

Susceptibility  to  anaphylaxis  has  been  observed  to  vaiw  greatly  in 
individuals.  The  so-called  asthmatic  tendency  has  in  a  similar  way  long 
been  known  to  be  marked  in  certain  persons  and  families,  and  heredity 
has  undoubtedly  an  important  bearing  on  the  aetiology  of  the  disease.  It 
has  been  assumed  that  the  predisposition  was  inherent  in  the  nervous 
system,  and  this  may  be  so  in  some  cases  ;  but  there  is  no  proof  of  this 
assumption,  whereas  it  has  frequently  been  observed  that  many  of  the 
individuals  supposedly  subject  to  heredity  may  have  very  evident  setio- 
logical  factors  in  nasal  polypi,  suppurating  sinuses,  etc.,  the  removal  of 
which  has  relieved  the  asthma.  From  this  it  would  appear  that  the 
essential  inheritance  has  been  an  anatomic  or  functional  predisposition 
to  affections  of  the  upper  respiratory  tract  probably  associated  with  a 
susceptibility  to  anaphylactic  sensitisation. 

During  the  past  four  years  there  have  been  examined  in  the  Mayo 
Clinic  about  300  cases  of  asthma.  In  over  90  per  cent,  of  the  cases  tbe 
principal  lesions  which  might  be  considered  as  setiological  were  in  the 
upper  respiratory  tract.  Chronic  suppuration  or  the  retention  of  mucoid 
secretions  in  the  nose  or  accessory  sinuses  occurred  in  the  majority  of 
these  cases.  Treatment  was  directed  toward  the  object  of  securing  free 
and  continuous  drainage  of  every  portion  of  the  tract,  and  little  attention 
was  paid  to  possible  reflex  factors  of  aetiology.  In  the  majority  of  the 
cases  the  relief  of  the  asthma  corresponded  almost  exactly  with  the  degree 
of  success  in  obtaining  the  result  sought — that  is,  the  prevention  of  the 
retention  and  reabsorption  of  mucous  secretions.  The  relief  of  asthma 
l>y  any  known  treatment  does  not  mean  that  the  patient  is  permanently 
cured,  since  the  susceptibility  remains  through  life,  and  symptoms  ^nll 
recur  whenever  there  exist  conditions  favourable  to  the  production  and 
absorption  of  the  specific  antigen  to  which  the  individual  is  sensitive. 

Various  methods  of  desensitising  animals  have  lieen  discovered,  but 
no  method  yet  reported  gives  a  lasting  immunity,  and  all  are  attended 
with  liigh  m<irtalitv.     Until  a  safe  and  officiont  method  of  desensitising 
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is  possilde  the  treatment  of  asthma  must  he  directed,  as  in  the  past,  to 
the  reUef  of  symptoms  by  whatever  measures  are  indicated  in  each 
individual  ease. 

Dr.  J.  A.  Stucky  believed  less  and  less  in  the  need  for  local  treat- 
ment in  asthma.  Of  course,  if  pressure  from  the  turl)inate  bodies 
resulted  in  the  absence  of  fi*ee  drainage,  this  pressure  must  be  removed. 
The  most  important  part  of  the  treatment  of  asthma,  however,  is 
systemic.  He  had  seen  good  results  from  the  use  of  thyroid  extract, 
five  to  ten  grains  administered  three  times  a  day  until  there  is  slight 
acceleration  of  pulse.  Local  treatment  with  adrenalin  and  cocaine  did 
more  harm  than  good. 

Dr.  William  H.  Haskin  thought  that  operative  treatment  was 
seldom  necessary.  For  fifteen  years  he  had  been  employing  suction  in 
these  cases,  and  had  yet  to  see  a  case  in  which  operation  was  necessary, 
except  for  the  removal  of  middle  turbinate  bones  or  other  obstructions 
to  drainage.  By  going  in  under  the  turbinates,  and  pulling  out  the 
secretion  by  means  of  the  suction  apparatus,  the  mucous  membrane 
would  shrink  in  a  short  time.  When  the  thick,  glairy  mucus  had 
been  removed  it  was  possible  to  use  any  kind  of  local  treatment.  He 
had  found  nitrate  of  silver  very  useful.  Vaccine  therapy  was  of  value, 
but  failure  often  resulted  because  the  true  infected  secretion  was  not 
reached  in  taking  the  smear  from  the  nose.  Staphylococcus  infection 
was  present  in  the  majority  of  instances,  and  if  an  autogenous  vaccine  be 
made  from  this  astonishing  results  could  be  obtained. 

Dr.  Matthews  agreed  that  one  must  look  as  much  to  the  general  as 
to  the  local  treatment  of  hay-fever  and  asthma.  In  most  cases,  especially 
of  asthma,  the  general  conditions  might  predispose  to  rhinitis,  but  not 
be  the  immediate  cause  of  asthma.  The  rhinitis  was  the  usual  cause  of 
the  asthma. 
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{Translated  by  H.  Clayton  Fox,  F.R.C.S  L) 

{Continued  from  y.  560,  vol,  xxviii,  No.  10.) 

Laryngostomy  for  Laryngeal  Stenosis,  Tubercular  in  Origin.— 
Pautet. — These  cases  are  rare,  and  if  Sargnon's  statistics  are  perused 
only  a  few  cases  of  recovery  are  met  with.  The  author  reported  the  case 
of  a  man  (a  hawker  by  trade),  aged  thirty-three,  who  consulted  him  for 
severe  stenosis.  Tracheotomy  was  performed  as  a  matter  of  urgency. 
Some  time  afterwards  a  fresh  attack  of  stenosis,  very  intense  in  character, 
occun-ed.  Pautet  endeavoured  to  remove  an  arytaenoid,  but  was  unsuc- 
cessful owing  to  very  marked  reflexes.  He  then  performed  laryngostomy 
under  local  anaesthesia.  Seven  c.c.  of  novocaine  dissolved  in  physiological 
serum  sufiiced  to  anaesthetise  the  region  completely.  Kubber  dilatation 
was  then  tried,  but  proved  a  failure.     A  few  days   subsequently   the 
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author  practised  through  the  opeuing  galvauo-cauterv  puuetures  and 
application  of  chemical  caustics  at  six  sittings.  The  patient  gradually 
regained  his  normal  weight  and  the  general  health  became  excellent. 
Operated  on  in  May,  in  July,  in  spite  of  the  author's  advice,  he  resumed 
his  occupation,  and,  blocking  his  cannula,  shouted  his  wares.  The  patient 
still  wears  a  tube,  but  the  author  hopes  to  be  able  to  remove  it  shortly. 
This  operation  was  only  possible  because  the  disease  was  not  too  far 
advanced  in  the  lungs. 

MoLiNiE  (Marseilles)  said  that  dilatation  by  his  method  is  also 
practised  for  tuberculosis.  If  one  were  successful  in  keeping  the 
larynx  open,  surgical  efforts  could  be  brought  to  bear  on  the  parts 
alone  affected.  Heliotherapy  could  also  l)e  carried  out  through  this 
opening.  The  method  would  also  be  useful  in  the  treatment  of  pulmonary 
tuberculosis  itself  (direct  introduction  of  vapours,  oils,  aspiration  of 
bronchial  secretions).  Tracheotomy  sometimes  gives  excellent  results  in 
laryngeal  tuberculosis ;  in  all  cases  where  he  has  adopted  it  it  was  to 
remedy  stenosis  and  the  patients  were  much  improved. 

Pautet  (Limoges)  replied  that  this  method,  if  excellent,  is  very 
delicate,  and  requires  particular  and  constant  care.  He  thought  that 
the  larynx  ought  only  to  be  opened  in  desperate  cases. 

Sargnon  (Lyons)  used  rubber  dilatation  Avhen  there  was  not  too 
much  inflammation.  G-auze  should  be  preferred  in  contrary  cases.  Red 
ointment  is  of  service,  suppressing  foetor  and  facilitating  epidermisation. 
Laryugostomy  is  indicated  in  lupus,  laryngeal  tuberculosis,  and  even  for 
cicatricial  stenosis,  for  it  enables  one  to  cauterise  under  control  of  vision. 
Rubber  dilatation  must  not  be  employed  in  laryngeal  tuberculosis,  for  it 
causes  ulceration. 

Subglottic  Angioma. — Joubert  (Lyons). — The  patient,  who  was 
suffering  from  dyspnoea,  presented  on  larvngoscopic  examination  a  bilobed 
tumour  under  the  right  vocal  cord.  This  was  removed  by  thyrotomy 
and  proved  on  examination  to  be  an  angio-fibroma.  Recovery  followed. 
The  author  remarked  the  rarity  of  this  neoplasm  and  the  superiority  of 
the  trans-thyroid  route,  which,  with  a  temporary  tracheotomy,  renders 
operating  easy,  and  safeguards  against  hsemorrhage,  cedenia  and  asphyxia 
more  surely  than  extirpation  by  the  intra-laryngeal  route. 

Pharyngeal  Asthma. — Chavanne  (Lyons). — This  is  a  rare  mani- 
festation. Adenoid  vegetations  and  nasal  obstruction  may,  however,  by 
functi(nial  disturbance  induce  asthma.  The  author  related  the  case  of  a 
girl,  aged  fourteen,  who  for  a  long  time  had  experienced  frequent  attacks 
of  asthma,  commencing  with  a  distressing  feeling  of  tickling  in  the  throat. 
Examination  revealed  a  papilloma  of  the  uvula ;  after  its  removal  the 
crises  immediately  ceased. 

Treatment  of  Lupus  of  the  Mucous  Membranes  by  Radium. — 
Broeckhaert  (Ghent j. — Radium  gives  excellent  results  in  lupus.  The 
autlior  reported  four  cases,  three  of  the  ulcerating  variety  and  one  of 
the  obstructive  granular  type.  Radium  is  most  potent  in  the  granular 
form  ;  in  the  obstructive  variety  it  acts  by  destroying  the  graiudatious 
and  converting  the  invaded  tissues  into  a  supple  and  cicatricial  fibrous 
tissue.  .  The  author  explained  his  procedure :  1  cgrm.  of  radium 
bromide  is  mixed  in  a  special  varnish  and  enclosed  in  a  sheath  of 
rubbei-.  For  lupus  there  are  two  methods — the  destructive  and  the 
modifying.     When  it  is  a  matter  of  expedition  (obstructive  variety)  the 
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•.lestriK-tive  inethocl  is  to  be  preferred,  but  in  tlie  case  of  the  iilci'iatiiii,' 
form  it  is  better  to  proceed  slowly  and  the  modifying;  method  should 
be  chosen.  This  method  consists  in  enclosing-  the  radium  in  a  thicker 
filter;  the  apparatus  described  above  is  then  covered  with  a  plate  of 
thin  alnniinium.  The  time  of  exposure  varies  according  to  the  extt-nt 
of  the  lesion  and  the  rapidity  with  which  one  wishes  to  act.  In  thn 
ulcerative  form  the  apparatus  is  placed  in  the  diseased  uasal  fossa  and 
retained  in  position  by  a  small  tampon  of  cotton-wool  for  an  hour,  three 
sittings  for  a  week,  rest  for  a  week,  three  sittings  during  the  third  week 
and  rest  for  a  fortnight.  Improvement  is  apparent  after  six  or  seven 
applications.  lu  the  granular  form  the  granulations  must  be  removed 
by  curettage  and  radium  applied  for  two  houi's  at  each  sitting. 

Correction  of  some  Nasal  Deformities.— Molinie  (Marseilles). — 
The  author  classities  nasal  deformities  in  two  groups  — saddle-backed  and 
arched  or  hooked  noses.  As  regards  treatment  the  osteo-cartilaginous 
framework  must  in  all  cases  be  attacked  endo-nasally.  The  author's 
procedure  is  as  follows :  The  ala  of  the  nose  is  raised  with  Palmer's 
speculum ;  the  septum  then  stands  out  prominently  and  above  one  sees  a 
fibro-mucous  cul-de-sac.  An  incision  is  made  in  the  latter  and  the 
superior  border  of  the  quadrilateral  cai'tilage  followeil  up  till  the  nasal 
crest  is  reached,  when  a  view  of  the  part  to  correct  is  obtained.  Two 
conditions  may  be  present— exaggerated  or  defective  development.  In 
the  first  a  rougine  is  introduced  into  the  incision  and  the  soft  parts  are 
elevated ;  the  bone  prominence  is  then  obvious  and  can  be  easily  reduced 
by  gouge  and  mallet.  For  this  stage  of  the  operation  the  author  showed 
a  guillotine  which  he  had  devised.  The  projecting  part  having  been  cut 
down,  pledgets  of  cotton-wool  are  inserted  in  the  uasal  fossaj  and  cold  wet 
compresses  applied  externally  for  some  hours.  In  the  saddle-backed 
variety,  if  a  crest  accompanies  the  depression,  it  is  utilised  as  a  graft  to 
fill  the  latter.  When  such  material  is  not  at  disposal  a  piece  of  septal 
cai'tilage  is  substituted.  Should  a  deviated  septum  be  associated  with  the 
depression  it  is  operated  on  and  the  di'hris  used  to  fill  up  the  gap.  In 
the  case  of  very  marked  depression  of  the  bridge  with  a  normal  septum, 
one  can  without  anxiety  obtain  sufficient  material  from  the  latter.  In  very 
pronounced  saddle-back  deformity  resulting  from  syphilis  the  author 
prefers  to  restore  the  contour  of  the  nose  by  introducing  a  fenestrated 
plate  of  aluminium  beneath  the  skin,  which  soon  becomes  enveloped  in 
fibrous  tissue  and  incorporated  with  the  nasal  skeleton. 

BouRGUET  (Toulouse),  after  bilateral  incisions,  completely  exposes 
the  parts  and  can  then  operate  under  control  of  vision. 

Tretrop  (Antwerp)  thought  that  one  ought  to  be  cautious  in  this 
form  of  treatment.  The  uasal  fossae  constitute  a  septic  focus,  and  a 
prosthetic  operation  may  be  the  starting-point  of  a  fatal  infection.  He 
preferred  paraffin. 

MoLiNiK  (Marseilles)  found  paraffin  difficult  to  use.  He  does  not 
elevate  the  periosteum,  and  prefers  the  unilateral  incision  as  it  is  attended 
with  less  mutilation  than  the  bilateral. 

Special  Case  of  Nasal  Stenosis  and  Lingual  Adhesion  ;  Cure 
by  Dissection  and  Osseous  Resection.  Bar  (Nice).— A  young  man, 
after  an  attempt  at  suicide  by  shooting,  had  liis  palatine  arch  destroyel 
and  a  portion  of  the  mandible  carried  away.  The  lesions  healed,  Init  a 
cicatrix  fonned  which  gave  rise  to  serious  stenosis.  The  author 
thoroughly  re-established  the  patency  of  the  breath-way  by  osseous  resec- 
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tiou  aud  dissectiou  of  the  cicatrix  aud  to-day  the  patient  is  quite  well. 
The  rhiuo-plastic  methods  employed  for  correcting  nasal  deformities 
cannot  be  adopted  when  all  the  framework  of  the  nose  has  been  previously 
destroyed,  for  the  resection  can  only  result  in  a  shapeless  mass,  flaccid 
and  without  support,  frequently  terminating  in  atrophy  and  contraction. 
To  remedy  nasal  stenosis,  which  so  sadly  affects  the  respiratory  ti*act  and 
its  function,  one  wall  have  recourse  to  dissection  and  excision  of  the 
offending  iutra-nasal  parts  resulting  from  the  accident  wdiich  has  involved 
the  region.  Cicatrical  adhesions  fixing  the  tongue  will  be  combated  in  a 
similar  manner. 

Latent  Mastoiditis. — Mignon  (Nice). — A  girl,  aged  twelve,  liad  for 
some  time  suffered  from  great  debility,  somnolence,  with  a  temperature 
of  about  104°  F.,  markedly  oscillating.  Enteric  fever  was  suspected,  but 
a  positive  diagnosis  was  not  possible.  The  temperature  chart  suggested 
the  presence  of  a  purulent  focus.  There  was  no  pain  on  pressure  over 
the  mastoid  process.  Subsequently  a  sanguino-purulent  discharge 
occurred  from  the  ear  lasting  two  days.  Otoscopy  revealed  a  perforation 
with  a  little  pus  in  the  tympanum.  Under  treatment  the  suppuration 
ceased,  but  the  temperature  remained  high  and  the  general  condition  did 
not  improve.  No  pain  was  complained  of  and  the  child  readily  answered 
questions.  Mastoiditis  was  diagnosed  and  it  was  decided  to  operate 
(three  weeks  after  the  onset).  The  antrum,  small  and  deeply  seated, 
was  found  to  contain  pus,  as  also  did  the  adjoining  cells.  The  antrum 
was  thoroughly  cleared  out  and  the  wall  of  the  aditus  resected  as  far  as 
the  tympanum.  The  temperature  rose  after  the  operation,  but  fell  to 
normal  next  day.     Rapid  recovery  followed. 

Brindel  (Bordeaux)  was  one  of  the  first  to  note  the  frequency  of 
latent  mastoiditis  {Eeviie  hebdomadaire  de  laryngolocjie  et  d'otologie, 
Nos.  7,  8,  9,  February  15,  22,  March  1,  1912).  Although  in  this  form 
one  cannot  be  sure  of  definite  symptoms,  there  are,  however,  in  every  case 
of  latent  mastoiditis  swelling  about  the  mastoid  and  sagging  of  the 
postero-superior  wall  of  the  meatus,  even  when  the  patient  makes  no 
complaint  as  to  the  ear.  He  asked  wdiy  Mignon  resected  the  wall  of  the 
aditus  up  to  the  tympanum  ;  he  considered  this  precaution  needless,  the 
destruction  of  the  postero-superior  wall  of  the  meatus  being  liable  later 
on  to  compromise  audition. 

Mignon  (Nice)  replied  that  swelling  of  the  mastoid  and  retro- 
auricular  sulcus  wdth  sagging  of  the  meatal  wall  were  not  present  in 
his  case.  If  he  opened  the  aditus  it  was  because  pus  was  there,  aud  he 
advanced  as  long  as  he  noted  its  presence,  without,  however,  touching 
the  tympanum. 

Brindel  (Bordeaux)  replied  that  latent  mastoiditis  means  mastoiditis 
without  temperature. 

Cerebellar  Abscess;  Operation  ;  Recovery. — Aboulker  (Algiers). 
— -A  man,  aged  forty-five,  with  a  history  of  right-sided  otorrhoea  since 
childhood,  recently  experienced  severe  headache.  When  seen  by  the 
author  his  condition  was  serious.  Staggering  gait,  rotation  of  objects, 
vomiting ;  pulse,  80 ;  profound  somnolence  ;  nystagmus  ;  Kernig's  sign 
positive.  The  tympanum  was  full  of  granulations.  Mastoid  paiu 
absent.  Luml)ar  puncture  was  performed  ;  cerebro-spinal  fluid  normal. 
Abscess  of  the  posterior  fossa  was  diagnosed.  On  operating  a  cerebellar 
abscess  was  discovered,  containing  80  grm.  of  pus.  The  general  condition 
rapidly  improve<l.     Only  now  the  author  learned  that  the  patient  had  for 
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some  considerable  time  suffered  from  occipital  headache,  and  that  ou  tlu' 
day  of  the  operation  he  could  not  use  his  riL,dit  arm  as  he  ou^ht.  Had 
these  symptoms  been  kuowu  soouer  the  diagnosis  might  have  lieeii 
expedited.  A  tistula  lietweeu  the  cerebellum  and  the  posterior  surface  of 
the  petrosal  bone  persisted  for  a  year,  and  was  continually  drained. 
The  tistula  closed,  but  as  discharge  from  the  ear  continuetl  the  lal)yrinth 
was  operated  on  on  three  occasions. 


PHARYNX. 

Levy,  Max  (Charlottenburg). — Complications  after  Adenoid  Operation. 
"  Zeitschr.  f.  Laryngol.,""  JM.  v,  Heft  2. 

Levy  compares  the  small  number  of  bad  results  recorded  in  literature 
with  the  large  number  of  mishaps  which  surgeons  acknowledge  in  private 
conversation.  Further,  these  cases  soon  pass  out  of  the  specialist's  hands, 
and  the  child's  own  doctor  may  not  recognise  the  connection  between  the 
recent  operation  and  the  present  illness.  Of  the  complications  haemor- 
rhage is  the  most  common.  This  may  only  be  recognised  when  the 
stomach  becomes  full  and  the  blood  is  vomited.  Levy  is  strongly  against 
packing  the  naso-pharynx,  and  holds  that  the  best  practice  is  to  again 
scrape  the  naso-pharynx,  as  the  haemorrhage  is  usually  due  to  a  semi- 
detached piece.  Levy  advocates  the  use  of  the  Schiitz-Passow  instru- 
ment, as  the  Grottstein  curette  may  remove  a  piece  of  the  mucous 
membrane  of  the  posterior  pharyngeal  wall.  Injury  to  the  Eustachian 
cushions  and  t)ie  soft  palate  are  also  referred  to — the  latter  may  cause 
nasal  tone  of  voice.  With  regard  to  sepsis,  Levy  i-emarks  that  fever 
occurs  after  operation  in  40  per  cent,  of  cases.  Healing  occurs  under  a 
blood-crust.  Infection  of  neighbouring  lymph-glands  is  rare.  Stiffness 
of  the  neck  and  torticollis  are  due  to  myositis  of  the  prevertebral  muscles. 
Acute  otitis  media  occurs  as  a  rule  in  cases  in  which  the  ear  was  already 
the  seat  of  chronic  inflammation  before  the  operation.  Levy  savs  that, 
if  we  regard  scarlet  fever  merely  as  a  special  form  of  sepsis,  it  is  not 
remarkable  that  it  should  occur  after  operation  ou  tonsils  and  adenoids. 
It  is  very  difficult  to  diagnose  scarlatina  from  the  septic  rash  which 
sometimes  follows  operation — if  there  really  is  any  difference  I 

Levy  records  a  case  in  which  otitis  media  and  fatal  meningitis  followed 
the  removal  of  adenoids ;  the  otitis  had  healed  before  the  meningitis 
occurred.  Pyaemia  and  septicaemia  with  exophthalmos  may  follow  the 
removal  of  adenoids,  the  infection  passing  from  the  pharyngeal  plexus  to 
the  lateral  nasal,  facial,  ophthalmic  and  central  vein  of  the  retina.  Levy 
holds  that  cases  which  suffer  from  rheumatism  after  operation  occur  in 
patients  who  have  had  an  angina  a  short  time  before.  The  surgeon 
should  make  sure  that  there  has  been  no  illness  in  the  house  for  some 
time  ])efore  operation.  /.  »S'.  Fraser. 

NOSE. 

Thomson,   Sir   StClair. — Two   Cases   to  Illustrate   the   Advantages   of 

Lateral  Rhinotomy  (Moure's  Operation)  in  dealing^  with  Malignant 

Growths  of  the  Nose  and  Accessory  Sinuses,     •Pruc.  Koy.  Soc 

Med.,"  vol.  vi.  No.  5,  March,  1913,  Clinical  Sect.,  p.  156. 

One  case  was  operated  on  two  and  a  half  years  ago,  the  other  six 

months ;  in  neither  is  there  any  trace  of  recurrence. 
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After  a  description  of  the  operation  and  its  scope,  the  author  points 
out  that  it  has  the  following  advantages:  A  large  ofening  is  obtained. 
Any  neoplasm  is  well  seen,  particularly  those  of  the  ethmoid  area  and 
antro-nasal  wall.  Extensions  to  the  iufundibulum  and  sphenoid  can  be 
directly  inspected.  Haemorrhage  is  less  and  more  easily  controlled.  The 
incision  is  closed  with  a  few  horsehair  stitches,  no  dressing  is  required, 
and  the  wound  heals  like  a  shaving  cut.  Malignant  disease  of  the  antrum 
rai'elv  starts  from  the  floor,  and  excision  of  the  alveolus  is  unscientific. 
There  is  little  or  no  disfigurement.  Raymond  VereJ. 

AUes,  Emmanuel  C— Mucocele  of  the  Anterior  Ethmoidal  Cells. 
"  Lancet,"  December  14,  1912,  p.  ItUo. 

A  case  reported  at  the  suggestion  of  Prof.  Fuchs,  of  Vienna.  A  deaf 
and  dumb  man,  aged  twenty-five,  presented  himself  at  the  eye  clinic 
with  right  exophthalmos,  persistent  since  scarlet  fever  at  three  years.  A 
hard  mass  was. felt  at  the  junction  of  the  upper  and  inner  wall  of  the 
right  orbit ;  firm  and  nodular,  a  small  area  at  the  upper  part  was  softer 
and  seemed,  to  fluctuate.  The  swelling  was  fixed  immovably  to  the  bone. 
No  pulsation,  2  cm.  wide  and  2  era.  long.  Pressure  at  a  certain  spot 
caused  shooting  pain  along  right  supra-orbital  nerve.  Eye-movements 
good.  No  diplopia.  Eyeball  completely  covered  on  closing  lids.  Eye 
protruded  11  mm.  Pupil  normal  and  reacting  to  light  and  accommoda- 
tion. Vision  :  E.  ii-,  L.  f  ?,  +  OS  Hm.  =  f .  Fundi  normal.  No 
epiphora.  Eight  nasal  blocking.  Eight  middle  turbinai  hypertrophic 
and  pressed  to  septum  by  large  bulla  of  anterior  ethmoidal  cells.  Pus 
in  middle  meatus.  Left,  old  otitis  media  Eight  ear,  chronic  adhesive 
otitis. 

Diagnosis  (Dr.  Neumann)  :  Clironie  empyema  of  anterior  eth- 
moidal cells  secondary  to  tumour,  probably  cholesteatoma.  X-ray : 
Tumour  seemed  to  originate  from  right  ethmoid  and  protrudes  into 
upper  part  of  maxillary  sinus.  Opei'ation  by  Prof.  Fuchs  by  external 
incision  ;  brownish,  semi-gelatinous  fluid  poured  out  of  anterior  ethmoidal 
cells.  Anterior,  middle  and  posterior  cells  curetted,  also  frontal  sinus. 
Cavity  plugged  Avith  gauze  and  wound  partly  closed.  Patient  died  two 
days  later.  Post-mortem :  Suppurative  meningitis.  Status  thymo- 
lymphaticus.  Tliymus,  25  grm.  The  case  is  interesting  from  (1)  rarity  ; 
(2)  difficulty  of  diagnosis  ;  (3)  the  disclosures  made  by  the  jJo-st-mortem 
examination.  Madeocl  Yearsley. 

Iwanoff,  A.  (Moscow). — Fronto -ethmoidal  Trepanation.  "  Zeitschr.  f. 
Laryngol,"'  Band  v,  heft  2. 
Iwauolf  holds  that  the  frontal  sinus  is  almost  never  diseased  alone — 
that  the  ethmoidal  cells  or  antrum  (or  both)  ai-e  practically  always 
affected.  On  the  other  hand  the  ethmoid  may  be  diseased,  while  the 
frontal  contains  no  pus.  In  only  one  of  the  23  cases  he  has  operated  on 
was  the  frontal  healthy,  in  the  others  it  was  diseased  along  with  the 
etlimoid.  All  the  cases  had  had  intra-nasal  treatment  without  effect. 
Iwanoff"  finds  that  he  has  less  post-operative  oedema  if  he  injects 
cocaine  along  the  line  of  incision.  He  removes  the  bone  to  which  the 
trochlea  is  attached,  and  does  not  make  a  flap  from  the  nasal  mucosa. 
He  opens  the  floor  of  the  sinus  first  of  all,  and,  if  the  cavity  be  small, 
he  leaves  the  anterior  wall  in  sit  a  (four  cases),  but  removes  the 
mucous  membrane.  The  author  records  one  case  in  Avhich  the  sup- 
jiuration    was    confined    to    the    posteriin-   part    of    the  sinus,  and  has 
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rollected  eight  similar  cases.  After  the  radical  operation  on  the 
aiitruiu  Iwauott'  holds  that  the  cavity  again  becomes  lined  with 
epitiielium — partly  from  the  mucosa  which  is  left  and  partly  from  the 
flap  turned  down  from  the  nose.  After  the  radical  frontal  operation,  on 
the  other  hand,  the  cavity  fills  with  blood-clot,  which  organises  into 
granulation-tissue  and  finally  becomes  a  solid  mass  of  bone.  For  this 
reason  Riedel's  operation  is  the  ideal  one,  but  is  only  suitable  for  cases  in 
which  the  sinus  is  small.  Iwanoti"  has  operated  on  a  case  on  which 
another  surgeon  had  already  performed  the  radical  operation  The  sinus 
was  full  of  pus  and  granulation-tissue  and  was  quite  shut  off  from  the 
nose.  It  is  interesting  to  note  that  Iwanoff  had  to  operate  a  third  time 
in  this  case.  This  last  operation  was  followed  by  haemorrhage,  wliich 
necessitated  post-nasal  plugging.  This  again  was  followed  by  suppura- 
tive otitis  and  mastoiditis.  Seven  of  the  23  cases  had  to  be  operated  on 
three  times.  Iwanoff  tends  to  minimise  the  number  and  importance  of 
the  complications  following  operation,  and  suggests  that  in  many  cases 
these  were  present  beforehand.  The  dangers  of  the  operation  are  :  (1) 
venous  infection  and  osteomyelitis,  and  (2)  meningitis  from  lymphatic 
injection.  Iwanoff'  is  against  curetting  the  mucosa  from  the  roof  of  the 
ethmoid,  and  favours  the  use  of  a  drainage-tube  instead  of  gauze 
packing.  Iwanoff  records  one  case  in  which  operation  was  followed  by 
erysipelas  and  pneumonia,  and  later  by  suppuration  in  the  sterno- 
clavicular joint.  With  regard  to  the  indications  for  operation  the 
question  has  Ijeen  asked :  Is  not  the  operation  more  dangerous  than 
the  disease  ':  Hajek  states  that  radical  operation  is  indicated  (1)  in 
all  cases  of  orbital  and  intracranial  complication  and  those  in  which 
the  bony  Avails  are  affected  ;  (2)  in  chronic  uncomplicated  cases  only 
when  intra-uasal  treatment  fails  to  relieve  profuse  discharge  and  severe 
pain  which  prevent  the  patient  working.  Iwanoff  agrees  with  Killian 
that  long-continued  conservative  treatment  has  a  bad  effect  on  the 
mental  outlook  of  the  patient.  Even  in  spite  of  removal  of  the  middle 
turbinal  and  ethmoidal  cells  it  is  by  no  means  always  possible  to  pass 
the  frontal  cannula.  Iwanoff  wants  to  bring  the  indications  for  external 
operation  on  the  frontal  sinus  into  line  with  those  for  the  radical 
mastoid,  and  would  therefore  include  :  (1)  failure  of  conservative  treat- 
ment to  lessen  purulent  discharge,  (2)  recurrence  of  polypi  in  middle 
meatus.  Of  Iwanoff's  23  cases,  18  were  cured :  of  the  5  others  3  were 
only  a  short  time  under  ti-eatment.  /.   S.  Fraser. 

Luc  (Paris  j , — My  Present  Technique  in  the  Radical  Treatment  of  Chronic 
Frontal  Sinus  Suppuration.    "  Zeits.  f.  Laryngol.,"  Bd.  iv,  Heft  3. 

Luc  did  his  first  external  operation  on  the  frontal  sinus  in  1893.  After 
curetting  he  put  in  a  rubber  drainage-tube  and  subsequently  washed  out 
the  sinus  ;  a  cure,  however,  was  not  obtained,  and  further  operation  was 
necessary.  The  author  gives  the  history  of  his  first  four  or  five  cases,  in 
one  or  two  of  which  he  closed  the  external  wound  completely.  In  his 
first  twenty  cases  he  had,  as  a  rule,  trouble  with  drainage,  the  communica- 
tion between  the  sinus  and  the  nose  being  too  narrow.  In  two  cases 
brain  abscess  formed,  in  one  osteomyelitis  occurred,  and  in  one  case  the 
patient  died  from  meningitis.  Since  the  communications  of  Taptas  (1900) 
and  of  Killian  (1902),  Luc  has  completely  altered  his  techni(pie,  and  for 
five  years  he  has  never  had  any  deaths  from  intra-cranial  complication 
following  operation.  Since  1907  he  has  modified  Killian's  operation  on 
the  lines  recommended  by  Jaques,  of  Nancy.     He  compares  this  new 
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operation  to  that  recommeuded  by  himself  upon  the  maxillarv  autriim  ; 
iu  other  words,  free  removal  of  one  wall  of  the  sinus  and  curettage  of  the 
cavitv  through  the  opening  so  made.  He  removes  the  floor  of  the  frontal 
sinus'  and  thoroughly  clears  out  the  ethmoidal  region,  and  so  provides  free 
drainage  into  the  nose.  He  performs  the  operation,  as  a  rule,  under  local 
anaesthesia,  first  introducing  cocaine  into  the  nose  on  mops  in  the  usual 
way ;  he  injects  the  line  of  incision  with  1  per  cent,  novocaine  and 
then  passes  the  needle  deeper  down  to  the  periosteum  and  region  of  the 
nasal  nerve.  Following  Sieur,  he  opens  the  frontal  sinus  at  the  upper 
and  inner  angle  of  the  orbit  and  investigates  it  with  a  probe.  He  does  not 
remove  the  anterior  wall  nor  does  he  follow  up  a  large  orbital  extension 
if  such  exists,  but  removes  freely  the  frontal  processes  of  the  superior 
maxilla.  Before  curetting  the  sinus  he  places  a  pledget  of  cotton-wool 
soaked  in  cocaine  in  the  cavity  and  leaves  it  for  five  minutes  ;  the  curetting 
of  the  cavity  is  of  course  performed  "  blind."  If  the  sinus  is  sma.ll  the 
incision  is  entirely  closed,  but  if  it  extends  out  to  the  external  angle  of 
the  orbit  Luc  may  put  in  a  drain  here  for  a  short  time.  If  the  frontal 
extension  of  the  sinus  be  high  Luc  performs  Killian's  operation,  as  we 
know  it,  making  a  vertical  section  incision  if  necessary  in  addition  to  the 
usual  curved  one.  He  cleans  out  the  cavity  with  peroxide  and  then  paints 
it  with  tincture  of  iodine,  and  finally  insufflates  iodoform  powder,  l)ut 
puts  in  no  packing.  If  all  goes  well  the  nose  is  not  dressed  for  nine  or 
ten  days.  If,  however,  pus  appears  in  the  nose  he  passes  a  curved  cotton- 
tipped  probe  into  the  sinus  and  mops  out  the  cavity  with  peroxide,  and  if 
the  pus  persists  he  washes  out  the  sinus  with  saline.  In  this  way  he  has 
operated  upon  ten  cases  since  1907.  In  all  of  these  cases  the  antrum  ou 
the  same  side  was  affected.  He  operated  on  the  antrum  first,  and  then, 
at  the  same  sitting,  on  the  frontal.  In  three  of  the  ten  cases  the  frontal 
wound  had  to  be  reopened  on  account  of  retention  of  pus.  In  one  of 
these  the  second  operation  took  place  three  years  after  the  first,  and  the 
cavity  was  found  to  be  filled  with  connective  tissue  ;  the  suppuration  had 
only  recurred  in  the  infundibulum.  In  cases  in  which  the  bony  wall  of 
the  cavity  is  definitely  diseased  the  external  wound  should  not  be  closed 
at  the  time  of  the  operation.  Luc  confesses  that,  in  omitting  in  many 
cases  the  removal  of  the  anterior  wall,  he  is  thinking  of  the  aesthetic 
result,  especially  in  the  case  of  young  women.  /.  S.  Fi-aser. 


LARYNX    AND    TRACHEA. 

Legillon.— Abscess  of  the  Larynx.  "  Arch.  Interuat.  de  Laryng.,"  etc., 
September-October,  1911. 
This  may  occur  as  a  sequela  to  traumatism  of  the  larynx  of  staphylo- 
coccic, streptococcic  or  pneumococcic  origin,  or  it  may  occur  secondarily  to 
pre-existing  laryngeal  infections,  tubercle,  cancer,  etc.  At  other  times  it 
arises  from  a  direct  spread  of  infection  from  the  neighbouring  parts,  for 
example,  in  quinsy.  Zymotic  diseases  are  less  frequently  causes  of  this 
condition,  if  one  excepts  influenza,  Avhich  is  often  accompanied  by  laryn- 
geal involvement.  The  condition  frequently  goes  on  to  abscess-formation, 
and  is  more  common  in  adults.  A  predisposing  cause  is  cold.  The 
whole  of  the  larynx  may  be  affected,  but  particularly  the  lateral 
aspects.  The  disease  is  sometimes  localised  to  the  ventricular  bands, 
the  vocal  cords  and  the  sub-glottic  region.  l)Ut  the  ventricular  bands 
are  most  frequently  affected.  Septic  infiltration  is  moi'e  prominent 
in   the  laryngeal  cellular  tissue,  the  a ry- epiglottic  folds,  epiglottis  and 
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vontrionlar  l);intls  When  it  occurs  sul)-o;l()tric;illy  it  mav  fxtciid  to  tlic 
traclioa.  The  mucous  nioiuhrane  is  rod  or  redilisli-o-rey.  Lesions  of  the 
cartihv^o  are  rare.  Olinii-ally  the  symptoms  are  objective  and  subjective. 
At  the  prodromal  period  there  is  general  malaise  and  pain  on  swallowiiiff, 
with  moderate  fever.  Laryngoscopically  at  this  period  there  may  bo  only 
redness.  AVhen  the  condition  is  well  establislied  there  is  progressive 
dyspua?a,  crises  and  suffocation  going  on  actually  to  stenosis,  dysphagia 
.and  lancinating  pain  referred  to  the  larynx,  with  rapid  alteration  of  the 
iToice,  which  becomes  rough  and  even  aphonic.  If  the  abscess  bursts  there 
is  an  escape  of  fa^tid  pus  and  the  condition  clears  up.  At  other  times 
the  pus  evacuated  from  the  abscess  may  penetrate  the  bronchi  and  set 
up  septic  pneumonia.  Abscess  of  the  larynx  should  be  distinguished 
from  acute  oedema,  erysipelas,  tuberculosis,  asthma,  crou]),  stridulous 
laryngitis,  cancer,  polypi  of  the  larynx  and  retropharyngeal  abscess. 

Treatment. — At  first  symptomatic  to  relieve  the  dyspnoea  and  dvs- 
phagia.  Fomentations  or  ice-bags  round  the  neck,  and  the  local  appli- 
cations of  cocaine  and  adrenalin  for  the  dyspnoea.  It  may  be  necessary 
to  incise  the  abscess.  This  should  only  be  done  under  control  of  the 
vision.  Tracheotomy  should  be  reserved  for  serious  cases  where  there 
are  crises,  suffocation  or  asphyxia.  /.  D.  Lithgoio. 

Hughes,   W.  Kent    (Melbourne,  Victoria). — Infiltration   of  Laryngeal 

Mucosa;  an  Early  Sign  of  Phthisis.     "Australian  Med.  Journ.." 

March  29,  1913. 

The  author  is  of  opinion  that  the  larynx  can  be  infected  by  tubercle 

prior  to,  or  apart  from,  the  lung.    The  mucosa,  which  is  devoid  of  cilia  on 

the  posterior  wall  of  the  larynx,  is  most  prone  to  early  infection.     He  is 

of  opinion  that  all  cases  of  pulmonary  phthisis  show  some  laryngeal 

involvement  —healed  or  otherwise. 

The  earliest  signs  of  tubercle  in  the  larynx  consist  of  slight  to  definite 
infiltration  of  the  mucous  membrane  of  the  interarytenoid  space. 

A.  J.  Brady. 

Jackson,  Chevalier. — The  Dilatation  of  Bronchial  Strictures.  "Journ. 
Amer.  Med.  Assoc,"  September  21,  1912. 

The  chief  causes  of  cicatricial  bronchial  stenosis  are  traumatism, 
syphilis  and  tuberculosis.  The  dilatation  of  a  cicatricial  stenosis  may 
sometimes  be  required  to  secure  adequate  drainage  of  the  infra-strictural 
bronchiectatic  cavity  and  thus  relieve  the  distressing  symptoms. 

Syphilitic  strictures  may  sometimes  require  prolonged  intubation 
with  bronchial  intubation  tubes  put  in  place  with  the  aid  of  tiie  bi'oncho- 
scope,  whereas  tubercvilous  stri(;tures  seldom  req\iire  local  treatment 
Iwicause  the  tuberculous  process  is  of  such  slow  progress  that  the  lung 
accommodates  itself  to  the  altered  conditions.  Traumatic  cicatricial 
stenoses  due  to  the  prolonged  sojovu'n  of  a  foreign  body  in  the  bronchus 
are  best  treated  by  the  Jackson  divulsors,  after  which  the  foreign  body 
may  be  reached  and  removed.  Prolonged  dilatation  of  the  strict tn-e  after 
removal  of  the  foreign  body  should  l)e  deferred  until  such  aftcr-dilatution 
is  indicated  l)y  absence  of  improvement  in  symptoms,  physical  signs  and 
radiographic  signs  after  a  number  of  months. 

The  method  of  dilatation  hy  divulsion  possesses  the  following 
advantages : 

(1)  It  is  safe  because  under  the  guidance  of  the  eye  an<l  trained 
touch. 

44 


614  The  Journal  of  Laryngology,       November,  1913 

(2)  It  does  not  require  tracheotomv  in  any  case. 

(3)  There  is  no  danger  of  pushing  the  foreign  body  downward. 

(4)  It  is  much  safer  and  simpler  tlian  tent  diUitation  or  proh)nged 
intubation,  and  better  adapted  to  foreign  body  cases. 

Birhift   (Rorjer.y. 

Hughes,  W.  Kent.  —Notes  on  Four  Cases  of  Foreign  Body  in  the  Trachea. 

"Australian  Med.  Journ.,"  March  15,  1913. 

(1)  A  child,  aged  three.  A  rabbit-bone  covdd  Ite  seen  in  the  larynx, 
below  Aocal  cords,  by  means  of  the  bronchoscope.  X  rays  showed 
nothing.     Bone  removed  through  high  tracheotomy  wound.     Recoveiy 

(2)  Child,  aged  two.  Piece  of  bone  impacted  below  vocal  cords. 
Removed  with  difficulty  through  high  tracheotomy  wound.     Recovery. 

(3)  Child,  aged  four,  swallowed  a  halfpenny  six  months  before.  X 
rays  showed  coin  between  oesophagus  and  trachea.  (Esophago-scojic 
showed  granulations  in  the  oesophagus  about  level  of  second  dorsal 
vertebra.  A  large  osteoplastic  flap  was  turned  up,  the  clavicle,  first  rib 
and  manubrium  st^rni  being  cut  through.  The  coin  was  found  in  a 
large  abscess -cavity  behind  the  oesophagus.  The  patient  died  seven  days 
later,  owing  to  sloughing  of  the  flap  and  a  sharp  piece  of  bone  having  torn 
the  pleural  cavity. 

(4)  Child,  aged  eleven  months.  Dyspnoea  after  eating  piece  of  bread. 
Collapsed  on  examination  with  bronchoscope.  TIk;  trachea  was  opened 
with  a  single  cut.  A  quarter  of  a  plum-stone  was  jammed  in  the  larynx. 
Foreign  body  removed  through  wound.     Recovery.  .1.  /.  Brady. 

Hunt,  John  G. — Report  of  a  Case  of  Aspiration  of  Silver  Tracheotomy 
Cannula  and  Removal  by  Lower  Bronchoscopy.  ' '  Annals  of  Otol.. 
Rhinol.,  and  Laryngol.,"'  vol.  xxi,  j).  355. 

Female  patient,  aged  thirty-six,  who  had  worn  a  tracheal  tube  for  six 
years.  On  withdr.iwiug  the  cannula  one  day  the  collar  became  detached, 
so  that  the  former  receded  into  the  trachea,  and  disappeai'ed  after  a  spasm 
and  deep  inspiratory  movements.  A  skiagraph  located  it  in  the  left 
lower  quadrant  of  the  heart  shadow.  The  tracheal  woun<l  was  enlarged 
under  infiltration  anaestliesia  and  the  trachea  cocainised  (20  per  cent, 
solution).  A  7  mm.  Jackson  bronchoscope  was  introduced  and  the 
cannula  removed  with  ease,  although  the  mucosa  was  already  overlapping 
it  from  oedema.  Macleod  Yearx/ej/. 

'      } 


THYROID  GLAND. 


Crane,    J.    W.   (Wallacetown,   Ont.).— Graves's   Disease.     "  C;in;ulian 

I'ractitioner,"  July,  i;>12. 
MacDonald,  W.  J.  (St.  Catharines,  Ont.).— Hyperthyroidism.      -Cana- 
dian Practitioner,"  August,  1912. 

These  two  papers,  dealing  with  the  same  subject  and  appearing  in 
successive  numl)ers  of  the  same  journal,  may  be  noted  together. 

The  first  consists  of  the  history  of  a  series  of  four  cases,  in  all  of 
which  tachycardia  was  the  most  prominent  symptom,  the  pulses  running 
all  the  way  up  from  100  to  160  per  minute.  Uoitre  was  present  in  two 
on  the  right  side,  in  the  other  two  on  both.  Exophthalmia  was  aliseut 
in  two  of  the  cases,  only  moderate  in  the  third,  but  very  pronoimced 
in  the  fourth.     In  all  muscular  tremors  were  inarked.       Tlie  last  men- 
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ii..nc.I  was   tbf   only  case  in   uliicl.   tivati.u'iit    piovcl  uuavailiii.r      The 
other  three  were  all  beneHte.l   l.y  a  iiioaiHe.l    Weir-Mitchell  trcvitiueuf 
In  none  ot  them  was  an  ojieration  deenietl  advisahle. 

The  pa|)er  by  Dr.  MacDonald,  a  much  more  elaborate  (me  is  intro- 
.  uml  by  drawing  attention  to  the  fact  that  hvperllivroi.lism,  exonh- 
flialmic  goitre,  Parry's,  Graves's  and  Basedow's  are  all  i.lentical  .liseases 
He  lavs  particular  stress  upon  tlie  value  of  earlv  diagnosis,  and  that 
i.ichycardia  and  tremor  may  point  to  the  existence  'of  the  disease  before 
g.utre  or  exoplithalmia  are  noticeable.  In  all  cases  thyroid  chan<.e  must 
have  taken  place,  ushering  in  heart  acceleration  as  the  first  SNinptom, 
ilie  tlu-ee  otlier  prominent  symptoms  coming  on  in  varied  order 

In  connection  with  exophthalmos,  the  writer  considers  Stellwa-^'s 
sign  staring  vrithout  winking,  as  particularly  important,  as  it  is  ainon-^ 
tlie  first  to  appear.  The  signs  of  Dah-vmple,  von  Graefe  and  Mccbius 
a IV  also  mentioned. 

Ill  speaking  of  the  goitre,  three  distinct  varieties  are  dwelt  upon: 
(1)  1  he  small  hard  nodular  gland;  (2)  the  soft  pulsating  gland  ;  CS) 
tlic  simple  goitre  with  changes  in  scattered  areas.  As  to  the  etiological 
t actors  of  hyperthyroidism,  what  specially  induces  the  extra  secreti(m  of 
the  gland,  whether  it  arises  from  without  or  within,  are  still  unknown. 

In  treatment  the  writer  considers  medical  methods  to  be  on  the  whole 
unsatisfactory,' and  relief  by  surgical  operation  as  especially  desirable  in 
properly  selected  cases.  Wolfler's  plan  of  ligation  of  "'the  superior 
thyroid  arteries  is  highly  commended  in  cases  in  which  the  goitre  and  eye 
symptoms  are  not  prominent.  In  these  it  may  produce  a  permanent 
cure.  Also,  m  long-standing  cases,  in  which  the  i>atient  is  very  ill,  where 
lieart  changes  have  occurred,  where  the  thyroid  arteries  present  a  thrill 
and  the  condition  of  the  patient  is  such  as  to  forbid  a  more  formidable 
operation,  tying  of  the  thyroids  may  promote  comfort  and  prolong  life. 

In  all  other  cases  where  surgery  is  demanded  at  all  ablation  of  the 
gland  be(-omes  imperative.     The  seriousness  of  the  oiieratiou  the  writer 

ill      A-     ivi.il,.^^.,^.t.       ,,»,.!     :,.     i-  11  -.1       .  ^  .  _ 


luijy   realises,   and  m  connection  therewith  impresses  upon  the  reader 
the    importance    of    two   things  :     the  one,    the    absolute    necessity 
leaving  the  parathyroid  bodies  iutact;  the  other,  that  all  exophthali 
cases  must  be  drained.  Price-Brown 


EAR. 

White.  Francis  W.— Myalgia  with  or  without  Otitis,  Annals  of 
Olol.,  Ehinol.,  and  Laryngol.,'"  vol.  xxi,  p.  34t). 
Deals  with  pain  and  tenderness  about  the  steruo-mastoi<l.  trapezius, 
and  muscles  about  the  ear.  This  myalgia  may  be  due  to  faulty  meta- 
bolism, rheumatic  tendency,  faulty  innei-vatioii,  blood  conditions,  cold, 
neurasthenia.  The  muscles  involved  may  show  tender  areas  on  palpa- 
tion. The  author  describes  twelve  cases  iii  which  a  positive  diagnosis  of 
myalgia  was  made.     Most  of  them  appeared  to  be  rheumatic. 

Macleod   Yea  rslei/ . 

Frey,  Hugo.— The  Physiological  Importance  of  the  Malleo-incudal 
Articulation.  "  Aichiv  fiir  die  ges.  Physiologie,"  Bd.  cxxxix. 
Fairly  conclusive  evidence  is  brought  foi  ward  both  on  anatomical  and 
l)hysiological  grounds  that  the  malleo-incudal  joint  should  be  looke.l  upon 
as  a  fixed  one,  and  that  Helmholtz  was  wrong  in  his  theory  that  the  l>oiies 
mterlocked  and   moved  in   unison    only   when  the  head  of  the  hammer 


016  The  Journal  of  Laryngology,     [November,  1013. 

rotated  outwards,  but  allowed  a  sliglit  play  of  movemeut  between  the 
ossicles  wbeu  rotating  in  the  opposite  direction.  The  examination  of  this 
joint  in  a  great  many  species  of  animals  and  almost  all  varieties  of 
mammals  has  shown  that  in  a  great  many  with  good  hearing  the  joint  is 
ankylosed.  In  order  that  tlie  tympanic  membrane  may  transmit  its 
vibrations  entire  to  the  laljyrinth  it  is  necessary  that  the  malleus  and 
incus  should  act  in  complete  unison  without  any  loss  of  euerg}-.  The 
author  demonstrates  clearly  by  means  of  diagrams  that  Helmholtz  erred 
in  comparing  the  joint  between  the  two  ossicles  to  the  lock-joint  of  a 
watch-key.  Such  a  joint  can  only  functionate  properly  when  the  axis  of 
rotation  passes  through  the  middle  of  the  joint  in  such  a  way  that  the 
teeth  lie  at  opposite  sides  of  its  circumference,  and  not  when  it  passes 
below  1x)th  teeth  as  is  the  case  in  the  joint  in  question.  On  this  account 
the  malleus  and  incus  must  move  in  unison,  even  apart  from  their  ana- 
tomical connections,  both  on  internal  and  external  rotation.  The  con- 
tention that  a  movement  between  the  ossicles  is  necessary  as  a  protective 
arrangement  in  cases  of  sudden  increase  of  the  iutra-tympanic  pressui-e  is 
disproved  by  the  fact  that  in  such  cases  the  same  pressure  acts  in  a 
counter-direction  on  the  foot-plate  of  the  stapes ;  further  protection  to 
the  labyrinth  is  aiforded  by  the  various  intra-tympanic  ligaments.  As 
further  evidence  against  Helmholtz's  theory,  it  is  pointed  out  that  his 
experiments  were  conducted  upon  anatomical  specimens,  the  integrity  of 
which  could  not  be  verified,  that  the  sounds  employed  to  stimulate  the 
parts  were  of  abnormal  intensity  and  sufficient  in  themselves  to  injure 
the  very  delicate  structures  under  examination — at  least  sufficiently  to 
hinder  them  from  responding  in  a  true  physiological  manner. 

/.  B.  Horgan. 

Yearsley,  Macleod. — The  Classification  of  Deaf  Children     "  Brit.  Journ. 
Child.  Dis.,"  November,  1911,  p.  481. 

The  author's  scheme  of  classification  includes  "  every  child  who  shows 
any  sign  of  loss  of  hearing,  be  it  ever  so  gi-eat  or  ever  so  small."'  He 
divides  deaf  children  into  four  groups^the  sligiitly  deaf,  the  semi-deaf, 
the  very  deaf,  and  the  defective  deaf.  The  slightly  deaf  he  subdivides 
into  (1)  the  very  slightly  deaf,  which  includes  children  who  hear  the 
whispered  voice  at  a  distance  of  not  less  than  3  ft.,  and  (2)  the  hard  of 
liearing,  who  hear  spoken  speech  more  than  4  ft.  from  the  ear.  The 
"  very  slightly  deaf  "  need  only  be  placed  in  the  front  desks  of  an  ordinary 
hearing  class,  while  for  "  the  hard  of  hearing "  Yearsley  advocates  the 
establishment  of  special  classes  held  in  hearing  schools,  but  in  charge  of 
visiting  teachers  of  the  deaf.  In  the  second  group  the  semi-deaf  are 
included  in  those  whose  acuity  for  spoken  speech  is  4  ft.  or  less,  but  who 
liave  more  than  vowel  hearing  or  heai-ing  for  very  loud  speech  close  to  the 
ear.  These  are  divided  into  (1)  better  cases  and  (2)  worse  cases.  The 
former  include  those  of  good  mentality,  fair  residual  hearing,  and  ualural 
or  residual  speech,  and  should  be  taught  as  permanent  units  of  sju'cial 
classes  under  teachers  of  the  deaf.  The  "  worst  cases  "  of  the  semi-deaf 
and  the  next  group — the  very  deaf — uuist  be  educated  in  a  special  school 
for  the  deaf,  where,  after  each  child  has  received  individual  study,  re- 
classification can  take  place  so  that  those  showing  progress  under  the  oral 
system  may  have  every  chance  of  developing  l)y  that  method,  while  those 
wlio  are  proved  faihn-es  at  oralism  may,  as  soon  as  possible,  be  in  a  sense 
segregated  and  taught  by  the  manual  system.  A  third  group,  lying 
between  these  two  extremes,  may  take  advantage  of  both  systems.     Mr. 
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Yearsk'v  einpliasiises  and  rc'-eiiipliiisi!50.s  the  vital  impoitaiicc  of  clost- 
iiulividual  study  of  each  cliikl  so  that  he  may,  l>v  proper  placing,  be 
devek)ped  alon<,'  the  lines  most  suited  to  his  lieariug  and  mental  powers. 

The  last  division— the  defective  deaf  (blind  or  mentally  defective)  — 
is  not  discussed  beyond  an  expression  of  strong,'  approval  of  a  [)roposal  to 
place  this  class  under  segregation  and  permanently  to  care  for  them. 

Author's  ahstracf . 


MISCELLANEOUS. 

Freudeuthal,    Wolif,— Second   Report   on    the    Therapeutic    Value    of 

Radium  in  Malignant  Tumours  of  the  Upper  Air-tract.     "  Annals 

of  Otol..  KhinoL,  and  Laryngol.,"  vol.  xxi,  p.  334. 

The  author  gives  a  short  account  of  the  further  history  of  ten  cases 

(U'seribed  in  the  first  report   (-Annals  of  Ofoloyy,  March,  1911,  abstracted 

Journal  of  Lakyngology,  Ehinology,  and  Otology,  vol.  xxvi,p.  (511), 

and  gives  a  further  twelve  cases.     Three  of  the  former  ten  cases  ai'e  still 

without  recurrence  and  in  good   health,  and  two  of   the  new  ones  are 

•'  so  much  improved  that  they  might  be  pronounced  cured." 

MacleoiJ   Yeursleij. 

Joachim,  0. — Non-Poisonous  Anaesthesia  of  Mucous  Membranes.  "  New 
Orleans  Med.  and  Surg.  Jouru.,"  October,  1912. 

In  order  to  avoid  the  risks  of  general  anaesthesia  the  author  strongly 
recommends  that  operations  on  the  nasal  passages,  pharynx,  etc.,  should 
be  done  under  local  anaesthesia.  The  best  drugs  for  this  purpose  are 
alypiu,  and  novocaine  combined  with  adrenalin.  Novocaine  possesses  only 
one  tenth  and  alypiu  only  one  fourth  the  toxicity  of  cocaine  and,  moreover, 
solutions  of  the  two  former  drugs  may  be  sterilised  by  boiling  without 
destruction  of  any  of  their  properties.  The  solutions  recommended  are 
(1)  20  per  cent,  solution  of  alypin  to  Avhich  is  added  one  fifth  in  volume  of 
1  :  lUOO  adrenalin  solution.  "^(2)  Four  drachms  of  2  per  cent,  novocaine 
solution  to  which  is  added  fifteen  drops  1  ;  1000  adrenalin  solution. 

The  solutions  require  a  delay  of  six  to  eight  minutes  after  injection 
before  commencing  to  operate.  The  injection  should  be  made  whenever 
Ijossible  into  and  around  the  nerve-trunk  supplying  the  part. 

The  Caldwell-Luc  operation,  operations  on  the  frontal  sinus,  and  even 
mastoid  operations  may  be  undertaken  with  this  method  of  local 
anaesthesia.  Knouies  Eenshaiv. 


REVIEWS. 


Ue   rEitrourmenf   cJiez   les   Chontevrs   {Hoarseness  in   Sinfjers).      By  Dr. 

Henri  Lavielle  (Bordeaux).     Pp.122.    Bordeaux:   Impnmene 

Moderne,  A.  Destout,  Aine  &  Cie.,  1912. 

In  this  brochure  the  writer  commences  with  a  consideration  ot^  the 

normal  singing  voice,  and  particularly  the  anatomy  and  physiology  of  the 

organs  concerned,  so  far  as  necessarv  for  an  understandmg  of  their  action 

in  singing.     In  general  his  account  of  the  matter  is  in  accordance  witli 

the  views'"  of  the  best   recognised   authorities,  and  most  notably  1  rot. 
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Moure,  of  Bordeaux,  who  lias  written  so  well  on  "  the  abuse  of  the  voice 
iu  speaking-  and  singintf."  Very  wisely  he  makes  the  statement  (p.  45) 
that  "  the  giving  out  of  air  is  the  most  important  part  of  the  respiratory 
act,  for  if  the  singer  ought  to  educate  his  respii-atory  bellows  thoroughly, 
it  is  more  for  the  purpose  of  helping  him  to  know  how  to  distiiljute  the 
air  with  perfect  precision  rather  than  simply  to  take  in  as  large  a  volume 
of  it  as  possible."  In  view  of  this  the  author  declares  himself  an  uncom- 
promising partisan  of  the  abdominal  or  diaphragmatic  ty]>e,  which  ln' 
very  definitely  prefers  to  the  lateral  costal.  His  account  of  the  registers 
is  very  intelligible,  and  he  claims  to  be  the  first  to  give  the  proper  insistence 
upon  the  action  of  the  lateral  crico-arytaenoid  muscles  in  the  closure  of  the 
posterior  part  of  the  glottis  (p.  46).  One  very  interesting  question  which 
he  attacks  is  as  to  whether  from  the  physical  signs  the  laryngologist  is 
able  to  classify  a  voice,  and  he  admits  that  an  affirmative  answer  is  on]\ 
a,  relative  one,  and  that  as  much  as  the  specialist  can  do,  as  a  rule,  is  1" 
be  a.ble  to  tell  the  singer  about  the  anatomy  of  his  phonetic  apparatus,  as. 
for  instance,  whether  he  has  long  cords,  and  should,  therefore,  avoitl 
straining  on  high  notes,  or  that  he  has  very  slender  coixls,  with  which, 
therefore,  he  should  not  endeavour  to  strain  after  great  volume  (p.  58  :■ 
The  causes  of  hoarseness  in  singers  are  in  many  instances  extreniel\ 
obvious,  as,  for  instance,  climate  and  occupation.  Certain  substances  he 
considers  act  as  veritable  poisons  for  the  voice,  such  as  cocaine,  and  in 
a  degree  also,  iodine  and  sulphur,  as  also  arsenic  (p.  72).  He  warns  his 
readers  against  accepting  as  pathological  the  changes  in  the  voice  which 
occur  at  puberty,  it  being  only  necessary  to  give  the  vocal  organ  a  rest 
during  this  period  of  life  (p.  75).  Among  the  pathological  causes  are 
general  and  constitutional  conditions — diseases  of  the  ear  and  those  ol 
the  vocal  apparatus,  including  those  affecting  (n)  the  bellows,  (b)  the 
vibrator,  (c)  the  resonators  (p.  76).  The  most  interesting  are,  lunvever, 
the  professional  causes,  such  as  errors  in  classifying  the  voice,  defective 
breathing,  wrong  methods  of  attack  and  of  sustaining  the  sound,  jmtriiUKje 
(pushing  the  thick  or  chest  register  too  high)  (p.  94).  The  cases  illus- 
trating these  various  causes  will  be  found  instructive  reading. 

In  his  conclusions  he  insists  that  the  chief  cause  of  hoarseness  in 
singers  is  abuse  of  the  voice,  the  treatment  being  both  curative  and 
preventive,  the  former,  medico-chii'iu'gical  or  physi^ilogical,  including 
re-education  of  the  voice,  and  the  latter,  vocal  hygiene  and  ])hysiological 
culture.  The  work  throughout  is  clearly  written,  and  while  suificientlx 
elalx)rate  to  remove  the  charge  of  dryness,  is  not  unnecessarily  amplified, 
and  is  a  very  good  example  of  what  it  calls  itself — "  a  physio-pathological 
study  of  the  singing  voice."  Ihindas  Grant. 

VcTlcizuiKjeti,  ch'if  Olives  hei  Kaiaatrophalea  EAylnsionoi .  Von  Dr.  Ign.\z 
HoFEii  und  \)r.  Oskar  Mauthner.     Wien  :  Joseph  Sof;ir,  1918. 

This  account  is  based  on  the  examination  of  loO.jteuple  injured  l)y  the 
exjdosiim  of  about  150. 000  kgrm.  of  powder  which  occurred  in  the  Stein- 
iVId  close  to  Vienna  on  June  7,  1912. 

An  inlroductit)n  of  twenty-four  pages  is  devoted  to  the  consideration 
of  ex})losive  bodies  and  their  effects  in  general,  followed  by  a  survev  of 
otolugicaJ  literature  on  the  subject.  Then  comes  a,  description  of  this 
|)iii'licular  explosion,  first  as  regards  its  effect  on  inanimate  objects,  ;ind 
secondly,  with  reference  to  the  aural  lesions  of  the  wounded  who  survived 
the  catastrophe.  Of  these,  5.  who  were  within  25  to  2tl()  paces  of  the 
ex].l«>sion,  form  a  gronj)  by  themselves,  all  of  wlioDi  ha«l  some  affection  of 


November,  1913.'  Rhinology,  and  Otolog:y.  ''I** 

tlu'  lahvrinth,  ;iiul  two  a  rupture  of  the  tyiiipaiUL-  mt'iul>r:iiit'  witli  cmii- 
st'cutivo  suppuration  of  tlu-  middle  ear  and  functioniil  tlisturliaiires  ol' 
varving  dei^rees  persisting  for  over  a  month,  a.t  wliich  tiuK;  a  re-examiiia- 
tion  was  made.  Of  tlie  remainder,  105  suifered  various  transient  atTcc- 
tions  and  22  apparently  altogether  escaped  any  ear  injury.  A  detaih'il 
account  is  given  of  all  the  more  important  cases. 

Tlie  authors'  conclusions  are  summarised  under  twelve  heads:  (1) 
Injuries  of  the  ears  due  to  the  explosion  of  large  masses  of  explosives  -.uv 
to  l>e  referred  to  the  suddenness  and  intensity  of  the  explosion.  (2)  The 
most  common  condition  which  obtains  in  an  explosion  is  a,  prinuiry  positive 
impulse  followed  by  a  secondary  negative  effect.  (8)  The  effect  of  an 
explosion  decreases  in  its  intensity  as  it  recedes  f  rotn  the  site  of  origin.  (4j 
Th(»  lesions  of  the  ears  do  not  vary  directly  with  tlie  relative  position  of 
pat  lent  and  site  of  explosion.  (5)  The  peculiar  construction  of  the  external 
au'litory  meatus  influences  tlie  effects  of  the  force.  (6)  In  this  particular 
ex[>losion  the  danger  zone  should  have  reached  some  3000  metres  according 
u<  the  formula  "  (/  =  tii  )/  P  "  (where  d  represents  the  distance,  P  the 
auiount  of  explosive  and  ni  its  constant  explosive  value).  No  damage  to 
the  ears,  however,  occurred  on  this  occasion  beyond  1500  metres.  (7) 
The  fatal  and  severely  injured  cases  all  occurred  within  200  metres  in 
this  instance.  (8)  Beyond  this  came  a  secoild  group  in  whom  the  aural 
lesions  were  mostly  slight  and  transient  in  character.  (9)  The  most 
mailced  effect  on  the  hearing  was  a  depreciation  of  the  upper  tone  limit. 

(10)  The  inj Uriels  of  the  inner  ear  cannot  be  ascribed  to  sound  effect. 

(11)  There  is  no  evidence  to  show  that  a  zone  existed  close  to  the  site  of 
the  explosion  within  which  the  sound  of  the  explosion  was  not  appreci- 
ated. (12)  It  is  important  to  recognise  the  psychical  after-effects,  Avhieh 
lie  to  lx>  regarded  as  due  to  \\w  I'csult  of  shock. 

These  conclusions,  of  Avhich  the  above  is  only  a  short  abstract,  may 
serve  to  illustrate  the  somewhat  laboured  attempt  at  specialisation 
dominating  the  style  and  character  of  the  treatise.  The  chief  value  of 
the  book  would  appear  to  be  forensic,  and  from  this  point  of  view  it  is 
disappointing  that  the  report  was  not  held  over  till  the  aftei'-history  of 
the  more  sevei*e  cases  could  have  been  completed.         Alex.  R.  Tweedie. 

Sclern-Corneal  Trephining  in  the  Operative  Treatment  of  Glaucoma.     By 
R.  H.  Elliot,  M.D.,  B.S.Lond.,  Sc.D.Edin.  F.R.C.S.Eng.,  etc., 
Lieut. -Colonel  I. M.S.,     Superintendent  of  the  Government  Oph- 
thalmic Ht)spital,  Madras,    Professor    of    Ophthalmology   in    the 
Medical  College,  Madras,  and  Fellow  of  the  University  of  Madras. 
S.  India.     The  Oplithalmoscojie  Press,  1913.     Price  7s.  6d.  net. 
At  the  annual   meeting  of  the  British  Medical   Association   in  Bir- 
mingham,  1911,  Colonel  Elliot's  contribution  on  the  subject   which   he 
has  made  his  own,  was  that  of  an  enthusiast;  he  has  now^  presented  his 
ideas,  results  and  deductions  in  book  form,  and  so  cleai-ly  that  they  are 
a  distinct  addition  to  the  ophthalmologist's  library.     They  are  worthy  of 
consideiution  by  those  who,  Avhilst  not  actually  in  agreement  wdth  Colonel 
Elliot  i>n  the  exact  mode  of  procedure  of  operating  for  glaucoma,  still  are 
seeking  for  a  remedy   from  this  fell  disease.       The  book   is   dedicate<l 
to  that  Nestor  of  ophthalmic  surgeons,    Priestley   Smith,  whose   jiame 
ever    recurs   to    the    mind    when    dw^elling    on  the  dread  malady  yclept 
glaucoma. 

Elliot  accepts  the  maxim  of  Herbert  and  Lagrange,  that  the  relief  of 
glaucomatous  tension  is  to  be  found  in  establishing  a  permanent  filti-ring 
passage  between  the  anterior  chamber  an<l  the  subconjunctival  space,  in 
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preference   to  the   classical  iridectomy  performed  by  t.  Grraefe   half  a 
century  ago. 

There  is  a  chapter  by  Sydney  Stephenson  and  A.  J.  Ballantine  giving 
an  historical  account  of  trephining  for  glaucoma,  and  an  interesting 
account  of  the  more  recent  operations. 

In  givino-  the  indications  for  sclero- corneal  trephining  the  author 
mentions,  inter  alia,  glaucoma  secondary  to  cataract,  in  connection  with 
which  he  states  that  judging  from  the  literature  on  the  subject,  one 
gathers  that  this  form  of  glaucoma  is  comparatively  rare  in  European 
countries ;  it  is,  however,  all  too  common  in  India. 

The  description  of  the  method  of  preparation  for,  and  of  the  operation 
itself,  disclose  the  writing  of  a  practical  man  and  not  that  of  a  mere 
theorist. 

It  is  to  be  noticed  that  "  atropine  "  is  instilled  on  the  third  day  after 
operation,  unless  the  pupil  is  already  widely  dilated,  as  the  author  finds 
"  in  congestive  cases  a  strong  tendency  to  the  formation  of  posterior 
synechias ;  the  quiet  iritis  which  leads  to  this  exudation  gives  no  other 
evidence  of  its  occurrence." 

Though  Freeland  Fergus's  method  of  trephining  is  described  in  the 
chapter  by  Temple  Smith,  on  the  site  of  trephining,  we  do  not  notice 
any  mention  of  it  in  that  by  the  author  himself  on  modifications  of 
operative  technique  suggested  by  other  surgeons. 

The  author  has  been  fortunate  in  his  cases  where  complicated  by 
dislocation  of  the  trephine  disc  into  the  anterior  chamber,  and  his  results 
should  be  an  encouragement  to  those  surgeons  who  fear  post-operative 
irido-cyclitis  from  this  complication. 

We  notice  that  the  author  pi-efers  instrumental  means  of  measuring 
tension  to  the  time-honoured  procedure  with  fingers,  which  must  appeal 
to  the  scientific  mind  as  the  only  means  of  eliminating  the  personal 
element,  and  that  the  Ophthalmic  Hospital,  Madras,  is  equipped  with  no 
less  than  five  ophthalmotonometers. 

H.   H.  B.   Cunnimjhnm. 
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THE   INTERNATIONAL   CONGRESS,    LONDON,   THROUGH 
FOREIGN   SPECTACLES. 

It  is  with  nuicli  pleasure  that  we  are  able  to  report  that  the  pains- 
taking arrangements  made  by  the  officers  and  councils  of  the 
Sections  of  Laryngology  and  Otology  at  the  recent  International 
Congress  seem  to  have  been  crowned  with  almost  perfect  success, 
if  we  may  judge  from  the  flattering  accounts  which  have  appeared 
in  many  of  our  foreign  contemporaries. 

The  following  extracts  speak  for  themselves : 

Prof.  Finder,  in  Semon's  Centralhlatt  fur  Laryngologie,  after  an 
admiring  tribute  to  the  perfect  organisation  of  the  Congress  as 
a  whole,  writes  : 

"That  the  proceedings  [iu  the  special  Section]  ran  such  a  harmonious  course, 
undisturbed  as  they  were  by  a  single  jarring  note,  and  that  it  was  possible  to 
carry  to  completion  the  whole  of  the  extensive  programme  of  work,  was  largely 
due  to  the  President  of  the  Section,  Sir  StClair  Thomson.  His  fine  tact,  his 
urbane  courtesy,  and  the  never-failing  charm  of  his  address,  whether  he  spoke  in 
English,  in  French,  in  German,  or  in  Italian,  made  his  chairmanship  a  real 
aesthetic  delight." 

Regarding  the  social  entertainments  the  same  eloquent  writer  says :  "  Every 
function  was  delightfully  thoiaght  out  to  the  finest  detail  and  arranged  in  the 
most  perfect  manner.  Everything  bore  the  impress  of  that  genuine  worth  and 
distinction  which  an  old  and  select  culture  alone  can  bestow,  and  what  is  of  more 
value,  we  received  the  pleasant  impression  that  everything  was  offered  to  us  in  the 
true  spirit  of  kindly  hospitality,  and  that  the  giving  gave  real  pleasure  to  the  givers." 

Prof.  Moure,  in  the  Revue  Hehdomadaire  de  Laryngologie,  says  : 
"  Our  English  confreres  were  hospitable  without   stint,  and  they  may  con- 
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gratulate  themselves  upon  having  satisfied  the  most  captioits.    Every  member  of  the- 
Congress  has  carried  awaj'^  from  London  a  most  delightful  and  endiiring  memory."' 

In  Le  Larynx  the  writer  on  the  Congress  remarks,  inter  alia, 
that — 

"  The  Sections  of  Otology  and  Rhino- Laryngology  maj'  defy,  in  many  respects^ 
the  most  exacting  criticisms.  .  .  .  No  communication  was  made  the  pretext 
for  rowdy  demonstrations,  and  throughout  the  whole  course  of  the  meetings  law 
and  order  held  continual  sway.  For  this  we  are  indebted  to  the  brilliant  pre- 
sidencies of  Sir  StClair  Thomson  and  Mr.  A.  Cheatle." 

It  will  be   deeply  gratifying  to  the  officials  and  councils  of  the 
two  Sections  to  hear  their  work  and  its  results  so  highly  praised. 
But  we  must  not  allow   ourselves,  in  the  midst  of  these  laudatory 
paeans,  to  ignore  the  still  small  voice  of  criticism,  particularly  as  it  j 
may  be  of  benefit  to  future  congress  arrangements  to  discuss   one' 
or  two  of  the  critical  points  that  have  been  raised. 

Perhaps  the  most  unexpected  of  these  is  an  objection — very 
kindly  expressed,  be  it  said — which  has  been  made  to  the  main- 
tenance of  the  division  of  otology  and  rhino-laryngology  in  two 
separate  sections — an  objection  which  seems  to  have  sprung  from 
the  impossibility  of  any  congressist,  unlike  Sir  Boyle  Roche's 
famous  bird,  being  in  two  different  places  at  the  one  time.  But  it 
may  truly  be  said  that  any  attempt  to  combine  the  two  Sections 
into  one  at  the  London  Congress  would  only  have  ended  in  con- 
fusion and  disaster.  Future  congresses,  no  doubt,  will  decide  the 
question  in  their  own  way,  but  on  this  occasion  the  variety  and 
amount  of  work  necessarily  included  in  both  of  the  sectional  pro- 
grammes could  only  have  been  accomplished  by  the  two  sections 
sitting  separate.  At  the  same  time  it  should  be  remembered  that 
the  vast  majority  of  specialists  have  a  foot  in  either  camp,  and  are, 
indeed,  never  quite  happy  in  the  one  because  of  the  fear  that  they 
may  be  missing  something  of  interest  in  the  other.  Perhaps  at 
future  Congresses  arrangements  might  be  made  to  alternate  the 
seances  of  the  two  Sections,  although  even  this  p»oposai,  if  carried 
into  effect,  Avould  not  be  altogether  free  from  difficulty. 

More  to  the  point  is  the  regret  that  all  the  '^  rapports'^  were 
not  in  tlu^  hands  of  the  members  prior  to  the  debates.  For 
this  deficiency,  however,  the  "rapporteurs^'  were  themselves 
partly  responsible,  inasmuch  as  many  of  thein  had  delayed  sending 
in  their  "  rapports  "  until  too  late.  The  other  party  to  the  omission 
was  the  Centi'ai  Connnittee  of  the  Congress,  which  found  itself 
unable  to  vote  the  funds  necessary  for  this  purpose. 

The  many  social  events   seem   to   have  left   with  our   visitors 
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nothing  but  pleasant  memories,  as  there  is  no  sio-n  of  the  awful 
shadow  oi  the  Katzenjamiwr  in  any  of  the  accounts  we  have  read. 

On  the  whole,  then,  we  may  say  that  the  executive  ofHcers  and 
councils  can  look  back  upon  their  prolonged  and  anxious  labours 
with  considerable  satisfaction. 

With  regard  to  the  proceedings  of  the  Sections,  we  hope  at  an 
early  date  to  proceed  to  their  publication  in  abstract  in  the  columns 
of  the  Journal  of  Laryngology,  Rhinology,  and  Otology. 


CEREBRO-SPINAL  RHINORRHGEA  WITH  SUBSEQUENT   ETH- 
MOIDITIS  AND   FRONTAL   SINUS   SUPPURATION. 

By  p.  Watson-AVilliams,  M.D., 

Bristol. 

The  case  here  described  and  illustrated  is  probably  an  exceed- 
ingly rare  instance  of  cerebro-spinal  rhinorrhcea,  complicated  by  an 
intercurrent  of  pansinusitis,  and  affords  an  example  of  an  unforeseen 
contingency  which  led  to  a  fatal  result  following  a  frontal  sinus 
operation.  It  will  be  observed  that  the  cerebro-spinal  rhinorrhcea 
was  diagnosed  by  inference,  but  the  author  feels  that  the  evidence 
for  its  existence  is  suflSciently  complete  to  make  it  a  fair  presump- 
tion. 

S.  H ,  male,  aged  fortj'-two,  plasterer,  was  admitted  to  my  ward  at  the 

Royal  Infirmary,  January  22,  1913.  He  had  comiDlained  of  double  vision  for  about 
foui'  months,  but  for  nearly  five  years  had  complained  that  his  sight  was  "  ciu-ious." 
For  two  years  was  liable  to  walk  sideways,  and  for  about  two  years  had  noticed  a 
swelling  in  the  upper  internal  angle  of  the  right  orbit.  He  had  suffered  from 
i-ecurrent  headache  for  many  years,  but  much  more  severely  for  the  previous  two 
weeks,  chiefly  vertical,  and  once,  a  day  or  two  before  admission,  he  had  vomited. 
Temperature  99°  F..  pvilse  84.  Both  nasal  passages  were  completely  occluded  by 
cedematous  polypus  but  no  purulent  discharge  was  seen.  The  right  eye  was  dis- 
placed downwards  and  outwards,  there  was  definite  exophthalmos  and  movements 
were  somewhat  restricted.  Pvipils  reacted  normally  to  light.  The  swelling  at  the 
inner  angle  of  the  orbit  was  soft  and  fluctuating.  On  the  day  of  admission  there 
was  a  copious  clear  watery  discharge  from  the  nose  for  about  an  hour  and  a  half 
and  the  orbital  swelling  almost  disappeared.  He  states  that  this  had  occun-ed  on 
several  occasions  before.  The  diplopia,  proptosis,  and  displacement  of  the  bulb 
very  much  decreased,  also  the  headache. 

January  26:  The  orbital  swelling  is  returning,  together  with  recuiTence  of 
bulbar  displacement,  double  vision  and  headache.  On  January  2-i  his  temperatm-e 
rose  to  99-8°  F.  owing  to  a  small  furuncle  in  the  right  auditory  meatus,  but  it  had 
remained  subnormal  since  that  day.  The  patient's  general  condition  very  satis- 
factory, able  to  be  about  and  to  get  out  in  the  garden. 

The  diagnosis  was  nasal  polypus  with  consequent  occlitsion  of  ethmoid  cells, 
and  as  a  result  of  distension  an  ethmoidal  mucocele  was  supposed  to  have  arisen. 
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emptying  itself  at  intervals,  the  outer  bony  wall  being  absorbed.    There  was  none 
of  the  usual  signs  suggestive  of  frontal  sinus  suppuration. 

Operation,  February  5,  under  general  anaesthesia :  The  maxillary  antra  were 
first  explored  by  the  aiithor's  exploratory  suction  syringe,  muco-pus  being  with- 
drawn from  both.  The  polypi  were  removed  from  the  nose  and  a  double  intra- 
nasal antral  operation  performed,  numeroiis  large  polypi  being  removed  from  the 
antral  cavities.  It  was  noticed  that  as  soon  as  the  polypi  were  removed  from  the 
right  middle  meatus  the  external  orbital  swelling  collapsed.  With  a  view  to 
opening  up  the  orbito-ethmoidal  cells,  a  curved  incision  was  made  down  to  the 
periosteum,  and  the  periosteum  raised  from  the  bone  on  the  inner  orbital  wall  and 
roof.  A  gush  of  pus  followed,  and  on  further  extending  the  incision  along  the 
lower  margin  of  the  hairy  eyebrow  a  fistulous  opening  in  the  floor  of  the  frontal 
siniis  was  found.     The  right  frontal  siniis,  which  extended  upwards  for  1^  in.  and 


Fig  1. 


internally  beyond  the  middle  line,  communicated  with  the  left  frontal  sinus  through 
the  septum.  The  frontal  sinuses  were  thrown  into  one  by  a  Killian  operation  on 
the  right  side,  a  very  free  communication  being  made  into  the  left  nasal  passage 
by  enlarging  the  left  fronto-nasal  passage,  by  complete  removal  of  the  left  fronto- 
ethmoidal  cells  of  the  frontal  septum  and  of  the  upper  half  inch  of  the  corre- 
sponding portion  of  the  nasal  septum.  But  before  this,  a  remarkable  feature  in 
the  inner  orbital  wall  was  noted,  viz.  that  the  dura  mater  was  exposed  by  a 
dehiscence  or  absorption  of  the  bone  over  an  area  of  about  J  by  ^  in.,  corresponding 
to  the  region  indicated  in  the  drawing  (Fig.  2,  2)  as  a  dark  patch.  The  dura 
pulsated  and  care  was  taken  to  avoid  wounding  it,  and  as  far  as  jjossible  the  whole 
operated  area  was  made  aseptic  before  closing  the  wound  externally. 

February  6 :  Temperature  rose  to  102°  F.  Patient  vomited  several  times. 
Tube  removed. 

February  7 :  Temperature  i-ose  to  103'4'^  F. ;  vomiting. 

February  8 :  The  patient  morose  but  mentally  quite  clear.  The  wound  looking 
healthy  and  healing  rapidly. 

He  became  rapidly  worse  at  2  a.m.  on  February  9,  and  died  at  3.25  a.m. 


ecember,i9i3.]         Rhinology,  and  Otology. 


625 


The  post-mortem  examination  showed  that  the  patient  had  died 
f  acute  meningitis,  and  that  this  was  obviously  due  to  infection 
lirouirh  a  very  small  anatomical  communication  througrh  the  dura 
later  near  the  inner  border  of  the  area  of  dura  mater  exposed  at  the 
ime  of  the  operation.  This  suggested  that  the  patient  must  have  had 
erebro-spinal  rhinorrhcea.  Inquiries  from  his  brother  seemed  to 
ontirm  this  view,  as  he  stated  that  the  patient  had  recurring  head- 
ches  from  boyhood,  that  from  the  age  of  sixteen  he  used  to  suffer 
rem  peculiar  colds  with  dripping  of  clear  water  lasting  for  days. 
Vobably  he  had  had  cerebro-spinal  rhinorrhcea,  then  having 
eveloped  antral  suppuration  with  subsequent  formation  of  nasal 


Fig.  2. — 1,  corresponds  to  ostium  in  the  duiu  luater ;  2,  corresponds  to  dura 
mater  exposed  by  disease. 

olypus  and  also  frontal  sinus  suppui-ation,  the  escape  of  cerebro- 
pinal  fluid  from  the  ostium  in  the  dura  mater  down  the  nasal 
assacre  became  obstructed  by  the  growing  nasal  polypus.  Con- 
?quentlyit  formed  an  external  swelling  with  bulbar  displacement, 
nd  every  now  and  again  the  collection  of  cerebro-spinal  fluid 
rupted  itself  through  the  nose. 

The  misfortune  of  such  a  condition  occurring  in  association  with 
"ontal  sinus  suppuration  must  be  exceedingly  rare,  but  infection 
Trough  the  open  portal  leading  directly  to  the  subarachnoid  space 
as  inevitable,  and  I  regret  very  nmcli  that  the  possibility  of  the 
atient  having  cerebro-spinal  rhinorrhoea  had  not  occurred  to  me, 
^d,  therefore,  that  no  means  were  taken  to  examine  the  escaping 
aid  with  that  in  view. 
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TOXIC  EXHAUSTIVE  INSANITY  ASSOCIATED  WITH  CHRONIC 
SUPPURATIVE  OTITIS  MEDIA,  LABYRINTHITIS,  AND 
EXTRA-DURAL  ABSCESS. 

By  D.  K.  Hendeeson,  M.D., 

Resident  Physician,  Phipps  Psychiatry  Clinic,  Johns  Hopkins  Hospital,  Baltimore 
late  Assistant  Phj'sician,  Royal  Edinburgh  Asylum  ;  and 

Winifred  Muirhead,  L. E.G. P.Ed., 
Late  Pathologist,  Royal  Edinbiirgh  Asylum ;  and 

J.  S.  Fraser,  M.B.,  F.R.C.S., 

Assistant  Surgeon,  Ear  and  Throat  Department,  Royal  Infirmary,  Edinburgh ; 
Aural  Surgeon,  Leith  Hospital.  j 

i 
The  writers  are  indebted  to  Dr,  George  M.  Eobertson,  Physician-j 

Superintendent  Royal  Asylum,  Edinburgh,  for  permission  to  recoTcll 

the  following  case  :  ( 

i 

W.  P ,  male,  aged  forty-two,  labourer,  married,  was  admitted  to  the  Royal 

Edinbvu'gh  Asylum,  Morningside,  on  May  29,  1912.  ( 

The  history  of  the  development  of  the  case  obtained  from  the  patient's  wifil 
was  unsatisfactory,  as  she  was  of  very  low-grade  mentality,  and  had  not  beer 
especially  obsei-vant.  She  stated,  however,  that  the  patient  had  always  been  i 
qiiiet,  hard-working  man,  and  had  earned  fifteen  shillings  per  week  as  a  worker  ii' 
a  flock  mill.  They  had  no  children,  and  the  informant  denied  ever  having  hai 
any  miscarriages.  Six  weeks  previous  to  his  admission  to  the  Royal  Edinburgli 
Asylum  the  patient  had  to  give  up  work  owing  to  a  failure  of  his  general  physical 
health,  and  the  doctor  who  attended  him  said  that  he  was  suffering  from  cod 
sumption.  Gradually  he  became  dull  and  apathetic,  lay  in  bed  all  day  long,  ha^ 
a  very  poor  appetite,  and  became  too  weak  to  walk.  No  account  could  be  got  a 
this  time  in  regard  to  the  onset  of  a  muco-purulent  discharge  from  his  left  eai 
Owing  to  his  poor  physical  condition  he  was  sent  to  Seafield  Hospita 
Leith,  but  after  a  few  days'  residence  there  he  was  transferred  to  the  Roy; 
Edinburgh  Asylum  on  account  of  irritable,  irrational  behaviour. 

On  admission  to  the  Royal  Edinburgh  Asylum  (May  29,  1912)  he  was  in  , 
dull,  confused,  in*itable,  dishevelled  condition.  He  absolutely  i-efused  t 
co-oj'crate  in  a  mental  examination,  usually  refused  to  answer  any  question* 
at  all,  or  else  when  he  did  so  replied  in  a  flippant,  irrelevant  way. 

He  seemed  to  realise  that  he  was  in  a  hospital,  but  owing  to  his  attitude  it  waj 
impossible  to  form  any  estimate  of  his  memory  or  orientation.  No  delusions  c, 
hallucinations  could  be  demonstrated  at  that  time. 

Physically. — He  was  a  white-faced,  poorly  nourished,  degenerate  man.  Pnl? 
72  per  minute ;  temj^erature  96*2°  F. 

He  complained  of  headache  and  dizziness,  showed  a  tendency  to  fall  hackwani 
unless  supported,  and  when  supported  walked  dragging  the  left  foot,  but  the  le 
arm  was  dependent  and  not  in  wing  position  as  is  seen  in  complete  hemiplegia. 

The  pupils  were  equal  and  regular;  the  I'eaction  to  light  and  accommodati<1 
could  not  be  determined  owing  to  lack  of  co-operation.  There  was  no  paralysis  j 
the  external  eye  muscles,  and  no  nystagmus.  ' 

He   had   a  jjurMient    discharge  from   the   left   external  auditory  meatus.    Tlj 
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hearing  could  not  be  definitely  determined,  again  owing  to  lack  of  co-operation, 
but  it  was  not  grossly  disordered.  There  was  no  disorder  of  the  other  cranial 
nerves,  no  special  tremors,  and  no  disturbance  of  speech.  The  tendon  reflexes 
were  exaggerated  on  both  sides,  but  rather  more  so  on  the  left.  Tliero  was  no 
ankle  clonus  and  no  sign  of  Babinski  on  either  side.  He  showed  numerous 
brownish  scars  on  both  legs,  whicli  seemed  to  be  of  a  syphilitic  nature,  but  both 
he  and  his  wife  subsequently  denied  any  syphilitic  infection. 

t  During  the  week  following  his  admission  he  continued  to  exhil>it  much  the  same 
[condition.  Gradually,  however,  under  local  treatment  the  ear  condition  began  to 
I  improve,  and  his  general  physical  and  mental  condition  became  so  much  better 
that  on  June  IS,  1912,  he  was  noted  as  co-operating  much  better  than  at  any  time 
previously. 

He  now  answered  all  questions  correctly,  had  a  good  appreciation  of  time, 
place,  and  person,  and  Avas  able  to  give  a  fair  account  of  his  life.  He  realised  that 
he  liad  passed  through  an  acute  mental  disturbance.  He  was  now  able  to  be  up  and 
about  the  ward,  assisted  in  some  of  the  simple  ward  work,  and  did  not  show  any 
special  abnormalit}'  of  gait. 

The  examination  of  his  cerebro-spinal  fluid  showed  a  negative  cell  count  of 
two  cells  per  c.mm.,  negative  globulin  reaction,  and  negative  Wassermann  reaction 
both  with  the  cerebro-spinal  fluid  and  blood-serum.  A  qualitative  examination  of 
the  cell-content  of  the  cerebro-spinal  fluid  by  means  of  Alzheimer's  method  showed 
lymphocytes,  62  per  cent. ;  large  mononuclear  cells,  37  per  cent.  ;  polymorpho- 
auclear  leucocytes,  1  per  cent.     Xo  plasma,  gitter,  or  macrophage  cells  were  seen. 

The  patient  continued  to  behave  in  a  quiet  way,  and  seemed  to  have  recovered 
:rom  his  mental  condition,  but  on  July  ]  2 — three  days  before  death— he  had  a 
-•elapse  and  suddenly  became  confused  and  irritable.  He  tore  his  bed-clothes, 
itruck  another  patient  without  any  provocation,  either  refused  to  answer  any 
questions  or  else  answei-ed  them  irrelevantly,  and  at  nights  was  exceedingly 
•estless  and  noisy.  This  condition  lasted  until  the  time  of  his  death  on  July  15, 
1912. 

Uemarks. — Clinically,  the  explanation  of  such  a  case  was 
^viMedingly  difficult.  Owing  to  the  old  syphilitic  (?)  scars  on  the 
■nt's  legs,  and  the  fact  that  he  dragged  his  left  leg  in  walking, 
tr.  was  thought  that  he  might  have  some  syphilitic  affection  of  his 
jiervous  system.  The  entirely  negative  findings  in  the  cerebro- 
spinal fluid  and  blood-serum  made  one  feel  justified,  however,  in 
ibsolutelv  ruling  out  such  a  diao-nosis. 

The  clearing  up  of  the  ear  symptoms  under  local  treatment  and 
he  negative  cerebro-spinal  fluid  findings  also  seemed  to  conclu- 
ively  rule  out  any  cerebral  or  cerebellar  involvement  due  to 
ibscess  formation,  so  one  was  forced  to  make  the  more  or  less 
ymptomatic  diagnosis  of  a  confused,  irritable  mental  state 
leveloping  on  the  basis  of  a  low  state  of  nutrition.  The  patho- 
ogical  and  detailed  examination  of  the  left  ear  were,  however, 
iistrumental  in  throwmo^  more  ligrht  on  the  case. 

Autopsy  Seport. — The  autopsy  showed  a  poorly  nourished  man  with  brownish 
Jars  on  both  legs.  There  was  marked  thickening  of  the  left  mastoid  process,  and 
)U8  was  seen  in  the  left  auditory  meatus. 
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Heart :  Weight,  10  oz.  The  heart  muscle  was  pale  and  friable  and  showed  some 
fatty  infiltration.  The  tricuspid  valve  showed  an  acute  endocarditis  with,  ir 
addition,  small  inflammatory  haemorrhages  on  the  cusjjs  ;  the  pulmonary  cuspt 
were  acutely  inflamed ;  the  mitral  valve  showed  some  chronic  endocarditis  ;  tht 
aortic  valve  showed  no  abnormality. 

Respiratory  System. — Left  lung :  Weight,  16^  oz.  This  lung  was  emphysematou:; 
throughout.     There  was  no  tubercular  focus  and  no  congestion. 

Right  lung  :  Weight,  25  oz.  This  lung  showed  an  acute  venous  congestion  oil 
the  loAver  and  middle  lobes,  but  there  was  no  actual  consolidation.  There  was  uc' 
evidence  of  any  tubercular  process. 

The  kidneys,  liver  and  spleen  all  showed  a  slight  degree  of  chronic  congestion 

Nervous  System. — The  outer  surface  of  the  dura  mater  was  greatly  thickeneci 
over  the  roof  and  posterior  svirface  of  the  left  inner  ear  and  infiltrated  with  pus 
The  pia  arachnoid  was  slightly  thickened.  The  brain  weighed  42^  oz  and  pre 
sented  no  gross  abnormality  in  the  Avay  of  atrophy  of  the  convolutions,  foci  o: 
softening,  etc.  There  were  no  granulations  in  the  floor  of  the  fourth  ventricle 
There  was  no  evidence  of  any  abscess  formation  in  either  the  cerebrum  or  cerA 
bellum,  and  on  section  of  the  brain  no  focus  of  infection  was  found. 

Sections  were  taken  from  the  frontal,  precentral,  parietal,'occipital  and  tempore 
sphenoidal  regions.  On  microscopic  examination  the  nerve-cells  were  found  to  bi 
swollen  and  showed  a  fairly  diffuse  chromatolysis,  hut  they  did  not  seem  to  bt 
decreased  in  number  and  their  layering  was  not  disordered.  In  the  large  Bet; 
cells  in  the  motor  region  the  nucleus  stained  darkly  and  a  moderate  degree  o 
axonal  reaction  was  seen.  There  was  no  proliferation  of  the  neuroglia,  and  n< 
new  vessel  formation. 


RemarTxs. — In  the  light  of  the  above  findings  it  seems  reasonabli 
to  suppose  that  the  sudden  relapse  of  the  patient  was  due  to  ai 
acute  extension  of  the  toxic  process  in  the  left  ear,  setting  up  ail 
acute  endocarditis  and  secondary  congestive  processes  in  thii 
lungs,  kidneys,  liver,  and  spleen.  A  pure  culture  of  Streptococc 
l^yogenes  was  obtained  from  the  right  lung,  and  it  was  unfortunat 
that  cultures  Avere  not  also  obtained  from  the  heart  and  ear. 

The  nerve-cell  changes  seen  in  the  cortex  were  quite  typical  oj 
those  obtained  in  acute  toxic-exhaustive  states. 


I 


D.  K.  H. 
W.  M. 

Examination  of  the  Left  Temporal  Bone  and  Left  Middle  an 

Inner  Ear. 

[For  purposes  of  comparison  photo-micrographs,  made  fron 
sections  obtained  from  the  normal  right  ear  of  another  patient 
are  reproduced  alongside  of  those  showing  the  condition  of  th( 

diseased   left  ear  of  the    present    case,  W.   P .      The  photo  k 

micrographs  are  made  from  the  two  ears  at  more  or  less  corre  >« 
sponding  points.     All  the  sections  are  cut  vertically  from  beford 
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Fig.  1. — Normal  right  ear.     No.  97. 
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8  7  fi 

I  !  ..  2. — Normal  right  ear.     No.  127. 

tympani. 

:ema. 
■Ill  tor  great  superficial  petrosal  nerve, 
diolus. 
cial  nerve, 
chlaar  ariueduct. 

■e  of  junction  of  lamellar  bone  of  carotid  canal 
with  cartilage  bone  of  cochlear  capsule. 
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Fig.  1a. — Diseased  left  ear.     No.  80. 

1.  Internal  meatus  with  thickened  duml  lining. 

2.  Upper  part  of  basal  coil  of  cochlea  filled  with  new  fibrou.* 

tissue  and  bone. 

3.  Floor  of  middle  fossa. 
i.  Tensor  tympani. 

5.  Tubal  portion  of  tympanic  cavity  greatly  narrowed. 

6.  Lower  part  of  basal  coil  with  dilated  cochlear  duct. 

7.  Fibrous  thickening  of  lining    membrane    of   cochlear 

aqueduct. 
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Fig.  2a. — Diseased  left  ear.     No.  150. 

1.  Facial  nerve.     The  cochlear  nerve  below  and  to  the 

right  is  incorporated  iu  the  vascular  fibrous  tissue 
filling  the  meatus. 

2.  Modiolus. 

3.  Middle  coil  of  cochlea. 
•1.  Tensor  tvmpani. 

5.  Tubal  part  of  tympanimi  greatly  narrowed  by  new 

formation  of  i)one  and  fibrous  tissue. 

6.  Carotid  canal. 

7.  BasAl  coil  of  cochlea  replaced  by  new  Ijone. 

8.  Jugular  bulb. 

9.  Aqueduct  of  cochlea. 
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Fig.  3. — Normal  right  ear.     No.  175. 

1.  Tensor  tympani. 

2.  Facial  ner\-e  passing  above  cochlea. 

3.  Vestibular  gang-lion. 

4.  Cochlear  or  perilymphatic  aquecluct. 

5.  Jugular  bulb. 

6.  Air-cells  in  floor  of  tympanic  cavity. 

7.  Tympanic  cavity. 


Fia.  4. — Normal  right  ear.     No.  244. 

Anterior  part  of  epitympanic  cavity. 

Facial  nerve. 

Anterior  part  of  utricle. 

Cochlear  opening  of  perilymphatic  duct. 

.lugular  bulb. 

Tympanic  air-cell. 

Tynjinniir  memlirane. 

f).\teriiHl  iiieHtus, 

Tympanic  ciivity. 

8acculus. 

Tensor  tj'mpani. 


Fig.  3a. — Diseased  left  ear.     No.  275. 

Internal  meatus  almost  obliterated.  ! 

Facial  nerve.  ! 

Middle  coil  of  cochlea  almost  filled  vrith  new  fibre 
tissue. 

Tensor  tympani. 
,  Thickened  submucous  tissue  filling  tympanum.       I 
,  External  meatus.  i 

Region  of  old  fistula  from  tympanum  into  basal  coil! 

Scala  tympani  cf  basal  coil  filled  with  new  bone. 

Jugular  bulb. 


Fig.  4a. — Diseased  left  ear.     No.  295. 

1.  Geniculate  ganglion  in  contact  with  the  extradan"! 

abscess.  j 

2.  Tymi)anic  membrane  adherent  to  inner  wall  of  tym 

pnnuin.  | 

'i.  Fistula  into  basal  coil  of  cochlea.  , 

i.  Cochlear  opening  of  perilymphatic  afpieduct  fille. 

with  new  bone.  i 
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Fig.  5. — Normal  right  ear.     No.  295. 
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he  of  round  window. 

rular  bulb. 
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emal  meatus. 

ndle  of  malleus  attached  to  drumhead. 

U.  Head  and  foot  plate  of  stapes. 


Pig.  6. — Normal  right  ear.     No.  352. 

■*rnal  attic. 
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J  ends  of  external  canal. 

lerior  canal. 

lUains  of  fossa  suliarcuata  in  labyrinth  nucleus, 
.^tus  endolymphaticus. 
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I'emal  meatus, 
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Fig.  5a. — Diseased  left  ear. 


No.  390. 


1.  Extradural  abscess  in  region  where  middle  and  posterior 

cranial  fossaj  join. 

2.  A^estibule  filled  with  new  fibrous  tissue, 
a.  Foot  plate  of  stapes. 

i.  Facial  nerve. 
.5.  Tensor  tym])ani. 

6.  Handle  of  malleus. 

7.  External  meatus. 

8.  Promontory. 

9.  Niche  of  round  window  filled  with  thickened  mucosa ; 

note  new  bone  in  vestibule  a>)ove  round  window. 

10.  AmpuUary  end  of  posterior  canal. 

11.  Jugular  bulb. 

1  2  :<  i 


Fig.  6a. — Diseased  left  ear.     No.  4-45. 

1.  Extradural  abscess  in  connection  with  fistula  from  pos- 

terior i)art  of  vestibule. 

2.  Superior  canal. 

3.  External  canal. 

4.  Head  of  malleus  (eroded). 
.5.  Short  process  of  malleus. 

6.  External  meatus. 

7.  Granular  exudate  in  tympanic  cavity.  . 

8.  Jupular  bulb  with  fibrous  thickening  (old  thrombosis?) 

in  roof. 

9.  Posterior  canal. 

10.  Aqueduct  of  vestibule. 
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PLATE    IV. 


Fig.  7. — Normal  right  ear.     No.  385. 

1.  Head  of  malleus. 

2.  Bod3-  of  incus. 

3.  Two  ends  of  external  canal. 

4.  Air-cells  behind  labyrinth. 
o.  Saccus  endolymphaticus. 

6.  Two  ends  of  posterior  canal. 

7.  Jugular  bulb. 

8.  Tympanic  membrane. 


Fio.  Y.— Diseased  left  ear.     No.  lo.i. 

(Section  stained  by  iron-hjematoxylin  method.) 

1.  FhcibI  nerve  well  Btained.    Below  and  to  the  right  the 
cochlear  nerve  is  not  stained,  and  shows  degeneration. 
:i.  M'lili'.hiJ 

■i.  Dilated  cochlear  iluct  of  middle  coil. 
I.  Tensor  tynii)ani. 
5.  Tymi)anic  cavity. 
C.  Carotid  canal. 

7.  Basal  coil  of  cochlea  replaced  bv  Tiew  bone. 

8.  .Jugular  Inilli. 

S<.  Aijueduct  of  cfichlea. 


Fig.  7a. — Diseased  left  ear.     No.  520. 

1.  External  canal. 

2.  Aditus  almost  obliterated  by   thickening  of   i 

mucous  connective  tissue. 

3.  External  meatus. 

4.  Facial  nerve. 

5.  Posterior  canal ;  note  new  connective  tissue  in  ] 

Ij-mph  space. 

2  3  4 


Fig.  z. — Diseased  left  car.     No.  350. 
(Section  stained  by  iron-hannato.xylin  methi 

1.  Extniclural  abscess. 

2.  Vestibule  filled  with  new  connective  tissue. 

3.  Facial  nerve. 

4.  Tensor  tynipani. 

5.  Handle  of  malleus. 
0.  Kxtenial  meatus. 

7.  Promontory. 

8.  Jugular  bulb. 

9.  Band  of  new  connective  tissue  joining  extnuii 

abscess  to  jugular  bulb. 


December,  1913.]  Rhinologfy,  and  Otology.  M-) 

backwards,  at  right  angles  to  the  long-  axis  of  the  petrous  pyramiil, 
and  are  viewed  as  they  would  appear  to  an  observer  standing  in 
front  of  the  patients — thus  the  normal  right  ear  is  on  the  reader's 
lefr,  while  the  diseased  left  ear  is  on  the  reader's  right.] 

Naked-eye  Appearances  of  Diseased  Ear. — The  dura  mater  in 
the  floor  of  the  middle  fossa  is  greatly  thickened  where  it  covers 
the  left  tympanic  cavity  and  labyrinth  (pachymeningitis).  On  the 
posterior  surface  of  the  petrous  bone  the  dura  is  also  thickened 
above  and  behind  the  internal  auditory  meatus.  The  extra-dural 
abscess  above  and  behind  the  labyrinth  has  been  opened  in  remov- 
ing the  brain,  but  still  contains  pus  (Figs.  5a  and  z),  which,  due  to 
the  formalin  tixation,  presents  a  putty-like  character.  The  saccus 
endolymphaticus  appears  normal  and,  when  opened,  is  found  to 
contain  no  pus.  The  left  tympanic  membrane  is  much  retracted 
and  the  outline  of  the  malleus  can  only  be  made  out  with  difiicuky. 
The  tympanic  membrane  does  not  give  Avhen  touched  with  the 
probe.  There  is  slight  thickening  in  the  roof  of  the  jugular 
bulb,  but  there  is  apparently  no  genex-al  thrombosis  of  the  bulb 
itself. 

Microscopic  Examination  of  the  Middle  Ear  :  Tubal  Part  of  the 
Tympanic  Cavity  (Fig.  1a). — The  superficial  epithelium  presents  an 
almost  normal  appearance.  The  submucous  tissue  is  greatly 
thickened  and  shows  areas  of  round-cell  infiltration.  The  lumen 
of  the  tubal  part  of  the  tympanic  cavity  contains  homogeneous  or 
finely  granular  exudate  which  stains  deep  pink  with  eosin.  The 
air-cells  in  the  floor  of  the  tubal  portion  of  the  tympanic  cavity  are 
greatly  narrowed  by  fibrous  thickening  of  the  submucosa. 

Meso-tympanic  Cavity. — The  tympanic  membrane  is  greatly 
thickened  (Fig.  6a)  and  is  in  places  adherent  to  the  inner  wall  of 
the  tympanic  cavit}^  which  is  reduced  in  size  by  fibrous  thickening 
of  the  submucosa.  In  this  thickened  submucosa  there  are  areas  of 
dense  small-cell  infiltration  (abscesses  ?).  This  is  especially  seen 
in  the  region  of  the  pi'omontory,  where  there  are  still  the  remains 
of  a  fistula  into  the  basal  coil  of  the  cochlea  (Figs.  3a  and  4a). 
What  is  left  of  the  tympanic  cavity  contains  a  homogeneous  or 
finely  granular  exudate  (Fig.  6a),  similar  to  that  seen  in  the 
Eustachian  tube.  There  is  a  considerable  amount  of  new  bone 
formation  in  the  walls  of  the  tympanum.  In  the  thickened  sub- 
mucous tissne  there  are  numerous  cystic  spaces  filled  with  exudate 
(Figs.  4a  and  7a).  The  remains  of  a  small  perforation  of  the 
tympanic  membrane  can  still  be  made  out  posterior  to  and  below 
the  handle  of  the  malleus  (Fig.  5a). 
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Epi-tymjpanic  Cdviti/. — The  attic  is  narrowed  by  fibrous  thicken- 
ing of  the  submucous  tissue  (Fig.  6a). 

Hypo-tymiKinic  Cavity. — The  cellar  is  entirely  obliterated  by  the 
marked  fibrous  thickening  of  the  submucous  tissue  (Figs.  4a  and  6a)  . 

Tympanic  Ossicles  and  Muscles. — The  malleus  is  present,  but  the 
head  shows  erosion  of  the  joint  surface  (Fig.  6a),  and  is  adherent 
to  the  inner  wall  ot  the  attic  by  means  of  vascular  fibrous  tissue 
which  has  probably  replaced  the  body  of  the  incus.  The  body  of 
the  incus,  along  with  the  short  and  long  processes,  have  entirely 
disappeared,  but  the  joint  between  the  incus  and  stapes  remains. 
The  stapes  is  present,  and  though  embedded  in  thickened  mucosa, 
appears  normal  (Fig.  5a).  The  stapedius  muscle  appears  normal, 
but  the  tensor  tympani  is  slightly  atrophic. 

Oval  Window. — There  is  no  perforation  of  the  fenestra  ovalis, 
but  the  mucous  membrane  and  submucous  tissue  of  this  region  are 
markedly  thickened  (Fig.  5a). 

Round  Window.  —  The  niche  of  the  round  window  is  entirely 
filled  up  by  fibrous  thickening  of  the  submucous  tissue  (Fig.  5a). 
The  secondaiy  tympanic  membrane  is  incorporated  in  the  fibrous 
tissue  which  fills  the  scala  tympani  and  the  round  window  niche. 

Aditus  and  Antrum. — These  spaces,  like  the  tympanic  cavity 
itself,  are  almost  entirely  obliterated  by  fibrous  thickening  of  the 
submucous  tissue  (Fig.  7a). 

Lahyrlnth  Capsule. — The  inter-globular  space  bone,  which  is 
formed  from  the  original  cartilaginous  capsule  of  the  labyrinth,  is 
veiy  irregular.  This  is  well  seen  around  the  basal  coil  of  the 
cochlea,  where  the  normal  line  of  demarcation  between  the  cartilage 
bone  and  the  lamellar  bone  is  very  indistinct  and  irregular  (peri- 
labyrinthitis, Fig.  1a).  In  the  posterior  wall  of  the  vestibule  the 
cartilage  bone  has  been  eaten  through,  so  that  the  contents  of  the 
vestibule  are  in  contact  with  the  extradural  abscess  described 
below  (Figs.  5a  and  6a).  The  smooth  end  of  the  external  semi- 
circular canal  also  shows  some  irregularity^  of  its  wall.  The 
lamellar  bone  which  surrounds  the  cartilage  bone  is  ver}^  vascular, 
and  is  markedly  thickened  on  the  inner  wall  of  the  tympanic 
cavity. 

An  extradural  al)scess  is  present  in  the  floor  of  the  middle  fossa 
and  also  in  the  posterior  fossa  behind  and  above  the  internal 
auditory  meatus  (Figs.  3a,  4a,  5a,  and  6a).  In  the  middle  fossa 
the  abscess  extends  forwards  above  the  cochlea  and  outwards  to 
reach  the  geniculate  ganglion  (Fig\  4a).  Posteriorly  the  abscess 
extends  above  the  superior  semicircular  cannl.     The  bony  covering 
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of  the  cochlea,  vesiibiilo  aiul  superior  canal  is  niarkcdly  eroded  liy 
this  extradural  abscess. 

Posteriorly  to  the  internal  meatus  there  is  a  track  of  til  irons 
tissue  leading-  from  the  extradural  abscess  of  the  middle  and 
posterior  fossa3  downwards  to  the  roof  of  the  jugular  bulb  (Fig.  z). 

Pus-formation  can  be  seen  in  the  labyrinth  nucleus  in  the  region 
of  the  fossa  subarcuata  beneath  the  dome  of  the  superior  canal. 

The  Labyrinth  :  Cochlea,  Basal  Coil. — The  endosteum  of  the 
cochlea  is  greatly  thickened,  and  the  outline  of  the  endosteal  bone 
whicli  lines  the  cochlea  is  rough  and  irregular  on  account  of  new 
bone  formation  (Fig.  1a).  The  basal  coil  of  the  cochlea  is  filled 
with  fibrous  tissue  in  which  much  new  bone  has  been  deposited. 
The  lower  part  of  the  basal  coil  is  entirely  replaced  by  new  bone 
(Figs.  2a  and  z).  The  scala  tympani  shows  nioi-e  formation  of  new 
bone  than  the  scala  vestibuli.  Below  and  in  front  of  the  round 
Avindow  there  can  still  be  seen  the  remains  of  an  old  fistula  from 
the  tympanic  cavity  which  has  opened  into  the  scala  vestibuli  and 
scala  tympani  of  the  basal  coil  (Figs.  3a  and  4a).  A  slender 
process  of  fibrous  tissue  can  be  seen  extending  from  this  region 
downwards  and  iuAvards  through  the  bone  towards  the  jugular  bulb 
(abscess  track  along  venous  route?).  There  is  also  a  track  of 
fibrous  tissue  from  the  inner  wall  of  the  tympanic  cavity  and  basal 
coil  inwards  to  the  fundus  of  the  internal  meatus. 

Middle  Coil. — This  has  evidently  been  less  severely  affected 
than  the  basal  coil,  for  although  it  shows  some  new-formed  fibrous 
tissue  and  bone,  the  scal^  are  mainly  filled  with  homogeneous 
material.  The  cochlear  duct  is  markedly  dilated  in  this  coil  (Fig. 
Y) ;  Corti's  organ  and  the  membrana  tectoria  have  entirely  dis- 
appeared. The  fibrous  tissue  in  the  scala  tympani  contains  many 
new-formed  blood-vessels,  and  the  outline  of  all  the  scala3  are 
irregular  at  parts  on  account  of  the  contraction  of  new  fibrous 
tissue  and  the  formation  of  new  bone. 

Apical  Coil. — This  region  is  even  less  affected  than  the  middle 
coil  and  there  is  no  new  bone  formation.  The  three  scala^  are, 
however,  filled  with  homogeneous  exudate. 

The  Aqueduct  of  the  Cochlea. — At  the  site  of  the  opening  from 
the  scala  tympani  the  perilymphatic  aqueduct  is  entirely  obliterated 
by  new  bone  formation,  although  the'outline  of  the  opening  can  still 
be  seen  (Fig.  4a).  Lower  down  there  is  considerable  thickening  of 
the  lining  membrane  of  the  duct,  the  lumen  of  which  contains 
some  pus-cells.  At  the  cranial  end  the  fibrous  thickening  is  very 
marked  (Fig.  1a). 
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Modiolus. ^-The  central  canal,  spiral  canal  and  liollow  spaces  of 
the  bony  spiral  lamina  are  all  filled  with  new-formed  fibrous  tissue 
which  replace  the  nerves  and  ganglia  (compare  Fig.  2a  with 
Fig.  2).  A  considerable  quantity  of  brownish  pigment  is  present 
in  the  hollow  spaces  of  the  modiolus  and  bony  spiral  lamina. 

The  Vestibule. — This  cavity  is  almost  entirely  filled  with  new 
fibrous  tissue,  in  which  there  is  very  little  new  bone-formation 
(Figs.  5a  and  6a).  Just  above  the  secondary  tympanic  membrane 
there  is,  however,  a  mass  of  new-formed  bone  (Fig.  5a).  The 
utricle  and  saccule  have  disappeared  and  are  replaced  by  fibrous 
tissue.  Here  and  there  in  this  tissue  small  collections  of  round 
cells  (remains  of  abscesses)  may  be  seen.  On  the  inner  wall  of 
the  vestibule  towards  the  roof  the  bone  has  disappeared  so  that 
the  fibrous  tissue  filling  the  vestibule  is  in  contact  Avith  the  extra- 
dural abscess  in  the  floor  of  the  middle  fossa.  This  breaking 
thi"Ough  appears  to  have  occurred  in  the  region  of  the  common 
opening  of  the  superior  and  posterior  canals  (crus  commune) 
(Fig.  5a).  The  smooth  end  of  the  external  canal  also  shows  some 
erosion  of  bone.  The  aqueduct  of  the  vestibule  cannot  be 
recognised  at  the  vestibular  end.  The  lower  part  of  the  ductus 
endolymphaticus  along  with  the  saccus  appear  to  be  normal. 

Semicircular  Canals. — The  canals  are  less  affected  than  the 
other  parts  of  the  labj'rinth  (Fig.  7a),  and  in  places  the  membranous 
canals  can  still  be  seen.  The  perilymphatic  space  oi  all  canals 
contains  pus  and  exudate  in  which  a  little  new-formed  fibrous 
tissue  may  be  seen.  There  is  some  erosion  of  the  bony  lining  of 
the  external  semicircular  canal  at  its  non-ampullai-y  end. 

Internal  Auditory  Meatus  loith  Seventh  and  Eighth  Nerves. — 
The  dura  mater  lining  the  internal  meatus  is  greatly  thickened  and 
shows  marked  small-cell  infiltration  as  well  as  numerous  dilated 
blood-vessels  (Figs.  1a  and  2a).  The  bony  floor  of  the  meatus  is 
markedly  eroded  and  presents  a  small  abscess  near  its  cranial  end. 
Towards  the  inner  end  the  superior  wall  of  the  bony  meatus  is 
perforated  so  that  the  exti'adui-al  abscess  in  the  middle  fossa  is  in 
direct  contact  with  the  dura  lining  the  upper  wall  of  the  internal 
auditory  canal.  Numerous  pus-cells  are  present  between  the 
thickened  dura  and  the  remains  of  the  eighth  nerve.  The  two 
divisions  of  the  eighth  nerve  can  hardly  be  recognised,  as  they  are 
incorporated  with  the  granulation  and  fibrous  tissue  which  fills  the 
meatus.  'J'he  vestil)ular  nei've  to  the  utricle  is  replaced  by  fibrous 
tissue.  Traces  of  the  vestibular  ganglion  can  still  be  seen,  and 
some  fibres  of  the  cochlear  nerve  can  be  traced  {from  the  internal 
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meatus  to  the  modiolus.  The  facial  nerve,  on  the  ••tlicr  hand, 
appears  more  normal,  and  in  sections  stained  by  the  iron-htuma- 
toxylin  method  (Fig.  y),  the  nerve  can  be  traced  through  the 
meatus  up  to  the  geniculate  ganglion.  This  latter  structure  is  in 
contact  -with  the  pus  of  the  extradural  abscess  in  the  floor  of  the 
middle  fossa.  The  lining  of  the  facial  canal  is  greatly  thickened 
in  the  region  where  the  nei've  passed  above  the  cochlea. 

Bemarhs. — The  writer  is  indebted  to  Dr.  G.  M,.  Johnston,  of 
Seafield  Hospital,  Leith,  for  the  following  particular's  of  the  case. 
The  patient  had  suffered  from  a  foul-smelling  discharge  from  liis 
left  ear  since  boyhood.  For  some  weeks  before  admission  he  had 
been  in  bad  health,  and  a  day  or  two  before  his  arrival  at  the 
hospital  he  had  suffered  fiom  severe  pain  in  the  ear  and  from 
marked  giddiness,  which  had  caused  him  to  fall  on  one  or  two 
occasions.  On  admission  (May  7,  1912),  he  complained  of  pain 
in  the  left  ear  and  headache,  and  tended  to  fall  to  one  side  (left  ?). 
He  also  suffered  from  hallucinations  of  hearing.  At  the  time  of 
the  patient's  admission  to  the  Eoyal  Edinburgh  Asylum  (May  29, 
1912)  the  effects  of  the  labyrinthine  attack  were  evidently  passing- 
off.     Death  occurred  on  July  15,  1912. 

The  case,  therefore,  was  evidently  one  of  chronic  purulent  otitis 
media  on  the  left  side  of  long  duration,  complicated  in  the  begin- 
ning of  May,  1912,  by  an  attack  of  acute  purulent  labyrinthitis. 
Ir  is  unfortunate  that  no  functional  examination  of  the  ear  was 
carried  out,  though  it  w^ould  probably  have  been  impossible  to  test 
the  patient's  hearing,  at  any  rate  during  the  first  part  of  his  resi- 
dence at  the  Eoyal  Edinburgh  Asylum.  Functional  examination 
o£  the  vestibular  apparatus  by  cold  syringing,  however,  could  have 
been  carried  out. 

[The  diflBculty  of  making  an  accurate  functional  examination  of 
the  ear  of  insane  patients  will  be  obvious  to  all.  Some  years  ago 
the  present  writer  (J.  S.  F.)  attempted  to  inquire  into  the  condition 
of  the  ears  of  insane  patients  suffering  from  hallucinations  of 
hearing,  and  examined  twenty-two  cases  at  the  Royal  Edinburgh 
Asylum.  Of  these,  five  presented  gross  abnormality  of  one  or  both 
tympanic  membranes — perforations,  scars,  or  marked  retraction 
and  opacity.  In  the  great  majority  of  cases,  however,  tinnitus 
aurium  is  due  to  a  lesion  of  the  cochlear  ganglion  and  nerve,  or  to 
otosclerosis.  In  order  to  detect  these  conditions  it  is,  of  course, 
necessary  to  make  an  accurate  functional  examination  by  means  of 
tuning-forks,  watch,  voice,  Galton  whistle,  or  monochord.  Such  an 
-examination  was   quite  out  of   the  question  in  almost  all  of  the 
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twenty-two  cases  examined,  and  the  attempt  to  establish  a  p  atho- 
loo-ical  basis  for  the  tinnitus  was  therefore  abandoned.] 

The  character  of  the  microscopic  changes  in  the  present  case 
would  appear  to  indicate  that  the  inner  ear  had  been  affected  for  a 
period  of  about  three  months.  The  infection  seems  to  have  spread 
from  the  t3nnpanic  cavity  to  the  labyrinth  by  erosion  of  the  lower 
part  of  the  basal  coil  of  the  cochlea.  The  usual  sites  of  fistula 
formation,  namely,  the  oval  window  and  the  external  canal,  show  no 
sign  of  perforation.  The  niche  of  the  round  window  and  the  scala 
tympani  above  it  are  obliterated  by  fibrous  tissue.  The  microscopic 
changes  are  most  marked  in  the  lower  part  of  the  basal  coil  of  the 
cochlea  and  in  the  adjacent  portions  of  the  vestibule,  as  well  as  in  the 
remainder  of  the  basal  cochlear  whorl.  In  the  canals  the  changes 
are  less  marked  and  less  advanced  than  in  the  vestibule  and  cochlea. 
From  the  vestibule  the  pus  seems  to  have  spread  to  the  subdural 
space  by  eroding  the  crus  commune  of  the  superior  and  posterior 
canals,  and  thence  to  have  extended  forwards  and  outwards  over 
the  cochlea  and  vestibule.  The  roof  of  the  internal  meatus  appears 
to  have  been  eroded  by  the  extradural  pus  burrowing  downwards. 

The  inflaramatoiy  process  also  appears  to  have  passed  inwards 
from  the  basal  coil  of  the  cochlea  to  the  internal  meatus  in  its 
loAver  part. 

As  will  be  seen  from  the  photo-micrographs,  the  extradural 
abscess  appears  to  be  of  much  more  recent  date  than  the  labyrin- 
thitis. If  this  be  accepted  it  goes  to  support  the  vieAv  suggested 
by  Drs.  Henderson  and  Muirhead,  that  the  acute  general  infection, 
from  which  the  patient  died,  was  due  to  an  acute  extension  of  the 
septic  process  in  the  left  ear. 

In  three  similar  cases  of  latent  labyrinth  suppuration  recently 
examined]  by  the  present  writer  a  cerebellar  abscess  Avas  present, 
but  in  the  case  under  consideration  the  brain  appeared  remarkably 
healthy  on  naked  eye  examination. 

In  conclusion,  the  Avriter  wishes  to  acknowledge  his  indebted- 
ness to  the  Carnegie  Trust  for  providing  the  illustrations. 

Note  on  the  Microscopical  Examination  of  the  Middle  and 
Inner  Ear  by  the  Celloidin  Method. 

(The  writer  claims  no  originality  for  the  details  of  this  method, 
which  has  been  only  slightly  modified  fi'oni  those  employed  by  Dr. 
Erich  Ruttin,  of  Vienna,  and  Dr.  F.  R.  Nager,  of  Zurich.) 

Preparation  of  the  Block  of  Bone  contalnliuj  the  Middle  and 
Inner   Ear. — The    temporal  bone    must   be   obtained    as    soon    as 
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possible  after  death — certainly  within  twenty-four  hours.  In 
removing  the  brain  the  seventh  and  eighth  nerves  should  be  cut 
close  to  the  pons,  so  as  to  leave  as  much  as  possible  attached  to  the 
temporal  bone.  The  dura  mater  is  cut  with  a  knife  round  the 
internal  auditory  meatus  in  order  that  the  nei'ves  may  not  be  pulled 
out  when  the  dura  is  stripped  off.  The  saccus  endolymphaticus  is 
esamiu-ed  with  the  naked  eye  and  for  this  purpose  a  crucial  incision 
is  made  into  it.  The  dura  mater  is  now  removed  with  bone  forceps 
from  the  upper  and  posterior  surfaces  of  the  petrous  bone.  With 
the  saw  a  cuboidal  block  containing  the  important  parts  of  the 
middle  and  inner  ear  is  cut  out  from  the  temporal  bone.  The  first 
saw-cut  is  made  in  a  vertical  direction  at  right  angles  to  the  lono- 
axis  of  the  petrous  pyramid  just  in  front  of  the  internal  auditory 
meatus.  The  second,  cut  is  made  parallel  to  and  behind  the  first, 
through  the  mastoid  antrum — posterior  to  the  semicircular  canals. 
The  third  vertical  saw-cut  is  made  in  an  antero-posterior  direction 
through  the  middle  cranial  fossa  and  external  auditory  meatus, 
and  runs  parallel  to  the  posterior  surface  of  the  petrous  pyramid 
and  to  the  middle-ear  cleft.  The  last  cut  runs  through  the  jugular 
fossa  and  is  made  in  a  horizontal  direction  below  the  middle  and 
inner  ear. 

In  this  way  a  six-sided  block  is  obtained,  but  it  requires  some 
trimming.  The  anterior  wall  of  the  exteimal  meatus  should  be  cut 
away  with  bone  forceps,  so  that  the  tympanic  membrane  may  be 
exposed  and  its  condition  noted.  The  jugular  bulb  is  also  inspected 
and  thereafter  its  lining  membrane  is  removed  with  dissecting 
forceps.  The  carotid  canal  is  opened  up  with  bone  forceps  and  the 
artery  removed — care  being"  taken  not  to  injure  the  Eustachian  tube, 
which  lies  just  external  to  this  vessel.  Finally,  the  superior  semi- 
circular canal  is  opened  with  bone  forceps  in  order  to  allow  the 
fixing  fluid  to  gain  access  to  the  inner  ear.  (It  must  be  noted 
that  the  superior  canal  lies  somewhat  in  front  of  the  arcuate 
eminence.)  The  block  so  obtained  is  washed  in  running  water  to 
remove  bone-dust  and  is  then  placed  in  5  per  cent,  formol  for  one 
month — the  fluid  being  changed  on  several  occasions.  If  the 
nerve-structures  are  to  be  specially  examined,  it  is  best  to  place 
the  block  in  Mliller's  fluid  after  it  has  been  twenty-four  hours  in 
formol.     The  Midler's  fluid  must  be  changed  frequently. 

Decalcification,  Washing  and  Hardening. — After  the  block  has 
been  fixed  it  may  be  decalcified  in  5  per  cent,  formol  and  5  per 
cent,  acid  (equal  parts)  for  one  month  or  six  weeks,  according  to 
the  size  of  the  block.     During:  the  first  week  the  fluid  is  changed 
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daily,  during  the  second  week  every  second  day,  and  during  the 
third  and  following  weeks  the  fluid  should  be  changed  twice  weekly. 
In  place  of  the  above  mixture,  Perenny  solution  may  be  used  ;  this 
consists  of  nitric  acid  (10  per  cent.),  400  c.c. ;  absolute  alcohol, 
300  c.c.  ;  chromic  acid  (0*5  per  cent.),  300  c.c.  After  decalcifi- 
cation the  block  is  washed  in  running  water  for  four  or  five  days. 
The  specimen  is  now  hardened  for  the  second  time,  first  in  70  per 
cent,  spirit  for  twenty-four  hours,  then  80  per  cent,  for  twenty- 
four  hours,  then  methylated  spirit  for  three  days  (this  latter 
solution  being  changed  daily).  From  methylated  spirit  the  block 
is  passed  into  absolute  alcohol  for  two  days  (changed  daily),  and 
then  into  absolute  alcohol  and  ether  (equal  parts)  for  two  days 
(changed  daily). 

Embedding. — The  block  is  now  put  in  thin  celloidiu  (Schering's) 
for  one  month  and  then  transferred  to  thick  celloidin  for  one 
month,  (During  the  time  the  block  is  in  the  thin  celloidin  it  may 
be  an  advantage  to  use  the  evacuation-pump  so  as  to  get  rid  of  air- 
bubbles  from  the  hollow  spaces  of  the  middle  and  inner  ear,  but 
the  negative  pressure  employed  must  not  be  excessive,  otherwise 
the  structures  of  the  membranous  labyrinth  may  be  distorted.)  At 
the  end  of  the  second  month  of  embedding,  the  lid  of  the  glass  jar 
containing  the  block  is  left  pai'tially  open  so  that  the  specimen  may 
gradually  dry  and  harden.  When  the  celloidin  is  thoroughly 
hardened — usually  in  about  a  week — the  block  is  cut  out  with  a 
knife  and  pared  down  with  a  razor  to  the  required  size,  i.  e.  about 
three  quarters  of  an  inch  square. 

Cutting. — The  block  may  be  cut  in  one  of  two  directions  :  (1) 
Horizontally,  from  above  downwards;  in  this  way  some  four  hundred 
sections  are  obtained,  20  micromillimetres  in  thickness.  (2)  The 
specimen  may  be  cut  vertically,  from  before  backwards ;  in  this  way 
about  seven  hundred  sections  are  obtained.  After  deciding  in  which 
direction  the  block  is  to  be  cut,  it  must  be  fixed  on  a  piece  of 
stabilit ;  the  block  is  dipped  into  absolute  alcohol  and  ether  for  a 
moment  and  then  into  thick  celloidin  and  placed  on  the  stabilit 
with  the  surface  to  J3e  cut  uppermost.  The  specimen  should  now 
be  left  for  half-an  hour  or  more  so  that  the  celloidin  may  harden. 
The  stabilit  block  with  the  specimen  attached  is  then  fixed  in  the 
Schantze  microtome  (if  not  cut  at  once  it  must  be  kept  in  a  jar 
containing  sjTirit).  If  the  block  is  very  hard,  sections  may  some- 
times be  obtained  10  mm.  in  thickness,  but  as  a  rule  20  mm.  give 
sufficiently  thin  sections,  The  writer  has  been  in  the  habit  of 
numbering  and  staining  every  fifth  section  only  ;   the  intervening 
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ones  are  placed  in  a  large  jar  containing  si)irit.  In  very  important 
cases,  liowever,  such  as  deaf-mutism  or  otosclerosis,  every  section 
should  be  numbered  and  stained.  In  less  important  cases  the 
sections  Avhich  are  selected  for  staining  are  placed  on  a  slide  and 
wrapped  up  in  a  strip  of  blotting-paper  moistened  with  spirit ;  they 
must  on  no  account  be  allowed  to  dry.  Each  slide  is  numbered 
with  a  diamond,  thus — "  William  Smith,  5,  10,  15,  etc."  As  each 
hundred  sections  are  cut,  the  selected  twenty  are  tied  up  too-ether 
in  a  bundle,  labelled  and  kept  moist  with  spirit.  When  all  the 
sections  have  been  cut,  they  are  placed  in  a  large  glass  jar  con- 
taining spirit. 

Staining. — The  blotting-paper  is  unwrapped  and  the  section 
removed  by  tapping  the  slide  against  the  side  of  a  bowl  containing 
water.  The  section  is  now  lifted  with  a  copper  section-lifter  and 
j)laced  in  a  watch-glass  containing  filtered  hasmalum  (Mayer's). 
In  this  the  section  remains  for  a  period  varying  from  five  to  thirty 
minutes,  according  to  the  quality  of  the  staining  solution.  The 
section  is  then  lifted  out  and  thoroughly  washed  in  a  bowl  of  water, 
and  then  transferred  to  a  watery  solution  of  eosin  (^  to  ^  percent.). 
'J'he  time  taken  for  staining  with  eosin  varies  from  two  to  ten 
seconds  as  a  rule.  The  specimen  is  again  washed  in  a  second 
bowl  of  water  and  transferred  to  a  third  watch-glass  containing 
spirit,  in  order  to  remove  the  excess  of  eosin.  From  this  it  is 
passed  on  to  a  fourth  and  fifth  watch-glass  containing  spirit,  and 
is  then  placed  for  a  second  or  two  in  a  sixth  watch-glass  containing 
absolute  alcohol.  Finally,  the  specimen  is  removed  to  a  seventh 
glass  which  hold  scarbol-xylol,  where  it  remains  for  a  minute  or 
two  until  it  sinks  to  the  bottom  of  the  glass.  The  section  is  then 
transferred  with  the  aid  of  a  needle  and  a  copper  section-lifter  to 
the  numbered  slide  from  which  it  was  taken  for  staining  purposes. 
It  is  now  covered  with  Canada  balsam,  and  with  the  aid  of  a 
needle  a  clean  cover-slip  is  slowly  let  down  over  it  so  as  to  exclude 
air-bubbles. 

Other  staining  methods  may  be  employed,  e.  g.  van  Gieson, 
iron  alum,  osmic  acid,  etc.  For  details  of  these  methods  the 
reader  is  referred  to  text-books  on  histology. 

It  is  possible  to  work  three  rows  of  watch-glasses  (twenty-one 
in  all)  containing  the  various  solutions  at  one  time,  and  in  this 
way  from  sixteen  to  twenty  sections  can  be  stained  in  two  hours. 

It  will  be  seen  that  the  process  required  for  the  microscopical 
examination  of  the  middle  and  inner  ears  is  a  somewhat  lengthy 
one,  taking,  as  it  does,  about  six  months.    It  must  also  be  confessed 


642  The  Journal  of  Laryngology,      [December,  1913. 

that  many  difficulties  and  disappointments  are  met  with,  notably 
injury  to  the  ear  in  cutting  out  the  block  of  bone,  failure  to 
decalcify  sufficiently,  presence  of  air-bells  in  the  hollow  spaces  of 
the  middle  and  inner  ear,  and  faulty  staining.  For  all  these  reasons 
the  microscopical  examination  of  the  ear  is  not  a  task  to  be  lightly 
undertaken.  J.  S.  F. 


THE  TREATMENT  OF  NASAL  ACCESSORY  SINUS   SUPPURA- 
TION BY  lONISATION. 

PEELIMINARY   COMMUNICATION. 
By  Jas.  C.  G.  MacNab,  M.D.Glas.,  F.R.C.S.Edin.,  etc., 

Extra  Honorary  Sui-geon,  Ear,  Nose,  and  Throat  Department,  Johannesburg 
General  Hospital,  South  Africa. 

It  is  generally  admitted  that  the  operative  treatment  of  accessory 
sinus  disease,  by  whatever  method,  is  not  universally  satisfactory, 
and  as  great  relief,  and  in  a  number  of  cases  absolute  cure,  can  be 
obtained  in  the  most  unpromising  cases  by  ionisation,  the  technique 
described  might  be  useful  for  those  wishing  to  try;  not  that  it  is 
perfect  by  any  means,  but  it  may  probably  stimulate  those  with  an 
inventive  genius  to  simplify  the  apparatus  and  improve  the  instru- 
ments. 

The  same  method  is  applicable  to  both  frontal  and  maxillary  sinus  disease, 
and  the  apparatus  consists  of — (1)  The  S^'monds  frontal  cannula,  6  in.  long,  insu- 
lated by  dipping  in  collodion  or  celloidin.  (2)  Three  pieces  of  indiarubber  tubing, 
all  with  the  same  calibre:  (a)  one  piece  2  in.  long,  (6)  second  piece  1  ft.  long,  (o) 
third  piece  2i  ft.  long.  (3)  Two  pieces  of  glass  tubing  and  glass  funnel  capable 
of  holding  half  an  imperial  pint,  (a)  One  piece  of  glass  tubing  to  be  H-shaped, 
the  lateral  limb  i  in.  long  and  fitted  with  an  indiarubber  cork  with  a  perforation 
through  the  centre  ;  (b)  the  other  piece  of  glass  tubing  to  take  the  form  of  a  K, 
to  the  limb  of  which  indiarubber  tubing  with  a  screw  clamp  of  about  4  in.  long 
attached.  (4)  Two  electrodes,  the  active  one  made  of  platinum  wire  and  6  in. 
long  for  maxillary  sinus  and  8  in.  for  the  frontal.  (5)  The  large  indifferent 
electrode  made  of  aluminium,  5  by  8  in.,  with  a  binding  screw.  (6)  Two  well- 
made  electrical  cables  covered  Avith  indiarubber  or  silk,  and  about  6  ft.  long.  (7) 
A  1  per  cent,  solution  of  zinc  sulphate  ready  made,  or  B.  &  W.'s  tabloids  to  use  as 
required.  (8)  Eight  to  ten  layers  of  lint.  (9)  A  imiversal  electrical  apparatus 
with  milliampere-meter,  or  an  "ionic  medication  outfit,"  such  as  figured  on  page  13 
of  the  Cavendish  Electrical  Co.'s  latest  catalogue. 

To  put  the  apparatus  together  ready  for  use  :  Take  the  2-in.  rubber  tubing  and 
fit  it  on  to  the  I-  glass  tubing,  to  the  other  end  of  the  glass  fit  the  foot  rubber 
tubing  followed  by  the  K  glass  tubing,  then  the  2.^  ft.  rubber  tubing  which 
carries  the  glass  funnel.  To  the  spare  limb  of  the  K  glass  fit  the  four  inches  of 
rubber  tubing  carrying  the  small  screw-clamp,  while  to  the  small  limb  of  the  T 
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glass  pass  the  electrode  throu«;h  the  perforation  in  the  cork  on  through  the  2-in. 
rubber  tubing,  so  that  the  platinum  projects  6  in.  from  the  distal  end  of  this  small 
piece  of  tubing. 

Frontal  Sinus. — The  diagnosis  luaving  been  made,  under  local 
anaesthesia,  the  anterior  end  of  the  middle  turbinate  is  removed, 
and  sutficient  of  the  anterior  ethmoidal  region  opened  into  and 
curetted  to  allow  of  the  easy  entrance  of  the  cannula,  the  fronto- 
nasal duct  being  further  dilated  if  necessary  with  Dundas 
Orant's  bougie,  the  ordinary  syringe  attached  and  the  pus  blown 
out  and  coUected^for  bacteriological  and  cytological  examination. 
The  patient  is  now  given  a  rest  for  ten  days.  On  the  tenth  to 
the  twelfth  day  the  sinus  is  ionised,  the  insulated  cannula  passed, 
and  pus  again  blown  out ;  it  is  well  washed  out  with  equal  parts 
of  distilled  and  boiled  water,  then  irrigated  with  the  1  per 
cent,  zinc  solution,  this  part  being  done  in  the  ordinary  diag- 
nostic chair  in  the  sitting  position,  the  cannula  being  held. 
The  patient  is  now  made  to  lie  down  on  the  couch,  and  the 
indifferent  (negative)  electrode  is  bound  on  to  the  arm  or  placed 
between  the  shoulders.  The  patient's  head  is  bent  over  the  end 
of  the  couch  and  the  platinum  (positive)  electrode  is  passed 
through  the  cannula,  having  previously  observed  that  its  end 
does  not  project  more  than  1  mm.  beyond  that  of  the  cannula. 
The  two-inch  india-rubber  tubing  is  tied  on  the  cannula,  making 
the  whole  apparatus  continuous  and  ready  for  the  next  step.  The 
glass  funnel  is  now  at  the  level  of  the  patient's  head,  slowly  filled 
with  the  zinc  solution  and  gradually  elevated  until  it  is  found  to  be 
flowing  away.  This  is  soon  perceived  by  the  patient  as  it  drops 
into  the  post-nasal  space  and  has  to  be  hawked  up  (the  one  dis- 
agreeable part  of  the  treatment),  so  that  a  receiver  has  to  be  ready 
at  the  patient's  mouth  to  receive  it.  If  the  zinc  solution  is  not 
running  the  point  of  the  cannula  is  in  contact  with  the  sinus  lining, 
and  slight  manipulation  of  the  cannula  will  rectify  matters,  but  if 
it  does  not  do  so  after  some  coaxing  the  screAV  clamp  on  the  K 
limb  is  undone,  the  rubber  tubing  pinched  below  the  funnel,  and 
from  a  glass  syringe  some  solution  is  forced  down  the  K  glass 
until  the  flow  is  seen  to  start,  the  clamp  tightened,  and  the 
irrigation  proceeded  with.  The  syringe  may  require  to  be  used 
during  the  process,  as  occasionally  the  point  of  the  cannula  gets 
blocked.  The  current  is  now  turned  on  and  the  strength  regulated 
by  the  feelings  of  the  patient— which  is  anything  up  to  12  mm. 
—while  ten  minutes  is  about  the  time  the  patient  cares  to  undergo 
the    process.      The    current    being  turned  off   the  tubing  is  dis- 
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connected,  and  tlie  patient  having  resumed  the  sitting  position  the 
excess  of  zinc  solution  is  removed  by  blowing  with  the  ordinary 
india-rubber  syringe.  During  the  ionisation  the  head  is  slowly 
turned  from  side  to  side  and  from  before  backwards. 

Maxillarij  Simts. — Explore  with  the  insulated  Lichtwitz  trocar 
and  cannula,  blow  pus  out,  irrigate  first  with  equal  parts  of  boiled 
and  distilled  water,  then  zinc  solution.  Now  pass  the  platinum 
electrode  along  the  cannula  and  fix  on  the  rubber  tubing  so  that 
the  apparatus  is  connected;  the  patient  sits  in  the  usual  chair  and 
the  zinc  solution  is  poured  into  the  funnel  until  it  is  felt  in  the 
throat  or  seen  to  come  out  of  the  nose,  when  the  funnel  is  lowered 
until  irrigation  is  seen  to  go  on  very  slowly  ;  the  current  is  now 
turned  on,  and  during  the  process  the  head  is  changed  into  various 
positions  so  that  all  the  lining  laiembrane  will  be  brought  in  contact 
with  the  ions.  Here  the  patient  can  bear  the  process  quite  fifteen 
minutes.  When  finished,  the  apparatus  is  disconnected  from  the 
cannula  and  the  excess  of  solution  blown  out. 

Nasal  Mucous  Membrane. — In  the  ordinary  sitting  position  the 
nasal  mucous  membrane  is  carefully  cleansed  with  weak  peroxide, 
distilled  and  boiled  water,  and  finally  with  zinc  solution.  The 
patient  is  placed  on  the  couch  with  the  head  on  a  pillow  and 
gently  extended  over  the  end  of  the  pilloAV  ;  the  post-nasal  space 
is  now  plugged  with  a  Eustachian  catheter  made  straight,  and  to 
the  distal  end  of  which  two  inches  of  finger-stall  is  tightly 
attached;  to  the  outer  end  of  the  catheter  a  small  tap  is  fixed  Avith 
two  inches  of  rubber  tubing.  The  catheter,  with  rubber  bag,  is 
passed  along  the  nostril  into  the  post-nasal  space  and  filled  with 
plain  water  to  such  a  degree  that  it  will  completely  block  the 
choana  and  make  it  watertight.  The  side  is  now  filled  with  the 
zinc  solution  through  a  large-sized  vulcanite  speculum  and 
the  platinum  or  zinc  electrode  immersed  through  the  speculum 
into  the  centre  of  the  solution,  the  current  is  turned  on,  a  few  drops 
of  zinc  solution  being  frequently  added  to  make  up  for  what  is  lost 
by  running  out  of  the  nose.  Before  the  patient  leaves  I  swab  the 
nasal  mucous  membrane  with  a  20  per  cent,  aqueous  ichthyol  and 
put  cotton- wool  into  the  nostril. 

The  same  method  applies  to  the  middle  ears,  but  here  there  is 
no  previous  plugging. 

The  process  in  the  nose  and  ear,  however,  can  be  simjilified  by 
having  the  platinum  electrode  made  to  enter  through  the  thickness 
of  the  speculum  and  carried  someway  down,  tlius  doing  away  with 
the  necessity  for  holding  the  electrode. 
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Although  this  papor  is  ilealiiig-  chicHy  witli  tlio  accessory 
sinuses,  it  luiglit  not  be  out  of  place  to  state  that  any  form  of 
rhinitis  can  be  improved  by  ioiiisation,  but  more  especially  oza?na 
and  the  atrophic  variety,  while  hypertrophy  of  the  mucous  mem- 
brane of  the  inferior  turbinates  is  best  dealt  with  by  plunging  a 
pointed  zinc  electrode  for  at  least  11  in.  between  the  mucous 
lining  and  periosteum,  but  as  the  zinc  has  not  sufficient  stability  I 
always  pass  a  tenotomy  knife,  then  through  the  Avound  thus  made 
insert  the  sharp-pointed  zinc  electrode,  which,  however,  must  be 
insulated  up  to  the  point  where  it  leaves  the  mucous  membrane, 
otherwise  a  small  ulcer  will  form  which  takes  some  time  to  heal. 
Again,  ionisation  is  extremely  useful  in  all  forms  of  chronic  su|> 
purative  middle-ear  disease  provided  dead  bone  can  be  excluded, 
but  it  is  particularly  useful  after  the  I'adical  or  conservative  mastoid 
operations  where  the  discharge  persists  longer  than  four  weeks  due 
to  some  hidden,  unhealthy  granulation-tissue.  Here  two  applica- 
tions invariably  permanently  cure  the  condition.  I  have  had  no 
success  with  transtympanic  ionisation  for  chronic  catarrh  or  oto- 
sclerosis. 

Finally,  before  starting  the  apparatus  must  be  carefully  tested 
to  see  that  it  is  working  properh-.  This  can  be  done  without 
damage  to  the  milliamperemeter  by  bringing  the  electrodes  together 
and  turning  on  the  smallest  possible  amount  of  current  to  give  a 
spark ;  also  it  is  advisable  to  have  as  few  screw  connections  between 
the  battery  and  the  point  of  application  in  the  sinus,  as  any  bi'eak 
in  the  current  at  this  work  is  felt  severely  by  the  patient.  For  that 
reason  all  my  electrodes  are  soldered  on  to  the  cable.  And  finally, 
if  ionisation  is  going  to  be  of  use  in  any  case  improvement  will 
begin  after  two  applications,  while  if  the  condition  is  not  improved 
after  six  there  is  hardly  much  use  in  continuing  the  treatment. 

I  have  also  had  considerable  success  in  catarrhal  and  obstructive 
lesions  of  the  Eustachian  tubes  with  ionisation.  The  method  adopted 
is  to  have  the  usual  zinc  rod  insulated  after  the  method  of  Care  by 
having  cotton  thread  twisted  carefully  on  to  the  last  two  inches, 
Avhich  is  then  kept  in  gelatine  and  formalin  alteimately  until  a  coating 
has  formed  similar  in  thickness  to  No.  3  silver  Eustachian  catheter. 
The  zinc  rod  being  then  bent  to  have  the  same  radii  as  the  catheter, 
before  use  the  insulated  electrode  is  put  in  zinc  solution  for  five 
minutes  and  then  passed  through  the  nose,  and  by  the  aid  of  the 
post-rhinoscopic  mirror  or  pharyngoscope  is  inserted  as  far  as  pos- 
sible into  the  Eustachian  tube  ;  to  prevent  the  remaining  part  of  the 
electrode  touchin"-  the  nasal  nuicous  membrane  a  fine  rubber  tube 


646  1  he  Journal  of  Laryngology,      [December,  1913. 

is  threaded  on ;  tlien  the  usual  handle  connected  with  the  multostate. 
The  current  is  turned  on  for  ten  minutes^  then  reversed  for  four. 
This  treatment  is  done  once  weekly. 

What  is  required,  however,  in  this  w^ork  is  for  the  cannulas  to 
be  made  of  a  non-conducting  metal,  for  although  I  have  succeeded 
in  insulating  the  outside  of  the  cannulas  with  collodion,  and,  more 
recently,  with  silk  aud  rubber  dissolved  in  chloroform  and  aceto- 
zone,  the  inside  of  the  instrument  is  acted  upon  aud  soon  narrows 
in  calibre. 


CLINICAL    NOTE. 


THE    MECHANISM   OF   ONE    FORM  OF    RESPIRATORY  STOPPAGE  UNDER 
GENERAL    ANAESTHESIA    ^ETHYL    CHLORIDE). 

By  J.  D.  LiTHGOw,  F.R.C.S.E. 

Everyone  is  familiar  Avith  the  effect  which  follows  the  passage  backwards 
of  the  lower  jaw  aud  tougue  during  general  ausesthesia,  thus  causing  either 
embarrassment  or  complete  stoppage  of  the  respiration.  It  is  equally 
well  known  that  in  most  cases  of  this  condition,  it  is  only  necessary  to 
draw  the  jaw  forward  to  allow  respiration  to  go  on  freely ;  while  at  other 
times  one  has  to  exert,  in  addition,  traction  on  the  tongue  itself  (Lister). 
I  have  recently  observed  in  several  cases  during  general  ausesthesia 
under  ethyl  chloride  for  the  enucleation  of  tonsils  with  the  guillotine,  that 
after  the  patient  is  fairly  well  under,  the  breathing  suddenly  stops,  the 
countenance  becomes  livid,  and  violent  inspiratory  efforts  are  made,  but  no 
air  enters  the  chest.  In  these  cases,  neither  drawing  forward  the  jaw  nor 
traction  on  the  tougue  have  the  slightest  effect  in  relieving  the  embarrass- 
ment. On  introducing  the  finger,  one  finds  the  ej)iglottis  firmh'  attached, 
like  a  boy's  leather  sucker,  to  the  posterior  pharj-ngeal  wall,  from  which 
one  is  unable  to  dislodge  it,  even  by  forcible  traction  on  the  tongue,  but  on 
passing  the  nail  and  point  of  the  index  finger  under  its  edge,  it  suddenly 
relaxes  its  sucker-like  grip  on  the  pharyngeal  wall,  and  the  chest  instantly 
fills  Avith  air.  In  the  last  case  of  this  description  this  valvular  action, 
associated  with  stoppage  of  the  respiration,  Avas  repeated  on  removing  my 
finger,  and  CA^entually  I  had  to  hold  the  epiglottis  forward  until  the 
patient  A\'as  quite  out  of  the  aneesthetic.  I  have  not  as  yet  been  able  to 
determine  Avhether  the  few  cases  in  which  I  haA'e  obserA'ed  this  mechanism 
had  any  special  anatomical  formation  of  the  upper  orifice  of  the  larynx 
predisposing  to  this  sucker-like  action.  Should  this  form  of  respiratory 
stoppage  occur  after  the  tonsils  have  been  removed,  one  might  be  inclined 
to  su.spect  that  a  tonsil  or  accidentally  detached  tooth  had  become 
impacted  in  the  glottis,  aud  thereby  be  tempted  to  have  recourse  to  an 
xmnecessary  tracheotomv. 

The  remedy,  therefore,  in  such  a  case  is  to  force  the  point  of  the  index 
finger  between  the  epiglottis  and  the  posterior  pharyngeal  Avail,  aud 
maintain  them  apart  until  free  respiration  is  established. 
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PROCEEDINGS     OF    THE     ROYAL     SOCIETY    OF 
MEDICINE— LARYNGOLOGICAL   SECTION. 


May  2,  1913. 
Mr.  Herbert  Tilley,  President,  in  the  Chair 


Discussion    on    the    ^Etiology    of   Unilateral    Paralysis  of   the 
Recurrent   Laryngeal  Nerve. 

Cases. 

Nearly  Complete  Paralysis  of  Left  Yocal  Cord  of  Unexplained 
.ffitiology. — William  Hill,  M.D. — Male,  aged  tweuty-four,  came  com- 
plaiuiug  of  loss  of  voice  AvLich  followed  the  operation  of  internal  iirethro- 
toiuy  three  weeks  loefore.  The  left  cord  was  immobile  and  shorter  than 
the  right ;  the  left  arytsenoid  was  in  a  considerably  more  forward  position 
than  the  right,  and  prevented  sufficient  approximation  of  the  right  cord 
to  the  paralysed  left  cord  on  attempted  phouatiou.  The  laryngoscopic 
pictui'e  suggested  long-standing  paralysis  with  post-paralytic  contracture. 
He  contracted  gonorrhoea  four  years  ago,  but  there  is  no  history  of  this 
having  been  followed  bv  arthritis.  Examination  of  the  neck  and  chest  by 
the  usual  methods  (including  the  X  rays)  throws  no  light  on  the  cause  of 
the  paralysis. 

[Note  (made  one  month  subsequent  to  the  meeting). — The  voice  has 
much  improved.  There  is  fair  movement  of  the  cord,  but  the  left 
arytaenoid  still  occupies  a  more  advanced  position  than  the  right,  and  does 
not  move  so  freely.] 

Recurrent  Paralysis  due  to  Aneurysm  of  the  Arch  and 
Descending  Aorta  of  which  Physical  Examination  of  the  Chest  gave 
no  Indication. — William  Hill,  M.D. — An  old  man  from  whom  this 
skiagram  was  taken  was  shown  on  December  1,  1911.1  jje  came  to 
hospital  complaining  of  hoarseness.  The  left  vocal  cord  was  paralysed, 
but  a  careful  examination  of  the  chest  revealed  no  positive  evidence  of 
aneurysm.  There  was,  however,  unequivocal  tracheal  tugging,  and  a 
skiagram  showed  a  large  aneurysm. 

Left  Recurrent  Laryngeal  Paralysis,  probably  due  to  Dilata- 
tion of  the  Left  Auricle.— E.  D.  Davis,  F.R.C.S.— Woman,  aged  forty, 
had  well-marked  mitral  stenosis  with  haemoptysis  and  failure  of  compensa- 
tion. In  1908  she  had  been  treated  for  loss  of  voice,  by  rest  in  bed  and 
faradisation  of  the  larynx,  and  after  treatment  for  two  months  the  voice 
returned.  In  1911  she  again  complained  of  loss  of  voice,  and  stated  that 
she  had  had  haemoptysis  and  that  the  sputum  had  been  examined  for 
tubercle  bacilli  with  a  negative  result.  Examination  showed  paralysis  of 
the  left  recurrent  laryngeal  nerve  with  slight  adductor  movement  and  a 
little  Laryngitis.  The  skiagrams  of  the  chest  are  shown.  The  X-ray 
screen  revealed  dilatation  and  displacement  of  the  heart  to  the  left  and 
an  opaque  posterior  mediastinum. 

Left  Recurrent  Laryngeal  Paralysis  following  Acute  Endo- 
carditis and  Pericarditis.— E.  D.  Davis,  F.R.C.S.— Male,  aged  nine- 
See  Proc.  Roy.  Soc.  Med.,  v,  No.  3,  p.  3o  et  seq. 
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teeu,  was  extremely  ill  in  1912  with  lieart  failure,  mitral  regurgitation, 
and  pericarditis.  The  voice  Avas  weak  and  hoarse.  The  larynx  was 
examined  when  the  patient  was  convalescent,  in  February  of  this  year, 
and  complete  left  recurrent  laryngeal  paralysis,  with  shght  compensatory 
over-action  of  the  right  cord,  was  found.     Skiagrams  were  shown. 

Right  Recurrent  Laryngeal  Paralysis.— E.  D.  Davis,  F.R.C.S.— 

Male,  aged  thirty-four,  complained  of  deafness  of  tlie  right  ear  following 
influenza.  Incidental  examination  of  the  larynx  showed  right  recurrent 
laryngeal  paralysis,  with  over-action  of  the  left  cord.  The  palate  and 
pharvnx  were  normal.  The  voice  was  toneless,  and  the  patient  stated 
that  he  had  lost  his  voice  years  ago.  Skiagrams  were  shown,  but  no 
definite  cause  of  the  paralysis  could  be  discovered. 

Left  Recurrent  Laryngeal  Paralysis. — Cecil  Graham,  F.R.C.S. — 

Male,  aged  forty-four.  Weakness  of  voice  since  June,  1912.  Occasional 
attacks  of  coughing,  followed  by  vomiting.  No  hoarseness,  no  dysphagia, 
no  enlarged  cervical  glands.  Syphilis  twelve  years  ago.  Wassermann. 
reaction  positive.  Shortening  of  left  vocal  cord  ;  tilting  forward  of  left 
arytsenoid.  Left  cartilage  of  Wrisberg  well  defined.  Eadial  pulses 
synchronous,  and  fairly  full.  Sluggish  left  pupil.  Skiagram  showed 
great  increase  in  the  aortic  shadow. 

Discussion. 

Dr.  de  Havilland  Hall,  in  opening  the  discussion,  submitted 
tabulated  lists  of  the  causes  of  the  paralysis  together  with  an  analysis 
of  the  cases  which  had  been  shown  before  the  Laryugological  Society 
from  its  foundation  until  it  ceased  to  exist  as  an  independent  society, 
i.  e.  from  1893  to  1907 — fifty-two  cases  in  all.  In  thirty-five  cases  the 
left  vocal  cord  was  affected,  in  sixteen  cases  the  right,  and  in  one  case 
the  affected  side  is  not  mentioned. 

A  further  series  of  sixty-four  cases  of  unilateral  recurrent  paralysis 
which  he  had  observed  himself  was  detailed. 

The  most  common  cause  of  left  recurrent  paralysis  is  aneurysm  of 
the  arch  of  the  aorta.  This  occurred  in  twenty-eight  times  out  of  eighty- 
two  cases.  He  further  pointed  out  that  the  seven  cases  in  which  uo 
definite  cause  for  the  paralysis  was  discovered  were  all  on  the  left  side. 
Some  of  these  seven  were  almost  certainly  aneurysmal,  as  long  clinical 
experience  had  taught  him  that  paralysis  of  the  left  vocal  cord  is  often 
the  only  objective  indication  of  aortic  aneurysm.  In  a  case  of  this  kind 
he  detected  the  cadaveric  position  of  the  left  vocal  cord  nearly  a  year 
before  there  were  any  other  definite  physical  signs  of  the  aneurysm.  In 
these  days  the  c^uestion  would  have  been  easily  settled  by  an  X-ray 
examination. 

In  cases  of  aneurysm  of  the  arch  of  the  aorta  the  left  recurrent  nerve 
is  almost  exclusively  affected.  This  is  shown  by  the  fact  that  out  of 
thirty-one  cases  of  paralysis  of  the  recurrent  nerves  from  the  pressure  of  an 
intra-thoracic  aneurysm,  the  left  recurrent  nerve  was  affected  in  twenty- 
eight  cases,  and  the  right  in  only  three.  Paralysis  of  the  left  recurrent 
nerve  not  only  points  clearly  to  the  probability  of  the  existence  of  an 
intra-thoracic  aneurysm,  but  it  also  indicates  the  position  of  the  aneurysm 
as  being  seated  usually  on  the  transverse  or  descending  part  of  the  arch  of 
the  aorta.  In  thirty-five  cases  of  aortic  aneurysm  recurrent  paralysis 
was  observed  in  twenty-one  cases — nineteen  times  on  the  left  side  and 
twice  on  the  right. 
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The  physical  signs  of  vulvuhir  disease  of  tlie  heart  may  oxist  in 
association  with  left  recurrent  paralysis,  so  as  to  sinnilate  very  closely 
iutra-thoracic  aneurysm.  Before  the  advent  of  the  X-rav  metliod  of 
examination  these  cases  were  probably  fre<|uently  mistaken  for  aneurvsm. 

When  the  paralysis  is  due  to  the  effect  of  pressure  other  than 
aneurysmal  the  left  recurrent  nerve  is  affected  nearly  four  times  more 
frequently  than  the  right.  If  the  cases  of  malignant  disease  of  the 
oesophagus  be  excluded,  it  might  be  stated  baldly  that  the  right  recur- 
rent nerve  is  hardly  ever  paralysed  as  the  result  of  pressure  within  the 
thorax.  It  also  appears  that,  after  aneurysm,  the  most  common  cause  of 
this  paralysis  is  some  growth  within  the  thorax.  This  very  strikin*'- 
difference  between  the  two  recurrent  nerves  must  be  owing  entirely  to 
their  anatomical  distribution.  It  is  easily  seen  why  au  aneurvsm  of  the 
arch  of  the  aorta  should  almost  exclusively  affect  the  left  recurrent  nerve, 
but  it  is  difficult  to  understand  why  the  right  recurrent  nerve  should 
almost  entirely  escape  the  effect  of  other  kinds  of  pressure. 

In  cases  of  malignant  disease  of  the  cesophagus  my  figures  show  that 
the  two  sides  are  almost  equally  affected,  ;'.  e.  niue  cases  of  right  recurrent 
paralysis,  and  eight  cases  on  the  left  side. 

Paralysis  of  the  right  recurrent  nerve  associated  with  dysphagia  is 
almost  invariably  due  to  malignant  disease  of  cesophagus.  The  same 
cannot  be  stated  of  left  recurrent  paralysis  with  dysphagia,  but  we  should 
be  justified  in  saying  that  the  latter  combination  is  most  commoulv  due 
to  malignant  disease  of  the  cesophagus.  In  exceptional  cases  dysphagia 
may  be  caused  by  an  aneurysm  of  the  descending  thoracic  aorta  pressing 
on  the  oesophagus,  while  at  the  same  time  the  left  recurrent  nerve  is 
implicated  in  an  aneurysmal  dilatation  of  the  arch  of  the  aorta. 

When  recnrreut  paralysis  is  due  to  central  causes  or  toxins  the 
nerves  are  aff'ected  nearly  equally. 

Age  is  an  important  factor  in  the  diagnosis  of  the  cause  of  the 
paralysis.  In  children  one  would  natui-ally  think  of  diphtheria,  tuber- 
culous glands,  cervical  spinal  caries,  and  meningitis.  In  young  adults 
pulmonary  tuberculosis,  pleuritic  thickening  at  the  apex  of  the  lung, 
and  mitral  disease,  with  enlargement  of  the  left  auricle,  would  be  the 
most  likely  causes.  Under  the  age  of  twenty-five  aneurysm  is  extremely 
rare.  In  middle-aged  men — i.  e.  from  twenty-five  to  fifty-five — aneurysm 
is  by  far  the  most  common  cause.  After  the  age  of  sixty  the  probability 
of  malignant  disease  of  the  lung  or  of  the  mediastinal  glands  should  be 
borne  in  mind. 

The  sex  of  the  patient  should  also  be  taken  into  account,  as  thoracic 
aneurysm  is  a  comparatively  rare  disease  in  females.  Recurrent  paralysis 
in  a  woman  would  suggest  the  pressiire  of  a  new  growth,  malignant 
disease  of  the  cesophagus,  c>v  dilated  left  auricle  rather  than  au  aneurysm. 

Sir  David  Ferrier,  F.R.S.,  asked  on  wdiat  depends  the  special 
feature  of  recurrent  laryngeal  paralysis  ?  Many  years  ago  he  had 
endeavoured  to  show  that  in  peripheral  paralysis,  from  whatever  cause — 
neuritis,  etc. — the  extensor  muscles  w^ere  the  first  to  suffer.  Sir  Felix 
Semou  called  his  attention  to  the  fact  that  the  abductors  of  the  vocal 
cords  were  the  first  muscles  to  be  paralysed  in  affections  of  the  recurrent 
laryngeal  nerve.  This  falls  in  line  with  the  other  facts  on  which  he  had 
baseci  his  conclusions.     These  might  be  summarised  as  follows  : 

In  peripheral  neuritis,  however  induced,  as  from  alcohol,  lead,  arsenic, 
beri-beri,  etc.,  the  extensor  muscles  of  the  limbs  are  the  first,  and  often 
alone,  affected.  In  lead  poisoning  we  have  the  familiar  drop-wrist,  while 
the  supinator  longus  supplied  by  the  same  nerve  escapes.     So  in  alcohol 
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we  have  at  first  drop-foot  from  paralysis  of  the  muscles  supplied  by  the 
external  popliteal  nerve.  A  similar  condition  obtains  in  beri-beri.  Take 
again  the  case  of  pressure  on  the  peripheral  nerves.  While  severe  and 
long-continued  pressure  on  the  musculo-spinal  nei-ve  causes  paralysis  of 
all  the  muscles  supplied  by  this  nerve — supinators  as  well  as  extensors — 
yet  instances  occur  in  which  only  the  extensors  are  affected.  So  also  in 
puerpei-al  paralysis  fx'om  pi-essure  of  the  foetal  head  on  the  crural  plexus, 
the  muscles  especially  paralysed  are  the  anterior  tibial  group  supplied  by 
the  external  popliteal  nerve.  The  same  thing  happens  in  neuritis  of  the 
sciatic  nerve,  or  when  it  is  injected  with  Schlosser's  fluid  for  the  treat- 
ment of  sciatica.  All  these  facts  point  to  a  greater  vulnerability  of  the 
extensor  nerves  to  destructive  influences.  Parallel  with  this,  and  of  the 
same  significance,  is  the  fact  discovered  by  Onimus,  that  the  extensor 
nerves  lose  their  excitability  after  death  sooner  than  the  flexors  and 
adductors.  The  greater  vulnerability  of  the  abductor  fibres  of  the 
recurrent  laryngeal,  as  exhibited  in  the  effects  of  neuritis,  pressure,  cold, 
etc.,  is  only  an  example  of  a  more  general  law  applicable  to  extensors  in 
general.     So  far  the  law. 

As  regards  the  recurrent  laryngeal  paralysis  so  common  in  tabes, 
the  question  is  whether  it  is  due  to  central  or  peripheral  causes,  or 
perhaps  both.  Opinion  is  still  divided  on  this  question,  and  after 
reviewing  the  principal  literature  bearing  on  it,  he  thought  that  there 
were  many  points  still  requiring  careful  investigation  by  modern 
methods,  and  with  more  accurate  anatomical  knowledge  of  the  nerve- 
centres  than  has  been  displayed  in  many  of  the  published  clinical  records. 
There  is,  however,  no  doubt  that,  in  the  vast  majority  of  cases  of  tabetic 
recurrent  paralysis,  neuritic  or  degenerative  changes  have  been  found  in 
the  vagus  trunk,  recurrent  laryngeal,  or  in  the  intra-muscular  nei've- 
endings,  particularly  in  the  posterior  crico-arytsenoid  muscles.  Though 
degenerative  changes  have  also  in  several  instances  been  described  in  the 
medulla  oblongata,  particularly  in  the  floor  of  the  fourth  ventricle,  it  is 
questionable  whether  in  any  case  of  pure  tabetic  laryngeal  paralysis  of 
the  usual  type,  primary  degeneration  has  ever  been  demonstrated  limited 
to  the  nucleus  ambiguus,  the  recognised  motor  nucleus  of  the  laryngeal 
muscles.  So  far  as  he  could  discover  there  were  only  two  cases  of  tabes 
on  record  in  which  primary  central  lesion  appears  to  have  been  demon- 
strated. In  both  of  these  cases,  however,  there  was  complete  recurrent 
pai-alysis  ;  and  in  one  of  them  (v.  Eeusz's)  there  was  paralysis  also  of  the 
pharynx,  palate,  and  partially  of  the  tongue.  These  cases,  therefore, 
cannot  be  regarded  as  typical  of  the  condition  usually  found  in  tabes. 
And  in  those  cases  in  which  degenerative  changes  have  been  described  in 
the  nucleus  ambiguvis  among  others  they  may  have  been  secondai'y  to 
periphei'al  lesion — the  so-called  "  reaction  a  distance"  or  retrograde 
degeneration. 

If  one  considers  the  relatively  small  size  of  the  cell  groups  constitu- 
ting the  nucleus,  and  their  community  of  vascular  supply,  it  would 
appear  very  unlikely  that  any  acute  lesion,  such  as  that  of  anterior 
poliomyelitis,  could  pick  out  the  cell  groups  of  some  only  of  the  laryngeal 
muscles  or  even  all  without  implicating  to  a  greater  or  less  extent  those 
also  of  the  palate  and  pharynx.  As  a  matter  of  fact,  this  occurred  in 
the  case  recorded  by  v.  Keusz  ;  and  in  the  symptom-complex  due  to 
embolism  of  the  posterior  cerebellar  artery  paralysis  of  the  palate  and 
larynx  are  always  associated  with  each  other. 

It  is,  however,  theoretically  possible  that  a  chronic  and  slowly  progres- 
sive degeneration,  like  that  of  muscular  atrophy  or  bulbar  paralysis,  may 
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pick  out  the  cell  o;roups  of  the  abductors  apart  from  the  otliers.  But 
there  is  nothing  iu  the  symptomatology  of  muscular  atrophy  to  support 
this  conteutiou.  The  extensor  muscles  are  never  individually  affecteil  in 
this  disease.  And  iu  bulbar  paralysis,  iu  which  the  lips,  tongue,  pharvn.v 
and  larynx  are  progressively  ali'ected,  the  weakness  of  the  adductor.s  of 
the  vocal  cords  is  the  first  symptom  to  attract  attention  to  the  larynx. 
Whether  this  is  preceded  by  paresis  or  paralysis  of  the  posterior  crico- 
aryta^noid  muscles  he  could  not  say.  Schlesinger,  however,  holds  that  this 
occurs  in  bulbar  syringomyelia,  but  Iwanof,  who  has  directed  special 
attention  to  this  point,  has  never,  iu  the  tweuty-eight  cases  he  examined, 
seen  one  in  which  there  was  paralysis  of  the  posterior  crico-arytsenoid 
without  implication  also  of  some  of  the  other  laryngeal  muscles.  The 
point  is,  however,  one  well  worthy  of  further  investigation. 

Taking  all  the  facts  into  consideration,  and  pending  further  precise 
examinatiou  of  the  recurrent  lai-yugeal  nerves  and  their  motor  nuclei,  he 
adopted  the  view  already  expressed  by  many  eminent  laryngologists  and 
neuropathologists  that  the  recurrent  laryngeal  paralysis  usually  observable 
in  tabes  is  of  peripheral  origin,  and  conforms  to  the  law  applicable  to 
mixed  motor  nerves  iu  general — viz.  that  the  extensors  and  abductors  are 
more  vulnerable  and  lose  their  vitality  sooner  than  the  flexors  and 
adductors. 

Dr.  W.  Permewan  thought,  in  discussing  the  aetiology  of  the  con- 
dition, that  it  was  necessary  once  more  to  repeat  what  is  a  comniouplace 
to  laryngologists,  but  which  is  by  uo  means  generally  recognised — viz. 
that  in  the  first  stage  of  unilateral  organic  paralysis  there  is  uo  affection 
of  voice,  as  the  abductors  are  alone  affected,  and  uo  affection,  or  a  very 
slight  affection,  of  breathing,  because  the  other  cord  is  able  to  make  up 
the  deficiencies.  Thus  unilateral  abductor  paralysis  is  often  missed,  or 
only  discovered  by  accident. 

The  records  of  cases  are  also  by  no  means  complete.  There  is  a 
failure  to  record  cases  which  are  due  to  the  commonest  causes.  It  is 
of  little  interest  to  publish  cases,  for  instance,  of  left-sided  paralysis 
due  to  aortic  aneurysm,  while  any  unusual  or  obscure  case  is  carefully 
put  on  record.  The  result  is  that  there  is  in  any  statistical  statement  an 
undue  relative  predominance  of  rare  cases.  So,  too,  in  studying  and 
comparing  various  collections  of  cases  made  by  different  authors,  it  is 
difficult  to  avoid  the  error  due  to  the  fi'equent  repetition  of  the  same 
case  iu  vai'ious  connections.  The  results,  therefore,  of  statistical  inquiry 
cannot  at  present  be  taken  as  of  absolute  value.  But,  as  on  the  other 
hand  the  individual  experience  of  any  one  observer  is  insufficient  to 
establish  general  results,  the  study  of  records  is  the  only  way  of  arriving 
at  even  an  approximation  of  the  truth. 

The  speaker  went  on  to  refer  to  sets  of  collected  cases,  pulilished  by 
Avellis  and  others,  and  to  the  classification  of  causes  of  paralysis  adopted 
by  Sir  StClair  Thomson  iu  his  book  on  "  Diseases  of  the  Throat." 

The  total  figures  showed,  in  the  speaker's  opinion,  an  undue  pre- 
dominance of  toxic  cases  and  of  cases  due  to  traumatism.  Still,  the  very 
numbers  show  that  these  are  frequent  and  important  causes  of  luiilateral 
paralysis,  and  it  is  probable  that  in  toxic  affections  will  be  found  the 
explanation  of  a  considerable  number  of  cases  whose  cause  has  not  been 
definitely  ascertained.  The  frequency  of  aortic  aneurysm  as  a  cause  of 
left-sided  paralysis  is  known  to  all.  In  left-sided  cases  when  no  other 
obvious  cause  is  present,  aortic  aneurysm  will  be  found  to  be  the  cause  in 
a  very  large  percentage  of  cases.  What  that  percentage  is  exactly  it  is 
impossible  to  say.     Many  cases  of  aortic  aneurysm  are  never  subjected  to 
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lai'vngoscopic  examiuatiou.  Many  others  are  not  detected  at  all  till 
sudden  death  either  suggests  or  reveals  its  existence.  Some  cannot  even 
be  detected  by  radiography,  and  in  particular  just  those  small  aneurysms 
of  the  imder-surface  of  the  arch  -which  particularly  affect  the  recurrent 
laryngeal  nerve.  In  the  last  edition  of  Schmidt's  work  on  "  Diseases  of 
the  Upper  Air- Passages,"  the  editor  says  :  "  Among  the  symptoms  of 
aortic  aneurvsm  paralysis  of  the  left  recurrent  is  practically  always  the 
earliest,  and  it  remains  often  for  a  long  time  the  only  sign."  G-iven  a 
case  of  left  recurrent  paralysis,  aortic  aneurysm  is  the  first  thing  to  be 
thought  of,  and  must  not  be  excluded  unless  it  has  been  sought  for  with 
every  diagnostic  aid  at  our  command. 

One  cause  of  left  recurrent  paralysis,  to  which  much  attention  has 
been  o-iven  during  the  past  sixteen  years,  is  the  association  of  it  with 
mitral  stenosis.  While  admitting  fully  the  fact  of  left  recurrent  jjaralysis 
being  associated  with  the  heart  changes  which  follow  mitral  stenosis, 
(jrarel  points  out  that  at  least  two  thirds  of  the  cases  were  imconfirmed 
by  an  autopsy,  and  that  even  in  those  that  were  examined  post-mortem 
the  account  of  the  finding  does  not  always  carry  conviction.  The 
suo-gestion  that  the  left  auricle  when  enlarged  may  compress  the  nerve 
against  the  arch  of  the  aorta  does  not  seem  very  convincing.  The  more 
probable  explanation  is  that,  when  the  heart  becomes  much  increased  in 
weight  by  hypertrophy  of  the  right  ventricle,  that  is  enough  to  drag  on 
the  aortic  arch,  and  thus  stretch  and  eventually  paralyse  the  nerve.  The 
speaker  had  shown  to-day  one  heart  much  enlarged  from  mitral  stenosis, 
and  one  enormously  hypertrophied  from  a  patent  foramen  ovale.  Each 
of  these  cases  suffered  for  some  time  Ijefore  death  from  loss  of  voice,  but 
no  laryngoscopic  examination  was  made.  He  had  shown  them  to  suggest 
that  tiie  increased  weight  of  the  heart  in  this  affection  may  be  the  real 
factor  in  producing  that  paralysis  of  the  nerve. 

Unilateral  paralysis  in  tabes  dorsalis  is  by  no  means  uncommon. 
Laryngeal  paralysis  is  sometimes  the  earliest  observed  sign  of  this 
disease.  In  my  table  there  are  forty  cases  of  paralysis  from  syringo- 
bulbia. It  is  not  surprising  that  a  disease  which  actually  destroys  b)' 
gross  lesion  the  nuclei  of  the  vagus  accessorius  should  result  in  paralysis 
of  the  larynx.  According  to  Ivanow,  the  posticus  is  the  first  affected, 
and  then  the  whole  domain  of  the  recurrent  nerve.  But  often,  in  place 
of  being  strictly  unilateral,  there  is  complete  pai'alysis  of  one  side  Avitli 
affection  of  either  the  posticus  or  the  internus  of  the  other  side.  He 
suggests  that  Semon's  law  requires  revision.  The  netiritic  group  of  cases 
is  a  large  one ;  they  no  doubt  explain  a  considerable  number  of  cases  for 
which  no  clear  organic  cause  can  be  found,  and  they  are  also  the  class  of 
case,  and  possibly  the  only  class  of  case,  in  which  recovery  occurs. 

The  bilateral  representation  of  the  movement  of  the  laryngeal  muscles 
in  the  cerebral  cortex  makes  it  extremely  improbable  that  cerebral  disease 
should  produce  unilateral  paralysis.  Yet  Oassel bury  refers  to  six  of  such 
cases.  It  is  possible  that  destruction  of  botli  centres  may  occur  at  the 
same  time  ;  but  \mtil  every  case  has  been  examined,  and  the  existence  of 
no  disease  of  the  medulla  is  demonstrated,  it  will  be  safer  to  assume  the 
non-existence  of  cereljral  unilateral  laryngeal  paralysis. 

Sir  Felix  Semon  limited  his  remarks  to  the  points  raised  by  Sir 
David  Ferrier.  Sir  David  had  stated  that  laryngeal  abductor  paralysis, 
characteristic  of  partial  lesion  of  the  recurrent  laryngeal,  Avas  only  an 
instance  of  the  more  general  law  that  the  nerves  of  the  extensor  muscles 
of  mixed  motor  nerves  are  more  vulnerable  to  destructive  influences  than 
those  of  the  flexors  and  adductors.     With  regard  to  this  statement  Sir 
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Felix  observed  :   (1)   Tliat  the  snt;i,'estion  was  as  old  as  the  proclaiimtinn 
of  the  fact  itself  ;   {'2)  that  even  if  this  aiialo<,'y  hel<l  gooil,  it  woidd  onlv 
be  an  aiuj>litioation.  not  an  explanation,  of  the  curious  fact,  and  would  not 
elucidate  in  the  least  the  cause  of  the  vulnerability  of  the  abductor-faljres. 
But  he  (Sir  Felix)  gravely  doubted   whether  the  larynsjfeal   phenomenon 
could  be  claimed  as  a  simple  instance  of  Fei'rier's  more  general  law, 
altlKtugh  he  fully  admitted,  of  course,  that  it  seemed  to  fall  into  line  with 
it.  inasmuch  as  the  laryngeal  abductors  in  one  sense  were  as  antagonistic 
to  the  adductors  as  were  the  extensors  and  flexors  of  a  limb,  seeing  that 
they  served  opposite  movements.     But  with  this  likeness  the  similarity 
ended,  and  for  the  rest  the  physiological  conditions  of  the  antagonistic 
muscles  of  the  larynx  Avere  widely  different  from  those  of  the  antagonistic 
muscles  of  the  limbs.    He  summarised  the  objections  to  the  law  as  follows  : 
(1)  That,  whilst  the  antagonistic  muscles  of  the  limbs   served  physio- 
logically equivalent  functi(ms,  those  of  the  larynx  served   tiro  different 
fimctions  (phonation  and  i-espiration),  which  were  differently  represented 
in  the  cortex  and  in  the  medulla;   (2)  that  after  division  of  the  adductor- 
fibres  of  both  recurrents  no  inhihition  of  the  abductors  could  be  obtained 
on  stimulating  the  cortex  with  strong  iuduction-curi'euts,  such  as  was  the 
case  with  genuine  antagonistic  muscles  in  other  parts  of  the  body ;  and 
(3),  above  all.  that  the  laryngeal  antagonists  differed  from  other  antago- 
nistic muscles  in  the  sense  that  organic  progressive  disease  always  attacked 
the  (7?)ductors  first  or  even  alone,  whilst   in  functional  affections  the  ad- 
ductors suffered  similarly  exclusively.     He  (the  speaker)  did  not  know  of 
analogous  conditions  in  any  other  part  of  the  body.     He  was  convinced 
that  the  mutual  relations  of  the  antagonistic  muscles  of  the  larynx  were 
of  a  moi-e  complex  nature  than  those  of  the  antagonistic  muscles  in  other 
territories,  and  he  could  not  admit  that  the  conditions  as  observed  in  the 
larynx  Avere  a  mei'e  local  illustration  of  Ferrier's  general  law'. 

With  regard  to  Sir  David's  second  proposition,  viz.  that  the  balance 
of  evidence  Avas  in  favour  of  the  peripheral  origin  of  tabetic  laryngeal 
paralysis,  he  could  not  agree  to  this  statement  either.  In  his  opinion  that 
question  was  still  quite  open.  The  partisans  of  the  exclusively  peripheral 
t  heory  had  either  ignored  older  carefully  observed  cases  or  had  attempted 
to  explain  them  away  by  maintaining  that  the  medullary  degeneration 
must  be  of  secondary  nature — a  statement  which  so  far  had  been  neither 
proven  nor  dis]>roTen.  Altogether,  the  number  of  reliable  post-mortem 
examinations,  by  which  alone  this  question  could  be  decided,  was  at 
present  still  much  too  small  for  that  purpose.  He  could  not  understand 
why,  as  in  the  analogous  case  of  the  oculomotor  paralyses  of  tabes,  the 
original  lesion  might  not  be  as  well  of  a  central  as  of  a  peripheral  origin. 
A\Tiy,  if  it  were  always  peripheral,  should  6/lateral  abductor  paralysis  be 
observed  so  frequently  ?  But  even  if  it  could  be  shown  that  the  laryngeal 
paralyses  of  tabes  were  always  of  peripheral  origin,  that  would  not  in  the 
least  militate  against  the  con-ectness  of  his  law,  the  non-validity  of  which 
could  be  demonstrated  in  one  way  only,  viz.  by  post-mortem  examina- 
tions and  microscopic  investigations  of  the  vagus-nucleus,  which  would 
have  to  show  that  whilst  there  Avere  foci  of  degeneration  in  that  nucleus, 
the  abductor  muscles  alone — or  at  any  rate  in  a  higher  degree— were 
atrophic  and  degenerated,  Avhilst  the  abductors  had  either  entirely  escaped 
or  were,  at  any  rate,  less  diseased  than  the  adductors.  Thirty-tAvo  years 
had  now  elapsed  since  the  promulgation  of  his  law,  and  in  the  Avhole  of 
that  time  one  single  exception  only  had  lieen  actually  established  in  a  case 
of  recurrent  paralysis  of  peripheral  origin  (Saundby'sj,  not  a  single  one 
in  a  case  of  central  causation. 
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And  this  brought  him  to  Sir  David's  remarks  about  the  initial 
adductor  paresis  sometimes  observed  in  cases  of  aj^j^arently  bulbar 
paralvsis.  That  fact,  too,  had  been  recently  brought  forward  as  a  proof 
against  the  validity  of  his  law,  although  the  observations  in  question  had 
been  of  a  clinical  character  only,  and  in  not  one  single  case  had  it  been 
shown  by  microscopic  examination  of  the  parts  after  death  that,  whilst 
the  highest  point  in  which  foci  of  disease  had  been  found  was  the  nucleus 
ambiguus,  the  adductor  muscles  were  exclusively  or  preponderatiugly 
atrophic  and  degenerated.  Cases  of  appareut  bulbar  paralysis,  in  which 
such  initial  adductor-pareses  were  observed,  do  not,  in  reality,  belong  to 
the  class  of  bulbar  paralysis  but  to  that  of  2)sei(do-hxi\hsir  paralysis,  i.  e. 
to  that  category  in  which  foci  of  disease  existed — either  alone  or  in  con- 
junction with  actual  bulbar  lesions — ahove  the  laryngeal  nucleus,  viz.  in 
the  paths  leading  from  the  cortex  through  tlie  corona  radiata  and  the 
internal  capsule  to  the  medulla.  Such  cases,  however,  did  not  at  all  fall 
into  the  territory  of  his  law,  which  only  concerned  the  laryngeal  nerves 
from  the  nucleus  of  the  vagus  downward  '. 

In  conclusion  he  wished  to  say,  with  reference  to  Dr.  Perraewan's 
remark  that  there  had  been  lately  a  cry  for  "  revision  of  Semon's  law," 
that  he  heartily  agreed  with  that  demand.  If  it  should  be  found  by 
further  investigation  that  the  law  was  bad,  the  sooner  it  disappeared 
from  accepted  doctrines  the  better  ;  if  the  law  w^as  good  it  would  remain 
valid,  as  it  had  done  now  for  more  than  thirty  years,  in  spite  of  all 
attacks.  He  would  loyally  accept  the  result,  but  such  a  decision  could 
only  be  arrived  at  on  the  strength  of  thorough  and  complete  j^ost-mortem 
examinations  and  microscopic  investigations  carVied  out  by  experts,  not 
on  the  basis  of  purely  clinical  observations,  which,  as  the  past  had 
abundantly  shown,  were  open  to  numerous  fallacies  and  mistakes. 

Dr.  Watson-Williams  said  the  value  of  laryngeal  paralysis  or 
paresis  in  cases  suspected  of  aneurysm  was  not  now  so  momentous  as 
formerly,  because  in  most  cases  skiagraphy  solved  the  problem.  With 
regard  to  the  points  raised  by  Sir  David  Ferrier  and  Sir  Felix  Semou,  it 
struck  him  at  once  that  the  question  as  to  whether  the  tabetic  lesions  were 
peripheral  or  central  in  origin  in  no  way  controverted  Semon's  law, 
though  it  was  a  matter  of  great  interest.  There  were  cases  in  which  there 
■was  an  association  of  abductor  paralysis  of  one  vocal  cord  with  tlie  cor- 
responding side  of  the  palate,  due  perhaps  to  the  fact  that  the  levator 
palati  was  innervated  by  the  nuclei^s  ambiguus ;  also  cases  in  which  the 
vocal  cord  abductor  paralysis  had  been  associated  with  a  lesion  of  the 
hypoglossal  nucleus ;  and  he  thought  these  pointed  to  a  central  origin. 
There  were  also  cases  of  persistent  pulse-frequency  occurring  in  the 
subjects  of  tabes  who  showed  abductor  paralysis.  He  did  not  think  those 
cases  were  very  rare,  and  hence  in  the  first  edition  of  his  book  he  said  one 
might  almost  lay  down  as  a  dictum  that  "  in  the  absence  (f  febrile  distur- 
bance or  other  obvious  cause  {such  as  exophtliahnic  goitre),  j^ersistent  increasB 
of  pidse-frequency  associated  with  laryngeal  abductor  paralysis  or  paresis, 
p)oints  to  biilbar  nuclear  degenerative  lesions.''  The  explanation  was  that 
it  was  due  to  associated  degeneration  of  vago-cardiac  inhibitory  nuclei  in 
association  with  degeneration  of  the  nucleus  ambiguus. 

Mr.  E.  D.  Davis  asked  whether  thei-e  was  any  definite  post-mortem 
evidence  that  apical  pleurisy  and  tuberculosis  were  causes  of  right 
recurrent  laryngeal  palsy.  He  had  done  some  post-mortem  work  on  the 
question.  In  two  cases  there  were  enlarged  glands  in  the  mediastinum : 
One  was  a  case  of  a  child  aged  12  months,  in  which  there  was  no  lesion  of 
the  larynx,  and  no  paralysis  had  been  observed  ;  but  the  enlarged  glands 
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bad  puslitHl  the  vagus  forwartl.  aiul  so  pnlU'il  upon  tlu'  n'fun-fiit  nerve. 
The  nerve  was  nowhere  in  rehition  to  tlie  i)leura  or  the  mediastinal  plein-a. 
In  the  second  case  the  gland  eulargtMueiit  was  due  to  se^isis,  ami  lici-t; 
again  the  vagus  was  pushed  forward,  and  pulled  on  the  recurrent  laryn- 
geal nerve.  In  the  next  two  cases  there  were  extensive  adhesions  at  "tiie 
apex  of  the  lung  from  advanced  tuberculosis,  but  the  right  recurrent 
nerve  was  not  involved.  In  another  case  there  was  mitral  stenosis  with 
dilation  of  the  auricle  and  considerable  mediastinitis,  and  here  again  the 
left  recurrent  nerve  was  not  implicated.  Dr.  Fetterolf  and  Dr.  Norris  of 
Philadelphia  had  shown  that  the  dilated  auricle  might  press  the  left 
pulmonary  artery  against  the  recurrent  laryngeal  nerve  and  the  aorta, 
and  so  produce  neuritis  and  paralysis  of  that  nerve. 

Mr.  T.  Guthrie  r.^marked  that  Dr.  Permewan  referred  to  the  fact 
that  almost  all  the  cases  of  recurrent  paralysis  which  recovered  belono-ed 
to  the  ueuritic  group.  In  some  of  those  cases  it  was  difficult  to  be  certain 
that  there  had  been  such  neuritis  ;  at  any  rate  there  seemeil  to  be  no  cause 
of  neuritis  in  the  patient.  He  referred  to  four  cases,  in  all  of  which  recoverv 
ensued  in  from  three  to  eight  months.  They  were  men  ranging  in  ac'e 
from  twenty-five  to  forty-three.  The  paralysis  was  sudden  in  onset,  and 
complete  from  the  first.  In  two  the  larynx  was  in  other  respects  normal 
apart  from  the  paralysis  ;  while  in  the  others  there  was  complete  paralvsis 
of  one  cord,  accompanied  by  paresis  of  the  internal  tensor  of  the  opposite 
cord.  In  three  cases  it  was  the  left,  and  in  one  the  right  nerve  was 
aifected.  In  all  cases  the  recovery  was  gradual,  but  complete.  In  one 
case  the  patient  left  home  in  the  morning  with  a  normal  voice,  bicycled  a 
short  distance  to  the  station,  and  on  arriving  there  was  voiceless,  in  which 
condition  he  remained  a  fortnight.  Mr.  Guthrie  saw  him  a  fortnight 
after  the  occurrence,  by  which  time  the  voice  had  begun  to  return.  There 
was  then  complete  left  recurrent  paralysis,  with  marked  paresis  of  the 
right  internal  tensor.  Possibly  in  this  case  the  paralysis  affected  both 
nerves  originally,  but  the  right  only  slightly,  and  by  the  time  he  was 
seen  the  right  had  largely  recovered.  In  none  of  the  cases  could  the 
cause  of  the  paralysis  be  discovered.  He  did  not  think  any  of  the 
patients  could  be  called  rheumatic  ;  nor  was  there  evidence  of  toxic 
ti'ouble. 

Dr.  JoBSON  HoRNE  Said  that  we  could  deduce  from  the  tables  of  cases 
shown  to-day  the  frequency  of  any  one  cause  relatively  to  all  causes  of 
paralysis  of  a  recurrent  laryngeal  nerve.  Fi'om  the  standpoint  of  the 
practitioner,  however,  the  determination  of  the  relative  frequency  of 
unilateral  paralysis  of  the  recurrent  laryngeal  nerve  as  an  outward  and 
visible  sign  of  any  one  disease,  or  of  a  phase  of  any  one  disease,  would  be 
of  gi-eater  value.  Such  statistical  tables  at  present  are  not  available. 
Some  years  ago  he  had  made  a  routine  practice  of  examining  and  recording 
the  condition  of  the  lai'vux  in  all  cases  with  symptoms  suggestive  of  the 
possibility  of  thoracic  disease.  In  359  consecutive  cases  of  pulmonary 
tuberculosis  in  which  the  larynx  was  examined,  unilateral  paralysis  of 
the  recurrent  laryngeal  nerve  was  met  with  in  seven  cases.  In  five  of 
these  cases  the  right  cord  was  pai-alysed,  and  in  four  out  of  the  five 
physical  signs  of  pulmonary  disease  were  found  in  the  right  apex.  In 
the  other  two  cases  the  left  cord  was  paralysed,  and  in  both  there  were 
physical  signs  of  disease  at  the  apex  of  the  left  lung.  Although  aneurysm 
of  the  aortic  arch  is  the  most  common  cause  of  paralysis  of  the  recurrent 
nerve,  nevertheless  one  ought  to  be  cautious  before  leasing  a  diagnosis 
of  aneurysm  upon  symptoms  of  the  disease  coupled  with  this  physical 
sign  alone.     The  fact  that  aortic  aneurysm  cannot  always  be  discovered 
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liv  means  of  the  X  rays  further  emphasises  the  importance  of  a  routine 
larvBgoscopic  examination  of  obscui-e  cases  of  thoracic  disease. 

Sir  StClair  Thomson  said  that  one  coiild  not  separate  the  clinical 
aitiologv  from  the  pathology  of  the  subject ;  as  that  could  not  be  done, 
the  discussion  that  afternoon  had  not  been  as  valuable  as  it  might  have 
been.  Still,  there  Avas  an  improvement  since  the  days  of  Avellis,  Avhen 
50  per  cent,  of  these  cases  were  imdiagnosed,  and  this  improvement  was 
largelv  due  to  the  introduction  of  X  rays  and  the  recognition  of  paralysis 
in  chronic  bulbar  lesions.  Toxic  causes  had  also  been  recognised  ever 
since  influenza  had  been  so  much  with  us.  The  association  with  cardiac 
enlargement  was  still  open  to  discussion.  There  were  still  a  large 
number  of  cases  undiagnosed  before  the  laryngologist  would  be  able  to 
help  the  physician,  when  he  brought  a  case  and  was  told  there  was 
recurrent  nerve  paralysis,  and  that  he  must  examine  the  patient's  chest 
and  neck,  and  interrogate  his  nervous  system.  "With  regard  to  clinical 
setiology,  the  table  of  Avellis  referred  to  cases  occurring  "after  operation 
for  goitre,"  whereas  in  the  table  prepared  by  Dr.  Permewan  they  were 
put  down  as  "injuries  during  operations  on  thyroid  gland."  No  doubt 
there  was  traumatism  of  the  recurrent  laryngeal  nerve  in  some  cases,  but 
some  of  the  cases  were  really  "  after  operation,"'  and  not  a  consequence  of 
direct  injury  during  the  operation.  Where  the  nerve  was  afterwards 
found  to  be  paralysed,  the  patient  looked  aggrieved  and  the  surgeon  was 
obviously  disappointed,  and  yet  it  might  have  been  no  fault  of  the 
operator.  Those  cases  were  not  examined  with  the  laryngoscope  soon 
after  the  operation,  as  they  should  be.  He  knew  some  cases  in  which  the 
cords  were  freely  moving  a  week  after  the  operation,  and  later  became 
paralysed.  He  found  that  this  occurred  in  cases  in  which  the  neck 
wound  did  not  heal  by  primary  intention ;  they  Avere  cases  in  which  the 
surgeon  was  compelled  to  put  in  a  drainage-tube,  or  in  which  a  stitch- 
abscess  formed. 

Dr.  DuNDAs  Grant  directed  attention  to  one  of  the  toxic  forms  (>f 
recurrent  nerve  paralysis.  He  had  recorded  two  cases  of  alcoholic 
neuritis  of  the  left  recurrent  laryngeal  nerve.  He  took  great  care  to 
exclude  other  causes  in  attributing  the  cause  to  alcohol,  especially  as 
these  were  exceptions  to  the  general  rule  that  toxic  paralyses  were 
bilateral.  The  cases  were  described  in  the  Jocexal  of  Laryngology, 
Rhinology,  and  Otology,  vol.  xii,  p.  540. 

That  kind  of  case  he  regarded  as  quite  rare ;  he  had  not  had  other 
similar  cases  in  his  own  practice.  Alcoholic  neuritis  was  generally 
l)ilateral,  and  the  abductors  were  usually  affected,  so  that  the  symptoms 
had  generally  been  those  of  interference  with  respiration,  whereas  in 
his  cases  there  was  hoarseness.  He  liad  shown  to-day  a  microscopical 
specimen  from  the  case  he  brought  forward  at  the  March  meeting,^ 
showing  giant-cells,  in  confirmation  of  the  idea  that  it  was  due  to  a 
tuberculous  lesion  situated  near  the  apex  of  the  petrous  bone.  He  had 
operated  in  tlie  mastoid  region,  and  found  considerable  tuberculous 
rarefaction  of  tlie  petrous  bone,  and  during  scraping  of  the  roof  of  the 
antrum  there  was  a  flow  of  pus  from  the  interior  of  the  cranium.  Free 
opening  of  the  cranium  revealed  a  fungating  growth,  evidently  tuberculous, 
on  the  surface  of  the  dura  mater,  the  size  of  hulf-a-crown,  which  confirmed 
the  provisional  diagnosis  made  when  the  patient  was  shown  at  the  March 
meeting. 

The  alcoholic  cases  he  mentioned  earlier  recovered. 
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The  President,  iliiriiiu-  the  past  tiw  vears,  had  seen  iiiaiiv  eases  of 
paralysis  of  tlie  reeurreut  nerves.  In  some  the  eause  was  easy  to  ileterniine. 
e.  ij.  aneurysm,  mediastinal  growth,  malignant  disease  of  the  gullet,  etc.. 
but  in  others  the  eausative  factor  was  indeterminahle,  and  he  had  durint; 
the  past  three  days  lieen  enabled  to  re-examine  four  of  such  cases,  and 
three  of  them  had  completely  recovered.  He  added  that  he  had  been 
brought  up  to  regard  paralysis  of  a  vocal  cord  in  an  adult  as  a  matter  for 
a  grave  prognosis,  but  in  the  light  of  his  own  experience,  and  of  such  cases 
as  had  been  recorded  by  the  aforementioned  speakers,  he  felt  that 
recurrent  paralysis  should  always  suggest  grave  possibilities  rather  than 
probabilities. 

Dr.  DE  Havilland  Hall,  in  reply,  related  a  case  which  Sir  Felix 
Semou  saw  ten  years  ago.  The  patient  came  to  see  him  (Dr.  Hall)  for 
life  assurance.  He  had  abductor  paralysis  of  the  left  vocal  cord  ;  hence 
Dr.  Hall  could  not  recommend  him  for  life  assurance.  He  had  to  go  to 
South  Africa  for  business,  and  he  came  back  a  year  later  and  insured 
himself,  as  he  was  well. 

Sir  David  Fekrier,  in  reply,  said  he  wished  he  was  able  to  answer 
all  the  questions  which  Sir  Felix  Semon  had  put  to  him,  but  he  did  not 
think  this  was  possible  in  the  present  state  of  our  knowledge.  It  was 
certain,  however,  that  the  extensor  muscles  wei'e  first  involved  where 
a  peripheral  mixed  motor  nerve  was  the  seat  of  neuritis.  Why  this  was 
so  he  could  not  say.  Whether  it  depended  on  functional  or  reciprocal 
relationship,  or  the  relative  troj)hic  strength  in  the  nerve  centimes,  the 
same  thing  happened  to  the  posterior  crico-arytseuoid  in  case  of  neuritis 
or  pressure  on  the  recurrent  laryngeal  nerve.  The  point  he  wished  to 
make  in  regard' to  tabes  was  that  in  the  majority  of  instances  there  were 
clear  indications  of  peripheral  lesion.  The  cases  in  which  central  lesion 
had  been  described  were  vague,  and  the  clinical  symptomatology  appa- 
rently so  inconsistent,  that  he  attached  little  importance  to  them.  He 
thought  the  whole  subject  required  re-investigation  by  modern  methods. 
As  to  whether,  in  bulbar  paralysis,  the  abductors  were  ali'ected  before  the 
adductors  would  require  examination  at  an  earlier  date  than  was, 
perhaps,  usual ;  for,  as  was  well  known,  the  abductors  might  be  paralysed 
before  the  voice  was  appreciably  affected.  He  maintained,  however,  that 
on  a  due  consideration  of  all  the  facts,  tabetic  laryngeal  paralysis,  in  which 
the  abductors  only  were  paralysed,  w^as  most  proljably  due  to  peripheral 
causes. 

.  Dr.  Permewan,  iu  reply,  said  he  had  been  much  interested  in  the 
cases  described  by  the  President  and  by  Mr.  Gruthrie,  but  he  thought  it 
would  be  dangerous  if  members  had  the  impx-ession  that  there  were  a 
very  considerable  pi'oportion  of  cases  of  abductor  paralysis  which  were 
simply  due  to  a  functional  or  neuritic  cause,  and  were,  therefore, 
recovered  from.  He  feared  it  w^as  likely  that  patients  would  often 
develop  symptoms  sooner  or  later  of  organic  disease. 
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BRITISH     MEDICAL    ASSOCIATION. 


Meeting  at  Brighton,  July,  1913. 


Section  of  Laryngology,  Rhinology,  and  Otology. 


A.  J.  Hutchison,  M.A.,  M.B.  {Brighton),  President,  in  the  Chair. 


Abstract  Report  by  Mr.  Harold  L.  Whale. 


The  President,  iu  opening,  assumed  responsibility  for  the  choice  of 
subject,  "The  Care  of  Patients  after  Nasal  Operations,"  and  quoted,  in 
justification,  two  cases,  one  of  tonsils  and  adenoids,  in  v/hich  operation 
was  followed  by  pericarditis  and  multiple  arthritis  ;  the  other  of  posterior 
turbinotomy,  followed  by  abscess  of  the  lung. 

A  temporary  subacute  otitis  media  is  common,  and  graver  issues 
include  sinusitis,  meningitis,  and  suppurative  cervical  adenitis. 

Discussion  on  the  Technique  and  After-treatment  of  the 
Radical  Mastoid  Operation. 

I. — William  Milligan,  M.D.  (Manchester),  said  that  pre-operative 
labyrinthine  tests  should  be  routine.  It  is  better  not  to  operate  at  all 
than  to  perform  only  the  radical  operation  where  the  functions  of  the 
labyrinth  are  actively  impaired.  Ruttin's  test — that  in  a  healed  laby- 
rinthitis after-nystagmus  lasts  as  long  towards  the  diseased  as  towards 
the  sound  side,  but  that  both  these  are  of  shorter  duration  than  normal — 
is  useful  to  distinguish  this  condition  from  a  latent  diffuse  serous 
labyrinthitis. 

In  operating  on  females,  instead  of  shaving  the  scalp  widely,  the  hair 
may  be  plastered  down  with  collodion.  To  close  oft"  the  Eustachian  tube 
the  galvano-cautery  may  be  used,  under  direct  vision  through  a  Yankauer's 
speculum. 

In  contra-distinction  to  an  ordinary  skin-flap,  the  new  periosteal  flaps 
are  more  likely  to  slough.  The  gouge,  worked  by  hand  alone,  especially 
in  infantile  bones  with  dense  cortices,  is  inferior  to  the  gouge  and  hammer, 
supplemented  by  the  burr. 

Scraping  away  the  mucosa  over  the  promontory,  and  so  replacing  the 
former  with  cicatricial  tissue,  is  deprecated  unless  all  hearing  had  pre- 
viously been  lost. 

The  first  packing  may  be  left  in  for  four  days.  Later,  to  encourage 
epidermisation  of  the  cavity,  "  cell-proliferant's "  such  as  scarlet-red, 
skin-grafting,  or  blood-clot  dressing  may  be  adopted. 

Dr.  Dundas  Grant  referred  to  the  occasional  formation  of  a  web 
over  the  antrum  during  healing.  What  is  the  relative  frequency  of  post- 
operative meningitis  ? 

Dr.  William  Hill  advocated  a  light  packing  with  plain  gauze  and 
insisted  on  the  thorough  removal  of  granulations  from  the  tympanic 
orifice  of  the  Eustachian  tube,  and  recommended  painting  the  meatus 
Avith  iodine  immediately  after  operation. 

Sir  KoBERT  Woods  approved  of  immediate  grafting.  The  use  of 
hydrogen  peroxide  risks  the  spread  of  sepsis. 
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Dr.  JoBsox  HoRXE  urged  simplicity  iu  technique  and  after- 
treat  ineut. 

Dr.  Neil  Maclat  urged  the  necessity  of  dealing  with  the  Eustucliian 
orifice. 

Dr.  Watson- Williams  preserves  the  tympanic  mucosa  in  case.s  with 
fair  hearing-power,  and  has  had  fairly  good  results  with  the  double 
skiu-fiap. 

Dr.  Wtlie  said  it  is  important,  although  difficult,  to  make  the  patient 
lie  on  the  diseased  side  after  operation  for  purposes  of  drainage.  Granu- 
lations could  be  treated  by  the  cautery  or  trichloracetic  acid. 

Dr.  W.  S.  Syme  pi-efers  to  close  the  Eustachian  tube  not  only  at  its 
tympanic,  but  also  at  its  pharyngeal  end. 

Mr.  E.  D.  Davis,  in  urging  the  importance  of  examining  the  labyrinth 
before  operation,  quoted  a  case  of  subdural  abscess  and  another  of  diffuse 
meningitis  subsequent  to  operation. 

The  President  had  had  good  results  with  allontoin  in  cases  which 
were  slow  to  granulate. 

Dr.  Milligan  replied. 

Discussion  on  After-treatment  and  Complications  of  Operations 
on  the  Nose  and  Naso-pharynx. 

Mr.  Herbert  Tilley  said  the  gaivano-cautery  should  never  be  used 
in  nasal  fossae  so  narrow  that  adhesions  might  form.  Befoi'e  an  anterior 
turbinectomy  the  vestibule  might  be  painted  with  iodine. 

In  the  dangerous  bleeding  sometimes  following  posterior  tui'binectomy 
morphine,  hypo.lermically,  is  useful.  When,  after  a  submucous  resection 
of  the  septum,  this  remains  lax  and  vibrates  with  respiration,  a  large 
hole  may  be  deliberately  cut  in  the  septum.  The  nozzle  of  any  syringe 
used  should  be  sufficiently  narrow  for  au  easy  return-current  of  lotion. 
After  ethmoidal  curettage  two  of  his  earlier  cases  had  developed  an 
orbital  abscess. 

After  a  Caldwell-Luc  operation  the  most  dreaded  complication  is  a 
crust  forming  a  complete  cast  of  the  antrum,  for  which  he  applies  strong 
silver  nitrate  solution. 

After  washing  out  a  frontal  sinus  the  cavity  should  always  be  blown 
out  with  warm  air. 

After  adenoid  curettage  haemorrhage  is  usually  due  to  the  remains  of 
a  tag.  An  important  item  in  after-treatment,  where  the  chest  has  become 
deformed,  is  breathing  exercises. 

Sir  Robert  Woods  preferred  cocaine  to  any  genei-al  anaesthetic ; 
before  cocaiuisation,  a  full  meal  tends  to  the  avoidance  of  syncope.  For 
bleeding,  calcium  lactate  is  useful,  or  if  from  venous  engorgement, 
digitalis. 

After  tui'binectomy,  pharyngitis  sicca  is  not  a  complication,  but  a 
natural  result,  and  the  operation  should  be  avoided. 

Dr.  W.  H.  Kelson  urged  the  routine  examination  of  the  urine  iu  all 
patients  of  middle  age,  thus  forewarning  the  svirgeon  of  the  likelihood  of 
bleeding  or  sepsis. 

Dr.  JoBsoN  HoRNE  preferred  to  keep  the  patients  in  bed  or  their 
rooms  for  a  few  days  after  au  operation. 

Dr.  SoMERViLLE  HASTINGS  advocated  the  use  of  sodium  salicylate  or 
aspirin. 

Dr.  Watson  Williams  preferred  his  method  of  frontal  sinus  opera- 
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tion  to  that  of  Killiau,  because  au  aberrant  iufected  cell  is  less  likely  to 
escape  notice. 

Mr.  Mayo  Collier  deprecated  extensive  post-operative  douching. 
The  stream  of  respired  air  was  the  best  antiseptic  and  stvptic. 

Mr.  TV.  S.  Stme,  at  the  conclusion  of  a  niaxillarv  autiiim  operation, 
sprays  through  the  cannula  with  cocaine  and  adrenalin. 

Prof.  Wheelock  paints  the  operation  ai-ea,  after  cocainisation,  with 
argyrol. 

Dr.  KiLLEN,  for  septal  operations,  uses  injection.?  of  novocain. 

Mr.  Herbert  Tilley  and  Sir  R.  Woods  replied. 

Rhinoscleroma. — Owen  Richards. — Khinoscleroma  is  neither  au 
English  nor  a  tropical  disease.  It  is  common  in  Egypt.  The  nose,  while 
increasing  vastly  in  bulk,  retains  its  form.  The  lachrymal  ducts  and 
Eustachian  orifices  may  become  blocked.  The  jaws  and  face  appear  able 
to  resist. 

An  organism  has  been  isolated  from  a  culture  in  which  it  is  mixed 
with  Dijjlococcns  catarrhalis  and  diphtheroid  organisms  ;  the  tube  con- 
taining the  emulsion  requires  prolonged  agitation,  because  the  growth  is 
so  viscid.     A  vaccine  had  been  made  and  so  far  proved  u.seless. 

Dr.  William  Hill  inquired  whether  gamma  radiation  had  been  tried 
for  this  condition. 

Suggestive  Points  of  Analogy  between  Otosclerosis  and 
Arthritis  Deformans. — John  O'Malley,  F.R.C.S.— Otosclerosis  is 
stapedio-vestibular  osteo-arthritis.  In  the  morbid  changes  of  chronic 
hyperplastic  otitis  media  there  are  two  outstanding  features — simul- 
taneous and  alternating  hypertrophy  and  atrophy,  both  of  these  being 
active  processes.  The  essential  underlying  pathogenic  factor  must  be 
nutritional. 

The  Anatomy  and  Comparative  Anatomy  of  the  Palatine 
Tonsil  and  its  role  in  the  Economy  of  Man. — H.  Seccombe  Rett, 

F.R.CS. — Carnivores  have  projecting  tonsils ;  hei'bivorous  animals"  tonsils 
are  submerged.     The  hiunan  tonsil  is  a  mixture  of  these  two. 

The  normal  human  tonsil  begins  to  atrophy  at  five  years  of  age,  and, 
being  fully  atrophied  before  adult  life,  cannot  have  a  function  in  adults. 

Mr.  H.  G.  Bdtterfield  :  The  perivascular  lynq^hatics  at  the  hiluui 
of  a  tonsil  associated  Avitli  cervical  adenitis  are  found  full  of  micro- 
organisms. 

Mr.  E.  D.  Davis  referred  to  the  defensive  role  of  the  tonsils. 

Dr.  JoBSON  HoRNE  considered  the  tonsils  to  be  the  first  line  of 
defence. 

Mr.  O'Malley  asked  whether  Mr.  Hett  had  found  cervical  adenitis 
after  enucleation  of  tonsils. 

Demonstration. 

Tracheal  Administration  of  Anaesthetics. — Dr.  TVilliam  Hill 
showed  his  gum-elastic  intra-tracheal  catlieter.  A  rubber  shoulder  3  in. 
from  the  end  rests  on  the  ventricular  bands,  preventing  the  ingress  of  blood 
into  the  larynx.  This  avoids  laryngotomy,  tracheotomy,  or  Kuhn's 
cumbersome  apparatus. 

Dr.  Gr.  Barton  approved  of  this  apparatus,  quoting  a  case  where  its 
use  might  have  avoided  death  from  asphyxia. 

Dr.  E.  D.  Davis  also  had  used  a  catheter  passed  through  the  nose 
into  the  trachea. 
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THE     AMERICAN     LARYNGOLOGICAL 
ASSOCIATION. 


The  President,  Dr.  George  A.  Leland,  in  the  Chair. 
Report  bij  Dr.  Emil  Mayer. 


3Ionday,  May  o,  1913. 

Migraine    and   Sphenoidal  Sinus  Disease.— Greenfield  Sluder. 

— lu  a  previous  commuuicatiou  (last  May),  iu  which  the  questiou  was 
raised  as  to  the  Betioloy:y  and  treatment  of  migraine,  Sluder  made  the 
statement  that  many  of  the  recurrent  headaches  which  bear  the  name  of 
migrauie  are  sphenoidal  empyemata  which  have  lost  most,  if  not  all,  local 
signs,  or  Avhicli  Avere  started  as  such  empyemata,  and  that  the  nerve- 
trunks  had  become  involved  either  by  extension  of  the  inflammation  (or 
its  toxin)  through  the  thin  wall  separating  the  s])henoidal  sinus  from 
the  adjacent  nerve-trunks.  Sluder  observed  that  the  third,  fourth,  and 
three  divisions  of  the  fifth,  sixth  and  Vidian  frequently  lie  in  close 
association  to  the  sphenoidal  sinus — a  deduction  drawn  from  specimens 
which  he  studied  by  cross-sections.  His  findings,  with  the  exception 
of  the  Vidian  nerve,  were  corroborated  by  Ladislaus  Onodi  {Archiv  fiir 
Laryngologie,  Bd.  vi.  Heft  2,  July  10,  1912).  This  author's  method  was 
to  follow  the  nerve-trunks  in  certain  specimens,  sometimes  to  remove  the 
wall  of  the  sphenoidal  sinus,  and  then  to  study  the  relations  of  the 
nerve-trunks  thereby  exposed.  He  found  that  they  were  in  these  close 
associations  for  varying  distances,  sometimes  even  as  much  as  20  mm. 
He  did  not  consider  the  cavernous  sinus  in  these  relationships.  He 
pictures  specimens  where  the  sphenoidal  sinus  extended  so  close  to  the 
clivus  of  Blumenbach  as  to  make  transparency  of  the  separating  bone, 
and  shows  how  this  brings  the  sixth  into  these  associations.  From  an 
inspection  of  specimens  showing  the  nose  and  accessory  sinuses  from  the 
eighth  week  of  foetal  life  to  the  twenty-fifth  year,  Sluder  observed  that 
the  sphenoidal  sinus  spreads  laterally  at  an  early  age,  reaching  to  close 
proximity  to  the  second  division  of  the  fifth  as  early  as  two  and  one  half 
years,  and  that  this  condition  runs  almost  constant  throughout  the  series. 
Its  development  (Davis)  begins  in  the  autero-lateral  aspect  of  the  body,  and 
slowly  extends  backwards,  spreading,  however,  rapidly  laterally  to  approach 
the  foramen  rotundum,  and  then  proceeding  backward.  As  eai'ly  as  the 
sixth  year  the  Vidian  canal  may  be  approached.  Sluder  considers  that  if 
he  is  right  iu  the  conclusion  that  the  mode  of  production  of  these  head- 
aches is  the  close  association  of  the  sphenoidal  sinus  to  the  nerve-trunks, 
and  that  the  inflammatory  processes  are  transmitted  through  the  thin 
bone  separating  the  cavity  of  the  sphenoid  from  the  associated  nerve- 
trunks,  then  it  is  necessary  that  such  anatomical  associations  be 
formed  in  early  life  as  an  explanation  of  such  headaches  beginning  iu 
early  life.  Another  year  of  clinical  observation  strengthens  Sluder's 
belief  that  the  pathological  process  auiderlying  these  cases  is  a  hyper- 
plastic sphenoiditis.  From  an  observation  of  100  cases  he  concludes 
that  the  second  division  of  the  fifth  and  Vidian  are  the  nerves  most 
frequently  involved  (95  per  cent.).  They  may  be  involved  singly,  or 
together, "then  making  the  picture  which  would  otlierwise  emanate  from 
the  spheno-palatine  ganglion.     It  is  difficult  to  differentiate  this  class  of 
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cases  from  splieno-palatine  ganglion  neuralgia ;  hence  one  should  be 
carefully  on  guard.  The  drugs  which  have  so  far  proved  of  greatest  benefit 
are :  One  per  cent,  carbolic  acid  in  oil ;  2  to  lO  per  cent,  oil  of  winter- 
green  and  aqueous  solutions  of  sodium  salicylate,  2  to  5  per  cent.  These 
have  been  successful  in  allaying  the  pain  long  after  the  sinus  was  satis- 
factorily opened  and  the  wound  healed. 

Ulceration  of  the  Larynx,  with  Exfoliation  of  Cartilage  from 
Typhoid  Fever. — J.  H.  Bryan. — The  frequency  of  this  complication  in 
typhoid  fever  in  Europe,  according  to  Landgraf,  is  11  per  cent,  of  all 
fatal  cases  ;  according  to  Grriesiuger,  26  per  cent. ;  Kanthack,  26  per  cent. ; 
Ouskow  40  per  cent.  It  is  difficult  to  arrive  at  any  conclusion  as  to  the 
frequency  of  this  complication  of  typhoid  fever.  The  figures  given  by 
Jackson  seem  to  show  that  a  much  larger  number  of  cases  of  laryngeal 
involvement  occur  in  America  than  is  indicated  by  the  figures  given  by 
Thomson.  The  epidemic  in  which  Jackson  made  his  observations  Avas, 
however,  an  imusually  severe  one,  and  the  subjects  w^ere  largely  of  a 
poorly  nourished  type,  and  this  may  account  for  the  apparently  greater 
frequency  of  this  complication  in  this  country.  We  cannot  get  at  the 
truth  in  this  matter  until  more  careful  observations  are  made,  not  only  in 
the  hospitals,  but  in  private  practice  as  well. 

Thyrotomy  for  Cancer  of  the  Larynx. — D.  Crosby  Greene.— In 

a  paper  presented  to  this  Association  in  1906,  the  results  of  an  investiga- 
tion of  the  lymphatic  drainage  of  the  larynx  by  means  of  submucous 
injections  of  methylene-blue  and  mercury  were  repoited.  The  results 
obtained  are  confirmatoty  of  those  reported  by  others  in  showing  that 
the  network  of  lymphatic  vessels  which  extends  beneath  the  mucous 
membrane  throughout  the  interior  of  the  larynx  is  richer  in  the  number 
and  size  of  the  vessels  in  the  supraglottic  region,  relatively  poorer  in  the 
subglottic  portion,  while  on  the  vocal  cords  tiie  vessels  ai'e  verv  small  and 
Avidely  separated.  These  anatomical  facts  account  for  the  slow-  growth 
and  late  development  of  the  disease  in  the  cervical  lymphatic  glands  in 
cases  of  epithelioma  of  the  cords.  Certain  details  of  the  technique  of 
thyrot(miy  have  an  important  hearing  on  the  immediate  and  after-results 
of  the  operation.  The  steps  of  the  operation  are  :  (1)  Ether  by  inhalation 
preceded  an  hour  before  by  |  gr.  of  morphine  and  y|^  gr.  of  atropiu. 
(2)  With  the  head  slightly  extended  a  median  incision  is  made  extending 
from  the  lower  border  of  the  hyoid  bone  to  the  lower  border  of  the 
cricoid  cartilage.  This  incision  is  carried  down  until  the  thyroid  and 
cricoid  cartilages  and  cricothyroid  membrane  have  been  definitely 
exposed.  (8)  A  1  per  cent,  solution  of  cocaine  is  injected  through  the 
cricothyroid  membrane  into  the  cavity  of  the  larynx.  (4)  The  patient  is 
now  placed  in  the  Trendelenberg  position  and  a  thick  pad  placed  under 
the  shoulders  to  bring  the  larynx  into  prominence.  (5)  The  cricothyroid 
membrane  is  next  incised  in  the  median  line,  and  through  this  incision  a 
swab  of  10  per  cent,  solution  of  cocaine  is  introduced  and  applied  to  the 
lai-yngeal  mucous  membrane.  (6)  The  thyroid  cartilage,  after  a  pause  of 
five  minutes,  is  divided  from  below  upwaixls.  In  young  subjects  this 
may  be  done  with  a  knife,  but  in  the  majority  of  cases  where  the  cartilage 
lias  become  ossified,  it  is  best  to  use  strong  curved  scissors  with  dull 
points.  (7)  The  thyroid  wings  are  now  widely  retracted  and  an  examina- 
tion of  the  growth  made  under  good  illumination.  (8)  Beginning  at  the 
free  margin  of  the  thyroid  cartilage,  on  the  affected  side  in  front  of  the 
growth,  the  internal  perichondrium  is  elevated  from  oif  the  cartilage  with 
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a  sharp  elevator  from  I^efore  l)ackw;u-ds  to  a  line  well  hehiud  tlie  limits 
of  the  growth  as  well  as  above  aiul  below  it.  All  the  soft  structures  are 
thus  freed  from  the  uuderlyiug  cartilage.  (9)  Parallel  horizontal 
iucisioiis  are  uow  made  with  scissors  above  aud  below  the  growth. 
These  incisions  are  carried  about  half  an  inch  behind  the  posterior 
limit  of  the  growth.  (10)  The  growth  with  its  surrounding  tissue  is  now 
entirely  removed  with  a  wire  snare  by  w'hich  the  posterior  attachments 
are  severed.  When  the  growtli  is  so  extensive,  even  though  confined 
within  the  cavity  of  the  larynx  that  the  larynx  cannot  l>e  opened  without 
cutting  into  the  growth,  recurrence  is  not  only  possible  but  probable. 

Decannulation  and  Extubation  after  Tracheotomy  and  Intuba- 
tion respectiYely.— Chevalier  Jackson. — The  different  forms  of  laryn- 
geal stenosis  associated  with  didicult  decannulation  or  extubation  mav  be 
classified  into  the  following  types :  (1)  Pain:  Breathing  through  "the 
neck  with  a  properly  placed  tracheotomy  cannula  is  so  much  easier  than 
breathing  through  the  mouth,  that  once  the  patient  becomes  accustomed 
to  it  for  quite  a  Avhile  he  does  not  feel  that  he  is  getting  enough  air 
through  the  mouth,  even  though  the  larynx  is  perfectly  patulous.  In 
addition  to  this  thei'e  is  a  nervous  habit  arising  from  previous  experi- 
ence with  the  stenosis  that  terrorises  the  patient  the  moment  he  feels 
the  slightest  dyspnoea.  (2)  Spasmodic :  This  form  of  stenosis  may 
be  associated  Avith  panic,  or  may  be  excited  by  subglottic  intiammation. 
It  is  usually  overcome  by  the  same  means  as  those  suggested  for  panic, 
together  with  the  treatment  of  inflammatory  conditions  that  may  be 
present.  Doubtless  one  of  the  chief  causes  of  adductor  spasm  is  the 
prolonged  wearing  of  the  intubation  tube.  (3)  Paralysis :  Bilateral 
ankylosis  of  Ihe  crico-arytseuoid  joints  may  prevent  decannulation  until 
the  laryngeal  stenosis  is  relieved.  This  operation  is  not  to  be  advised 
except  in  such  cases  as  have  remained  rigid  for  a  period  of  twelve  months 
or  more,  and  this  is  not  meant  to  include  the  fixation  that  is  associated 
with  malignant,  tuberculous,  or  luetic  infiltratic)ns.  (4)  Neoplasms : 
Decannulation  in  neoplastic  cases  will  depend  upon  the  nature  of  the 
growth  and  its  curability.  (5)  Hyperplastic.  (6j  Cicatricial :  (a)  Loss 
of  cartilage  ;  (b)  loss  of  muscular  tissue ;  (c)  fibrous.  The  hyperplastic 
and  cicatrical  types  of  organic  stenosis  preventing  decannulation  may  be 
classified  as  follows :  (1)  Tuberculosis.  (2)  Lues.  (3)  Scleroma.  (4) 
Acute  infectious  diseases :  (a)  diphtheria  ;  (6)  typhoid  fever  ;  (c)  scarla- 
tina ;  {d)  measles ;  (e)  whooping-cough.  (5;  Decubitus :  {a)  Caunular ; 
(b)  tubal.  (6)  Trauma:  (a)  tracheotomic ;  (b)  intubatioual ;  {c) 
operative ;  (d)  suicidal.  Conditions  outside  of  the  paralytic  and  neo- 
plastic forms  are  almost  all  the  result  of  inflammation,  often  with 
ulceration  and  the  secondary  tissue  changes.  In  the  infective  granulo- 
mata  it  is  practically  always  the  mixed  infections  from  oral  sepsis  that 
do  the  harm.  The  chief  exception  to  this  is  diphtheria,  which  is  in  mam- 
cases  a  distinctlv  necrotic  process.  In  the  rare  cases  in  which  laryngeal 
tuberculosis  of  such  a  severe  type  as  to  require  tracheotomy  is  ciu-ed, 
decannulation  presents  little  difiiculty  after  the  infiltrations  are  reduced. 
The  reduction  of  these  infiltrations'  by  the  galvano-cautery  through  the 
laryngeal  speculum  is  readily  accomplished.  Should  cicatricial  stenosis 
from  ulceration  remain,  it  is  to  be  tre.ited  in  the  same  way  as  cicatrices 
from  other  causes — by  laryngostomy.  In  those  old  cases  of  luetic  fibrosis 
little  amenable  to  the  older  methods  of  treatment  salvarsau  has  accom- 
plished wonders.  Emil  Mayer  has  recommended  the  use  of  radiotherapy 
in  the  treatment  of  scleroma.     So  far,  however,  the  results  have  been  so 
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unsatisfactory  that  tliev  practically  constitute  the  only  cases  in  which 
tlecauuulation  is  impossible.  When  typhoid  fever  was  prevalent  in 
Pittsburg,  it  Avas  found  that  the  ulcerative  lesion  in  the  larynx  Avas 
pi-actically  always  the  result  of  mixed  infection,  but  in  some  instances  it 
was  d\ie  to  thrombosis  of  a  small  vessel  with  subsequent  necrosis.  The 
after-treatment  of  these  cases  is  chiefly  by  pi'olonged  intubation,  and  in 
some  cases  by  larvngostomy.  Scarlet  fever  may  be  followed  by  acute 
laryngeal  stenosis  which  is  cicatricial.  Occasionally  foreign  bodies  may 
ulcerate  through  from  the  oesophagus  into  the  trachea.  A  properly  fitting 
tube  will  not  cause  any  ulceration,  if  it  is  free  from  roughness  or  sharp 
edges  and  is  removed  sufficiently  often  to  he  cleaned.  For  diphtheria 
and  like  conditions  he  had  never  seen  any  improvement  on  the  original 
O'Dwyer  apparatus.  When  a  tracheotomised  case  reaches  the  stage  when 
it  is  to  be  trained  to  breathe  through  the  mouth,  it  is  necessary  to  occlude 
the  cannula.  For  the  reduction  of  exuberant  granulations  nothing  has 
yielded  better  results  than  resorcin.  As  a  stimulation  to  epithelialisation 
the  German  preparation  scarlet  red  in  a  sterile  20  per  cent,  mixture  has 
yielded  excellent  results  during  laryngostomy. 

Congenital  Occlusion  of  the  Post-nasal  Orifices. — Charles  W. 
Richardson.  —  In  July,  1912,  a  case  came  under  observation  in  which 
there  was  complete  osseous  obstruction  of  the  post-nasal  orifice  at  aseaidy 
a  period  in  the  life-history  of  the  patient  as  any  observer  has  noted  such 
a  condition.  Only  a  few  cases  are  recorded  in  which  the  obstruction  was 
observed  in  infancy.  It  is  not  possible  to  tabulate  all  the  cases  recorded 
in  the  literature,  but  they  do  not  exceed  100.  The  obstruction  of  the 
post-nasal  orifice  may  be  membi-anous  or  osseous.  The  former  are 
usually  found  posterior  to  the  nasal  cavities  in  the  naso-pharyngeal  cavity, 
but  lie  in  contact  with  the  post-nasal  orifices  so  as  to  obstruct  them  com- 
pletely, while  the  latter  ai-e  usually  placed  Avithin  the  chamber  a  millimetre 
or  more  from  the  free  border  of  the  posterior  nasal  orifice.  To  these  two 
fonns  may  be  added  congenital  atresia,  by  which  the  bones  entering  into 
the  formation  of  the  post-nasal  orifice  become  united,  thus  more  or  less 
completely  obstructing  the  post-nasal  orifices.  The  child  under  observa- 
tion had  marked  difliculty  in  breathing.  It  struggled  for  air  and  the 
face  became  suffused  and  slightly  cyanosed,  the  condition  being  relieved 
when  it  began  to  cry.  Whenever  it  ceased  to  cry  there  would  be  a 
recurrence  of  the  difficult  lireathing.  Examination  demonstrated  com- 
plete obstruction  of  the  post  nasal  orifices.  By  the  end  of  the  second 
week  the  child  learned  to  maintain  mouth-breathing,  and  also  learned  to 
feed  in  a  short  time,  and  has  developed  in  a  normal  manner.  The 
question  is:  When  is  the  proper  time  to  operate?  The  marked  success 
witli  this  case  seemed  to  favour  tlie  expectant  surgical  ])olicy  in  these  cases. 

Foreign  Bodies  in  the  (Esophagus.— Cornelius   G.   Coakley. — 

The  fii"st  patient,  a  boy,  aged  sixteen,  thought  he  had  swallowed  a  piece 
of  plate  in  his  soup.  He  had  a  temperature  of  105°  F.,  rapid  pulse  and 
l)neumonic  area  in  the  right  lung,  Avhen  first  seen.  Examination  of  the 
pliarynx  showed  rx-denm  extending  from  the  vault  of  the  naso-pharynx  as 
far  down  as  one  could  see  Avith  the  laryngeal  mirror,  or  feel  with  the 
fingers.  It  much  resemlded  a  retropharyngeal  abscess.  The  X  ray 
showed  a  triangular  foreign  l)ody.  It  Avas  jagged,  and  evidently  had  cut 
into  the  mucous  membrane  so  as  rapidly  to  infect  the  pharyngeal  mucosa, 
and  the  secretion  from  the  infected  pharynx  passing  into  the  larynx, 
setting  up  a  septic  pneumonia  Avithin  tAventy-four  hours.     The  boy  died 
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fourteen  lumrs  after  tlie  operation  from  aeute  se[itif  iiiit'iiiiiunia.  'J'liis 
case  sliows  the  neeessity  for  the  pn)nipt  operative  relief  for  removal  of 
sharp  foreign  bodies.  The  same  day  a  l)oy  was  seen,  three  vears  of  a^e. 
who  had  swallowed  a  coin.  The  X  ray  showed  the  coin  at  the  level  of 
the  sixth  cervical  vertebra.  The  child  had  no  symptoms.  The  coin  was 
removed  by  operation  and  the  child  suffered  no  sul)ser|uent  discomfort. 
In  this  instance  the  coin  liad  been  iu  position  for  live  days  before  it  was 
removed. 

Symposium  on  Phlegmons  of  the  Upper  Respiratory  Tract ; 
Report  of  a  Case.— F.  E.  Hopkins. — This  case  illustrates  the  possi- 
bility of  erosion  of  a  large  blood-vessel.  The  patient  was  a  male,  aged 
twenty-six,  of  poor  resistance,  because  of  lea<ling  an  irregular  life  and 
having  had  a  recent  acute  illness.  He  had  suft'ere"!  from  measles  and 
while  convalescing  took  cold.  There  w\as  marked  swelling  on  the  leftside 
with  severe  pain,  but  the  patient  w^as  not  prostrated,  an<I  at  no  time  did 
his  temperature  go  above  101°  F.,  or  his  pulse  above  80  or  90.  Deep 
incisions  were  made,  but  these  yielded  no  pus,  and  there  was  no  evidence 
of  pointing.  Two  days  later  a  hgemorrhage  occurred  w^hich  was  controlleil 
by  pressure.  On  the  following  day  a  terrific  hfemorrhage  occurred  and 
quickly  proved  fatal.  Such  an  examination  as  could  be  made  imme- 
diately following  death  showed  rupture  thi'ough  the  posterior  pillar,  the 
flood  from  an  eroded  carotid  finding  exit  there.  Such  a  mass  of  cellular 
infiltration  should  be  explored  with  a  blunt  instrument,  even  the  finger, 
following  unfruitful  incision.  The  wonder  is  not  that  phlegmons  threaten- 
ing life  occasionally  develop,  but  rather,  considering  the  frequency  with 
which  infections  of  this  region  occur,  that  they  are  so  rare  that  an  active 
professional  life  may  pass  and  not  a  single  one  come  under  observation. 
Microscopic  findings  are  of  little  value  in  determining  the  treatment  of 
these  cases.  Early  and  effective  di-ainage  is  the  best  assurance  of  a 
favourable  result.  Suffocation  from  flooding  of  the  larynx  by  the  sudden 
rupture  of  an  abscess  has  been  reported,  and  tracheotomy  has  l^eeu 
recj[uired  because  of  closure  of  the  pharynx  by  infiltration  and  a?dema. 

Inflammation  of  the  Lateral  Columns  of  the  Pharynx  leading 
to  Abscess  Formation. — Henry  L.  Swain. — Any  isolated  mass  of 
lymphoid  tissue  can  in  a  general  way  l>e  expected  to  act  when  inflamed 
e"xactly  after  the  fashion  of  the  faueial  tonsil.  The  adenoid  or  pharyn- 
geal tonsil  may  show  acute  as  well  as  chronic  inflammation.  The  same  is 
true  of  the  lingual  tonsil.  If  we  continue  to  remove  root  and  branch 
from  young  children  all  of  their  adenoids  and  faueial  tonsils,  there  will 
be  abundant  need  to  devote  more  and  more  attention  to  these  masses  of 
lymphoid  tissue  as  w^ell  as  to  the  lingual  tonsil.  In  years  gone  by,  when 
adenoids  were  removed  from  children  and  the  faueial  tonsils  were  left 
untouched,  the  latter  subsequently  enlarged  into  a  perfectly  healthy 
growth,  as  though  needed  by  the  system.  If  the  faueial  tonsils  are 
ruthlessly  removed,  there  will" be  enlargement  of  the  lingual  tonsil  or 
lateral  columns  of  the  pharynx,  as  there  has  been  of  the  faucials  following 
the  older  simple  adenoid  operation.  If  this  is  logically  true  we  will  find 
not  only  acute  inflammations  of  these  structures,  but  also  phlegmons. 
We  have  assumed  more  or  less  arbitrarily  that  as  the  lateral  column  of 
the  pharvnx  is  no  mean  mass  of  lymphoid  tissue,  and  as  it  has  l>eeu 
known  to  have  all  other  kinds  of  inflammation  to  which  lymphoid  tissue 
is  heir,  Ave  have  a  logical  right  to  expect  that  there  may  also  be  the 
phlegmonous   tvpe.     He   recently  had  had  six  cases  of  cedema  of  the 
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larvux,  in  two  of  which  there  was  no  quinsy  at  all.  There  was  inflamma- 
tion of  the  lateral  column  of  the  cord  (?  pharynx. — Ed.)  in  both  these 
instances,  and  there  was  in  one  a  marked  general,  what  may  be  called 
rheumatic,  infection,  where  various  joints  of  the  body  were  affected,  but 
with  no  persistence  of  the  symptoms  in  any  one  place  for  any  length  of 
time.  In  these  various  cases  of  cedema  one  has  to  look  to  some  other 
cause  than  pressure. 

{To  be  continued.) 


MEETING    OF    THE    GERMAN    OTOLOGICAL 
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Stuttgart,  May,  1913.     (Monatss.f.  Ohrenh.     Year  47,  No.  7.) 


Abstract  Report  of  Proceedings. 


Closure  of  the  Eustachian  Tube  with  a  Horn  Peg. — Laurowitsch 

(Jena). — This  uiethitd  had  l)eeu  used  as  a  routine  procedure  by  the 
author  with  extremely  satisfactory  results  in  his  radical  operations. 
It  was  also  most  successful  as  a  means  of  checking  a  persistent  discharge 
due  to  a  purulent  condition  of  the  tube  in  cases  operated  on  previously 
and  otherwise  healed. 

Experimentally    produced     Occupational     Deafness. — Hoessli 

(Basel). — The  author  has  continued  his  research  in  this  direction  (see 
vol.  Ixiv,  Zeitschrift  f.  Ohrenh.),  and  has  come  to  the  following  con- 
clusions :  (1)  If  the  incus  is  removed  from  one  ear  of  the  animal  (guinea- 
pig)  under  investigation  this  labyrinth  shows  no  change  after  ten  Aveeks' 
residence  in  the  copper  kettle,  whilst  that  of  the  sound  ear  on  the  opposite 
■  side  becomes  the  seat  of  advanced  destructive  processes.  (The  copper 
kettle,  Avhich  constitutes  the  cage  in  whicli  the  animals  are  kept,  is 
essentially  a  cylinder  of  metal  on  which  four  small  mechanically  driven 
hammers  strike.)  (2)  If  the  middle  ear  has  been  damaged  by 
inflammatory  or  adhesive  conditions,  the  labyrinth  on  this  side,  in  a 
similar  way,  is  unaffected.  (3)  If  the  animals  were  insulated  within  the 
cage  by  means  of  a  2  cm.  thick  piece  of  felt  they  suffered  in  the  same  way 
as  the  controls  not  so  insulated.  (4)  The  degenerative  process  commences 
in  all  these  tests  in  three  to  foi;r  weeks.  The  conclusion  is  that  air- 
conduction  plays  by  far  the  greatest  part  in  the  production  of  occupational 
deafness,  and  that  any  interruption  of  this  route  tends  to  protect  the 
termination  of  the  cochlear  nerve. 

Disturbances  of  Hearing  and  Equilibration  in  Lues. — 0.  Yoss. 

(Frankfurt-a-M.). — (1)  Lesions  of  the  inner  ear  occurring  in  the  course 
of  lues  are  almost  without  exception  the  result  of  the  disease.  (2)  The 
more  common  occurrence  of  such  lesions  during  the  secondary  stage  of 
the  illness  since  the  introduction  of  Ehrlich's  salvarsan  is  due  to  the 
insufficiency  of  the  dose  administered.  (3)  The  basis  of  the  histological 
changes  is  the  effect  of  a  coincident  cerebrospinal  meningitis  of  luetic 
origin.  (4)  These  consist  in  a  neuritis  of  the  cochlear  nerve,  and  in 
inflammatory  changes  in  its  peripheral  end-organ.     (5)  The  site  of  the 
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affection  inav  l:>e  siugle  or  multiple.  (0)  The  diafjuosis  of  syphilis  is 
Jepeudeut  on  the  characteristic  functional  affection  of  the  cochlear  and 
vestibular  nerves,  the  presence  of  other  luetic  symptoms,  especially  the 
inflammatory  chauLces  in  the  cerebro-spinal  fluid,  and  lastly  by  the  im- 
provement and  eventual  cure  under  suitable  treatment.  (7)  The 
prosjnosis  in  the  eaidy  stages  of  the  disease  is  the  more  favourable  the 
earlier  and  more  enei-getically  the  treatment  is  adopted.  In  the  tertiary 
stages  degenerative  nerve-lesions  ai'e  most  unfavourable,  but  even  in 
these,  at  times,  some  improvement  results.  (8)  The  best  treatment  is  an 
energetic  combination  of  salvarsan  and  mercury,  with  the  assistance  of 
iodides  and  diaphoretics  internally.  (9)  The  dosage  of  salvarsau  varies, 
and  is  regulated  by  the  disappearance  of  the  auditory  and  static  disturb- 
ances, and  of  the  inflammatory  signs  in  the  cerebro-spinal  fluid,  and  the 
result  of  the  "VVassermann  reaction.  (10)  With  proper  care  injurious 
ett'ects  need  not  be  feared,  but  in  a  very  few  cases  peripheral  neuritis  does 
occur,  as  has  also  been  observed  in  connection  with  other  arsenical 
compounds.     There  had  been  no  cases  of  central  lesions. 

Alex.  R.  Tweedie. 


^bjitriirt.'i 


NOSE. 


Mackintosh.  A.  H.  Grant. — A  Case  of  Acute  Nasal  Catarrh  due  to  a 
Gram-negative  Bacillus  resembling  the  "  Distemper  '  Group  of 
Organisms.     -  Lancet,"  December  14,  1912,  p.  Itj47. 
The  bacillus  was  isolated  from  a  patient  complaining  of  an  acute 
febrile  catarrh,  with  thin,  watei'v,  nasal  discharge.     The  latter  contained 
numerous  pus-cells  and  abundance  of  bacilli.  A  Gram-stained  film  showed 
a  few  bacilli  of  the  Hoffman  type,  a  very  few  cocci,  and  a  great  number 
of  G-ram-negative  bacilli  arranged  in  twos,  of  considerable  variation  in 
size.     Various  cultivations  are  described,  with  inoculations  on  guinea- 
pigs  and  rabbits.    The  bacillus  was  one  of  the  group  classified  by  Hueppe 
in  1866  and  named  the  bacilli  of  heemorrhagic  septicaemia.     The  patient 
had  not  been  in  contact  Avith  animals  infected  with  distemper  and  made 
a  rapid  recovery,  the  course  of  the  disease  resembling  that  of  an  ordinary 
cold.  Macleod   Yearsley. 

Schonfeld,  Walther  (Gersfeld). — Hyperplastic  (Edematous  Rhinitis 
(Seifert).  "  Zeitschr.  f.  LaryngoL,"  Bd.  v,  heft  2. 
Chronic  hyperplasia  of  the  inferior  turbinal  may  occur  in  snuff- 
takers — almost  invariably  males.  The  hyperplastic  tissue  is  pale  and 
gelatinous  and  usually  smooth.  The  secretion  is  transparent.  The 
swelling  of  the  turbinal  does  not  go  down  under  cocaine,  and  therefore 
cases  should  be  treated  by  resection.  /.  S.  Fraser. 

Dunbar,  "W.  P. — The  Present  State  of  our  Knowledge  concerning  Hay- 
fever.     '•  Annals  of  OtoL,  Ehinol.,  and  LaryngoL, '"  vol.  xxi,  p.  279. 
A  moderately  long  paper  summarising  the  work  which  has  been  done 
by  the  author  and  others  from  1902  to  the  present  time.     He  discusses 
the  history  of  the  neurosis  from  the  case  described  by  Bemiingerus  in 
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1673,  and  the  remarks  of  Heberden  a  hundred  years  later.  Dunbar 
deals  with  aetiology  and  relates  his  own  experiments.  It  is  pointed  out 
that  in  every  case  a  clear-cut  diagnosis  should  be  made  to  avoid  unsatis- 
factory results,  and  this  should  be  done  by  means  of  the  toxin  reaction. 
A  hav-feA^er  patient  reacts  to  one  drop  of  a  1  :  200,000  solution  of  pollen 
albumen  placed  on  a  mucous  surface.  The  question  of  treatment  by 
antitoxin  is  o-one  into  minutely,  with  the  general  lines  which  have  been 
adopted  for  treatment.  The  whole  paper  is  one  which  should  be  read 
in  exfenso.  Macleod   Yearsley. 

Orleanski,  K.  (Moscow). — A  Case  of  Supernumerary  Tooth  in  the  Nasal 
Cavity.     "Zeitschr.  f.  Laryngol.,"  Bd.  v,  Heft  2. 

The  patient  was  a  female,  aged  twelve,  who  complained  of  nasal 
speech,  foetor  and  crusts  in  the  nose,  the  sensation  of  a  foreign  body  in 
the  mouth,  and  the  passage  of  solid  and  liquid  food  into  the  nose.  On 
examination,  Orleanski  found  in  the  middle  line  of  the  hard  palate  an 
oval  opening  which  led  into  the  nasal  cavities  and  had  smooth  cicatricial 
edges.  In  the  anterior  part  of  this  opening  lay  a  tooth  Avith  its  crown 
downwai-ds  and  forwards.  Nasal  examination  showed  a  large  perforation 
of  the  septum  and  foetid  crusts ;  a  history  of  two  years'  pxu-ulent  rhinitis 
was  obtained,  and  the  nasal  condition  was  diagnosed  as  due  to  syphilis. 
(The  AVassermann  reaction  is  not  recorded. — Abs.)  The  naso-buccal 
fistula  had  only  been  present  for  one  year.  Orleanski  thinks  that  the 
tooth  (an  upper  left  eye-tooth)  had  been  lying  in  the  nasal  cavity,  and 
that  the  gumma  of  the  septum  and  palate  had  allowed  it  to  come 
partially  into  the  mouth. 

The  author  has  collected  thirty-four  cases  of  teeth  in  the  nasal  cavity, 
and  divides  them  into  two  groups — (1)  those  in  which  the  "nasal  "  tooth 
is  absent  from  the  row%  and  (2)  those  in  Avhich  it  is  supernumerary. 
The  pi-esent  case  is  one  of  this  group,  and  ten  others  are  recorded.  With 
regard  to  aetiology  of  group  (I)  the  condition  may  ai'ise  from  (o)  a  rota- 
tion of  the  tooth-germ,  (h)  too  early  closure  of  the  alveolar  margin,  (c) 
■  want  of  sufficient  room  for  eruption.  ^Etiology  of  group  (2)  :  (a)  The 
milk-tooth  has  i*emained  in  the  alveolus  and  formed  an  obstacle  to  the 
eruption  of  the  permanent  tooth ;  (6)  Developmental  anomaly  of  the 
dental  germ.  /.  S.  Fraser. 

Lang,  Johann. — Atresia  of  the  Choanse  and  the  Influence  of  Heredity 
thereon.     "  Monats.  f.  Ohrenheilk.,''  Year  46,  No.  8. 

Based  on  reports  of  six  cases  which  came  under  his  immediate  obser- 
vation the  author  reviews  this  subject  at  length  in  an  exhaustive  article, 
concluding  with  a  list  of  over  a  hundred  references  to  various  writers. 

He  considers  there  is  good  evidence  to  show  that  the  anomaly  tends 
to  occvn*  in  certain  families. 

After  discussing  the  development  of  the  parts  concerned  with  a  view 
to  determining  the  morphological  origin  of  choanal  atresia,  the  two 
following  possibilities  are  submitted  as  a  solution  :  Either  the  atresia 
occurs  independently  and  posteriorly  to  the  bucco-nasal  membrane,  or 
the  persistence  of  this  latter  structure  itself  forms  the  occlusion  and 
its  site  the  ultimate  anatomical  choaua  in  association  with  a  perverted 
development  of  the  palate  and  nasal  septum. 

The  relation  of  the  various  facial  and  cephalic  indices  to  the  condition 
in  question  are  also  surveyed.  Alex.   E.  Tweedie. 
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Albanus  (Hamburg). — The  Pathogenesis  of  Lupus  of  the  Nasal  Cavities 
and  its  Relation  to  Neighboui'ing  Parts.  '•  Archiv  f.  Liirvu- 
goL,"  vol.  xxvii,  Part  II. 

Statistics  showing  the  frequency  of  the  association  of  lupus  (jf  the 
nasal  mucous  lueinbrane  with  lupus  of  the  skin  vary  greatly  according  to 
the  nature  of  the  material  investigated.  Thus  Bender,  among  380  cases 
of  cutaneous  lupus,  found  the  nasal  mucosa  involved  in  one  third,  while 
among  sixty-five  cases  examined  by  Safranek  no  less  than  723  per  cent. 
showed  the  nasal  affection.  In  most  cases  it  is  not  stated  whether  the 
disease  was  present  on  the  skin  of  the  face  or  of  some  other  part  of  the  body. 
The  author  himself  examined  147  cases  of  lupus  of  the  skin  and  found  the 
nasal  mucous  membrane  involved  in  46  per  cent.  This  was  the  case  in 
15  per  cent,  of  those  with  lupus  of  the  extremities,  56  per  cent,  of  those 
with  lupus  of  the  head,  and  87  per  cent,  of  those  with  lupus  of  the  outer 
surface  of  the  nose.  It  is  clear,  therefore,  that  in  by  no  means  every  case 
of  lupus  affecting  the  exterior  of  the  nose  has  the  disease  oiiginated  in 
the  nasal  mucosa. 

The  author's  observations  agree  with  those  of  Mygind  in  showing  the 
much  greater  frequency  with  which  the  septum  and  the  inferior  turbinal 
are  affected  than  other  areas  of  the  nasal  interior.  This  fact  may  be 
regarded  as  an  indication  that  a  considerable  proportion  of  intra-nasal 
lupus  is  due  to  infection  reaching  the  nose  by  contact  or  by  the  air- 
stream. 

All  the  possible  modes  of  infection  and  spread  of  the  disease  are 
described  and  most  of  them  are  illustrated  by  cases  from  the  w-riter's 
practice.  Recent  observations  have  shown  that  tubercle  bacilli  are 
circulating  in  the  blood  of  many  children  in  the  complete  absence  of  all 
symptoms,  and  cases  in  which  numerous  discrete  foci  of  lupus  appear  on 
tiie  skin  and  mucous  membranes  are  certainly  to  be  attributed  to  embolism 
resulting  from  this  condition  of  bacillsemia.  Aerogenous  and  contact 
infections  are  much  favoured  by  the  presence  of  eczema  of  the  nasal 
vestibule  or  rhinitis  sicca  anterior.  This  form  of  the  disease  appears  to 
begin  most  commonly  in  adults  on  the  skin  of  the  ala,  in  children  at  the 
point  of  junction  of  skin  and  mucous  membrane  in  the  "  nasal  pocket." 
Spread  of  the  disease  by  way  of  the  lymphatics  may  take  place  either  in 
the  direction  of  the  lymph-stream  or  against  it ;  the  author  has  been 
struck  by  the  relative  frequency  of  retrograde  extension. 

In  conclusion,  the  author  states  his  belief  that  while  the  importance 
of  the  nasal  mucosa  as  the  seat  of  the  primary  infection  in  lupus  of  the 
skin  has  certainly  been  under-estimated  by  some  dermatologists,  it  has 
perhaps  been  exaggerated  by  some  of  those  who  have  approached  the 
question  from  the  point  of  view  of  the  rhinologist. 

Thomas  Guthrie. 


EAR. 

Goldstein,  Max  A. — Diseases  of  the  Ear  which  lead  to  Brain  Abscess. 
•'  Journ.  Amer.  Med.  Assoc,"  September  21,  1913. 
Either  an  acute  or  chronic  suppurative  otitis  media  may  give  rise  to 
a  brain  abscess,  but  the  distinction  is  of  no  practical  value,  as  the  serious- 
ness of  the  lesion  depends  upon  the  virulence  of  the  invading  micro 
organism. 

48 
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Until  recently  brain  abscess  was  regarded  as  a  complication  almost 
exclusively  of  the  chronic  forms  of  suppurative  otitis  media,  but  further 
studies  have  shown  that  the  acute  processes  are  also  agents  in  the  pro- 
duction of  brain  abscess,  and  it  is  in  the  acute  types  that  the  more 
typical  development  of  brain  abscess  occurs.  The  extension  of  disease 
from  its  primal  focus  in  the  middle  ear  to  the  surrounding  intra-cranial 
areas  is  greatly  favoured  by  dehiscences  in  the  tegmen  tympani  or  tegmen 
antri  ;  by  the  knee  of  the  lateral  sinvxs  encroaching  markedly  on  the 
mastoid  antrum ;  by  the  floor  of  the  tympanum  being  incomplete  and 
imperfect,  aud  in  close  touch  with  the  jugular  bulb  ;  by  the  patency  of 
petro-mastoid,  and  petro-squamosal  sutures ;  and  by  the  anomalous 
course  of  vessels  throughout  these  areas.  Birhett  (Rogers). 

Dercum,  F.  C. — Diagnosis  and  Localisation  of  Brain  Abscess.     '•  Journ. 
Amer.  Med.  Assoc,"  September  21,  1912. 

In  the  diagnosis  of  brain  abscess  the  existence  of  an  otitis  media, 
either  past  or  present,  is  of  the  utmost  significance.  The  symptoms 
may  only  appear  years  after  the  aural  infection,  in  fact,  a  brain  abscess, 
the  symptoms  of  which  become  manifest  in  adult  life,  may  have  had  its 
inception  in  an  ear  disease  of  childhood.  Headache,  vomiting  and 
hebitude  are  the  first  signs  that  a  brain  abscess  has  become  active.  Soon 
after,  dizziness,  subnormal  temperature  or  moderate  fever,  optic  neuritis, 
neuro- retinitis  and  choked  disc  make  their  appearance.  These  symptoms 
have  additional  value  in  the  presence  of  a  high  leucocytosis,  and  a  nega- 
tive cerebro-spinal  fluid.  If  in  a  case  of  ear  disease  convulsions  super- 
vene, the  suspicion  of  otitic  brain  disease  should  at  once  be  aroused.  The 
important  diiferentiation  in  otitic  abscess  is  between  temporal  and  cere- 
bellar involvement,  but  imfortunately  symptoms  pointing  to  such 
differentiation  may  be  entirely  absent.  In  the  majority  of  cases 
symptoms  are  present,  though  thev  ave  often  exceedingly  slight. 

Birl-ett  (Rogers). 

McKernon,  James  F. — The  Operative  Treatment  of  Brain  Abscess  of 
Otitic  Origin.     "Journ.  Amer.  Med.  Assoc,"  September  2],  1912. 

McKernon  lays  down  the  following  rules  for  the  treatment  of 
otitic  brain  abscess  : 

In  acute  and  emergency  cases  operate  earh%  doing  the  entire  operation 
at  one  sitting.  In  subacute  cases  and  those  not  urgent  the  modified 
decompression  operation  of  Ballance  with  a  wait  of  from  twenty - 
four  to  forty-eight  hours  after  the  dural  incision  before  exploring  the 
brain  conserves  the  best  interest  of  the  patient,  and  minimises  the 
development  of  secondary  meningitis.  A  large  opening  in  the  skull  is 
essential.  Dural  sutures  aid  materially  as  flat  retractors,  and  should  the 
exploration  be  negative  the  brain-substance  can  be  covered  and  protected 
by  tying  the  sutures.     If  pus  is  encountered  sutures  are  removed. 

The  knife  only  is  to  be  used  for  incising  bi-ain-tissue  ;  avoid  finger 
manipulation  aud  trauma  to  surrounding  substance.  Wipe  the  cavity 
gently ;  no  irrigation  should  be  used  unless  in  a  chronic  abscess  cavity 
with  distinct  and  dense  membranous  wall.  The  size  of  the  drainage-tube 
should  be  governed  hy  the  extent  of  the  cavity  ;  the  material  used  is 
rubber  tubing  in  the  chronic  variety  and  cigarette  drain  in  the  acute 
type. 

Rise  of  temperature  or  change  in  mentality  of  the  patient  calls  for  an. 
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immecliate  iuspectiou  of  tlie  cavity,  with  search  for  obstructed  drainage  or 
development  of  additional  foci. 

Rapidity  in  operations  is  essential  to  success,  an.l  al)ove  all  frequent 
manipulation  of  brain-substance  should  be  avoided. 

nirh-dt  (Rogers). 

Berlstein  and  Novicki  (Lemberg). — A  Case  of  Tumour  of  the  Eighth 
Nerve.     "  Monats.  f.  Ohrouheillc,"  Year  47,  vol.  iii. 

Emily  S ,  aged  twenty-one,  applied  for  relief  of  severe  headache, 

from  which  she  had  suffered  for  two  years,  at  the  Gfeneral  Hospital  in 
Lembei'g,  January  11,  1912. 

Her  history  I'evealed  nothing  important.  The  hea<lache  was  not 
local,  but  was  almost  continuous  night  and  day,  causing  sleeplessness  for 
the  first  months  after  its  onset.  For  the  last  year  she  had  had  attacks 
of  giddiness  associated  with  vomiting  and  malaise,  and  her  hearing 
began  to  be  affected,  being  accompanied  by  tinnitus,  which  after  some 
months  ceased.  During  the  last  three  weeks  the  vision  had  been  worse. 
No  trophic  disturbance.  She  had  had  one  fainting  attack,  which  lasted 
an  hour.  Chest  and  abdomen  normal.  Wassermann  reaction  negative. 
No  ataxia.  Diadokokinesis  normal.  Gait  uncertain,  with  tendency  to  fall 
to  the  right.  Tendency  to  fall  backwards  during  Romberg's  test.  Achilles 
reflex  absent  on  the  left,  and  only  elicited  with  difiiculty  on  the  right. 
Babinski  absent.  Otherwise  all  reflexes,  sensation  and  movements 
normal. 

Examination  of  the  ears  :  Membrana  tympani  and  middle  ear  normal 
both  sides.  Weber  to  the  left.  Rinne,  right  negative,  left  positive. 
Schwabach,  right,  markedly  ;  left,  slightly  shortened.  C,  c^,  Aj  not  heard 
right,  left  normal  for  all  forks.  With  the  noise  apparatus  only  loudest 
conversation  heard  right.  Spontaneous  rotatory  nystagmus  to  the  left. 
Vertical  nystagmus  on  looking  down.  No  reaction  to  either  cold  or  hot 
caloric  test  right,  nor  was  the  spontaneous  nystagmus  or  the  tendency  to 
fall  affected.  Irrigation  of  the  left  ear  with  cold  water  induced  a  hori- 
zontal rotatory  nystagmus  in  25  seconds,  which  lasted  5  minutes  and 
completely  mastered  the  spontaneous  nystagmus,  accompanied  with  a 
typical  tendency  to  fall  to  the  left  in  varying  positions  of  the  head. 
Simultaneous  cold  irrigation  of  both  ears  resulted  in  a  coarse  nystagmus 
to  the  right  aft^r  50  seconds.  Rotation  to  the  left  gave  a  horizontal 
nystagmus  to  the  right  of  8  seconds'  duration  ;  right  rotation  gave  a 
horizontal  nystagmus  to  the  left  lasting  35  seconds,  Avliich  could  easily 
be  distinguished  from  the  spontaneous  nystagmus.  Galvanic  reaction, 
cathode  on  right  ear,  anode  in  left  hand,  evoked  with  5  m.a.  some 
nystagmic  movements  to  the  right.  Cathode  on  left  ear,  anode  in  right 
hand,  caused  an  active  nystagmus  to  the  left  with  2|  m.a.  With  the 
divided  monopolar  electrode,  cathodes  in  the  ears,  anode  on  the  forehead, 
resulted  in  nystagmic  movements  to  the  left  with  3  m.a.  Giddiness 
occurred  from  time  to  time,  especially  with  change  of  position.  Malaise 
was  less  frequent  than  formerly,  and  was  almost  always  associated  with 
severe  attacks  of  headache.     No  tinnitus. 

No  spontaneous  deviation,  but  cold  irrigation  of  the  left  ear  gave  a 
typical  deviation  to  the  left :  similar  test  of  the  right  ear  did  not  affect 
the  pointing  at  all. 

The  patient  was  examined  three  times  within  a  week,  and  the  same 
reactions  essentially  resulted ;  the  spontaneous  nystagmus,  however, 
varied  in  intensity  and  direction.  No  positive  help  was  obtained  from 
an  X-ray  picture. 
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Eyes  :  Fiuger  counting  at  15  cm.  left,  vision  -^  right,  oedema  of  both 
discs.  No  field  could  be  mapped  for  the  left  eye  ;  on  the  right  side  only 
the  inferior  temporal  quadrant  was  preserved.  Eed  was  only  detected  at 
the  centre,  whilst  for  green  a  relative  central  scotoma  existed. 

An  operation  was  performed  in  two  stages.  After  the  first — decom- 
pression— the  patient  was  not  improved,  and  fingers  could  only  be 
coiinted  at  5  cm.  At  the  second  operation,  seven  days  later,  the  patient's 
condition  did  not  admit  of  more  than  removal  of  a  small  portion  of  the 
tumour  in  the  region  of  the  internal  meatus.  Thirty  days  later  she  died 
of  purulent  meningitis. 

Post-mortem. — An  egg-shaped  tumour,  about  42  mm.  by  39  mm., 
occupied  the  right  cerebello-pontine  angle. 

Histologically  this  consisted  of  a  fibro-glioma.  The  growth,  there 
was  good  reason  to  believe,  had  commenced  in  that  part  of  the  acoustic 
nerve  immediately  within  the  internal  meatus,  which  latter  was  enlarged. 
It  was  most  remarkable  that  neither  the  facial,  the  trigeminal  nor  the 
sixth  nerve  were  affected  during  life  as  they  were  in  such  immediate 
relation  with  the  tumour. 

This  case  and  other  published  records  of  similar  cases  are  discussed 
in  detail,  and  the  authors  are  certainly  to  be  congratulated  on  their  most 
exhaustive  account,  of  which  this  report  forms  only  a  very  meagre 
abstract.  Alex.  B.  Tiveedie. 

Vergues,  Dr. — The  Ear  and  Typhoid  Fever.  "  Eev.  Hebdom.  de  Larvngol., 
d'Otol,  et  de  Rhinol.,"  September  28,  1912. 
This  paper  is  based  on  the  study  of  the  ear  complications  which  were 
met  with  during  an  epidemic  of  typhoid  fever  in  1909  in  the  naval 
hospital  at  Cherbourg.  Out  of  a  total  of  359  cases  of  typhoid  fever,  ear 
Complications  arose  in  29  cases,  i.  e.  807  per  cent.  In  all  these  29  cases 
sero-diagnosis  had  been  positive. 

(1)  The  external  ear  was  affected  in  two  of  the  cases.  Furunculosis 
is  the  most  common  external  ear  complication.  It  is  usually  staphylo- 
coccal, and  is  comparable  to  the  furunculosis  which  is  met  with  in  other 
parts  of  the  body  during  typhoid  fever.  Herpes  has  also  been  described. 
Gangrene  of  the  auricle  is  rare.  Like  the  gluteal  bed-sore,  it  occurs  in 
very  feeble  patients,  and  is  due  to  prolonged  pressure  and  debility. 

(2)  Otitis  media  accounted  for  26  cases  of  ear  complication,  i.e.  7 "2 
per  cent,  of  the  total.  27  per  cent,  were  acute  catarrhal  cases.  This 
type  of  case  presents  no  unusual  feature.  In  44  per  cent,  the  otitis 
media  was  suppurative.  In  the  acute  suppurative  cases  there  is  a  rise  of 
temperature,  but  pain  is  rarely  a  marked  symptom.  The  perforation  is 
usually  single,  of  medium  size,  and  almost  always  autero-inferior.  The 
complication  occurs  most  freqiiently  during  the  stage  of  recession  of  the 
typhoid  fever.  Chronic  middle-ear  suppuration  is,  in  most  cases,  a  sequel 
of  the  acut«  type,  but  may  be  chronic  from  the  first.  The  onset  is  charac- 
terised by  a  complete  absence  of  reaction,  and  the  condition  is  often  dis- 
covered by  accident. 

The  bacteriology  was  investigated  in  five  of  these  suppurative  cases. 
J  a  none  was  Eberth's  bacillus  demonstrated.  Bacillvs  coli,  streptococcus, 
.-staphylococcus  and  diplococcus  were  the  organisms  found.  These  otites, 
then,  should  apparently  be  classed  as  paratyphoid  lesions. 

The  prognosis  iu  the  catarrhal  cases  is  excellent.  They  may,  however, 
become  chronic,  with  adhesion  formation,  or  they  may  become  purulent. 
Iu  the  suppurative  cases  the  outlook  is  also,  generally  speaking,  favour- 
able.    There  may,  however,  be  some  diminution  of  the  hearing  distance. 
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Further,  the  suppurative  cases  teud  to  run  a  subacute  or  ahiiost  chrouic 
course.  The  patient  is  also  exposed  to  the  risk  of  the  ordinary  com- 
plications of  suppurative  otitis  media.  Lermoyez  considers  that  mastoid 
suppuration  is  an  almost  invariable  accompaniment  of  these  otorrha'as. 
The  degree  of  severity  of  the  typhoid  fever  seems  to  have  no  bearing  on 
the  occurrence  of  otitis  media,  nor  on  the  gravity  of  the  otitis  when  it 
does  occur. 

The  usual  route  of  infection  is  from  the  uaso-pharyux  via  the 
Eustachian  tube.  Bucco-pharyngeal  ulceration,  dryness  of  the  mouth 
interfering  with  deglutition  and  diminished  resistance  of  the  organism 
are  all  factors  in  the  causation.  Pre-existing  pharyngeal  and  nasal  lesions 
are  predisposing  causes. 

Treatment  is,  in  the  first  place,  prophylactic — gargles,  antiseptic 
w^ashes,  etc.  Any  pharyngeal  lesions  which  appear  should  be  energetically 
treated.  Once  middle-ear  suppuration  has  occurred  it  should  be  dealt 
with  on  ordinai-y  principles.  Any  pre-existing  nasal  or  pharyngeal  trouble 
should  be  attended  to  as  soon  as  the  patient's  general  condition  permits. 

(3)  Otitis  interna  is  a  rare  complication.  It  occurred  in  only  one  of 
the  359  cases.  Attacks  of  slight  severity  no  doubt  occur  often,  but  are 
not  recognised  owing  to  the  debilitated  state  of  the  patient.  This 
complication  arises  when  the  fever  is  at  its  height,  and  may  be  due  to 
hypersemia,  haemorrhage  or  serous  eifiisiou  in  the  labyrinth. 

The  only  suggestions  for  prophylactic  treatment  are  the  avoiding  of 
quinine  and  salicylic  acid.  For  the  lesion  itself,  once  it  has  occurred. 
Hill  recommends  iodide  and  mercury  with  subcutaneous  injections  of 
pilocarpine.  John  M.  Darling. 

MISCELLANEOUS. 

Feldt,  A. — The  Treatment  of  Tuberculosis  with  Gold.  "Deutsch.  med. 
Woch.,'  No.  1-2,  1913. 

On  injection  into  animals  cautharidin  causes  a  local  reaction  in  the 
shape  of  a  serous  infiltration  at  any  existing  inflammatory  focus,  wdiether 
tuberculous  or  otherwise.  It  was  suggested  to  the  author  by  Prof.  Spiess, 
who  had  observed  this  reaction  in  the  human  larynx,  that  cantharidin, 
although  itself  without  bactericidal  power,  might  be  employed  to  convey 
substances  possessing  such  power  through  the  blood-stream  to  the  tuber- 
culous focus. 

It  was  necessary  in  the  first  place  to  reduce  the  marked  toxicity  of 
cantharidin,  and  this  was  accomplished  without  diminishing  its  affinity 
for  tuberculous  foci,  by  forming  a  new  Eethylendiamine  compound.  The 
latter  was  then  combined  with  various  salts  of  gold,  which  are  said  to  l)e 
the  most  powerful  destroyers  of  tubercle  bacilli  at  present  known,  their 
virtue  being  due,  as  the  author  was  able  to  prove,  to  the  gold  itself  and 
not  to  the  substances  with  which  it  unites  to  form  salts. 

Animal  experiments  carried  out  with  the  compounds  thus  obtained 
gave  the  following  results.  Guinea-pigs  and  rabbits  about  a  month  after 
injection  with  either  human  or  bovine  bacilli  showed  on  subcutaneous  or 
intravenous  injection  of  the  gold-cantharidin  compound  a  very  marked 
local  reaction  of  all  the  affected  organs.  The  author  attributes  this 
reaction  to  destruction  of  the  bacilli  in  the  periphery  of  the  tuberculous 
foci  with  liberation  of  their  contained  toxins— in  fact,  a  tuberculin  reaction 
resulting  from  bacterial  destruction. 

This  focal  reaction  following  injection  of  gold  preparations  may  there- 
fore be  termed  the  "  secondary  tuberculin  reaction." 
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EefeiTiug  to  the  ciu'ative  results  of  his  experiineuts  on  guinea-pigs  and 
rabbits,  the  author  states  that  intravenous  injection  in  tuberculous 
rabbits  not  only  prolonged  life  for  many  months,  but  even  brought 
about  a  permanent  increase  of  weight.  The  animals  received  seven 
injections  during  a  period  of  two  months.  They  were  killed  five  months 
later  and  the  lungs  then  showed  healed  tuberculous  foci. 

The  result  in  guinea-pigs  treated  by  subcutaneous  injection  was 
neo'ative,  the  gold  preparations  being  reduced  and  the  gold  fixed  locally, 
so  that  it  failed  to  reach  the  bacilli  in  sufficient  concentration.  The 
injections  also  caused  much  local  necrosis.  A  further  hindrance  to 
prolonged  treatment  with  gold  preparations  consists  in  the  observed  fact 
that  the  bacilli  after  a  time  become  "  gold-fast,"  and  therefore  much  less 
easily  destroyed  by  the  compounds  in  question. 

If  the  latter  can  be  combined  with  some  agent  which  will  overcome 
this  acquii'ed  insusceptibility,  a  satisfactory  remedy  for  tuberculosis  may 
be  the  result. 

Clinical  observations  will  be  given  later  by  Spiess  at  the  forthcoming 
International  Congress  of  Medicine.  Thomas  Guthrie. 


REVIEWS. 


The  Causes  leading  to  Educational  Deafness  in  Children,  ^vith  Special 
Eeference  to  Prevention.  By  Macleod  Yeaesley,  F.E.C.S.Eng. 
London:  P.  S.  King  &  Son,  Orchard  House,  Westminster,  1912. 
This  pamphlet,  the  reprint  of  a  series  of  articles  published  in  the 
Lancet,  consists  of  a  careful  statistical  analysis  of  the  histories  of  no 
fewer  than  2197  deaf  children.  In  the  past,  the  author  reminds  us, 
statistical  inquiry  of  this  description  has  been  vitiated  by  the  fact  that 
nearly  all  the  data  have  been  made  up  of  the  observations  of  lay,  and 
very  often  imeducated  people,  and  Tearsley's  first  care  has  been  to 
strengthen  his  foundations  by  checking  with  his  own  observations  "  the 
replies  given  by  parents."  In  spite  of  this,  however,  as  the  author 
himself  says,  much  of  the  information  supplied  is  of  questionable  value. 
If,  for  example,  we  turn  to  the  group  entitled  "  congenital  deafness,"  we 
find  that  the  numbers  given  largely  depend — as,  indeed,  they  must 
depend — upon  the  impressions  of  people  who  have  never  been  trained  to 
observe  accurately,  and  that,  moreover,  these  impressions  concern  the 
date  when  deafness  is  first  noticed  in  an  infant — and  this  even  expert 
observers  often  find  difiicult  to  determine.  Indeed,  it  is  not  too  much  to 
say  that  the  very  fact  of  "  congenital  deafness  "  might  even  be  altogether 
doubted  were  it  not  that  the  existence  of  other  deaf  relatives  in  a  family 
proves  its  reality  as  a  hereditary  defect  appearing  probably  at  an  early 
stage  in  the  development  of  the  individual.  We  hasten  to  add  that  this 
diflBculty  is  quite  cleai'ly  appreciated  by  the  author  (p.  7). 

We  should  like  at  this  point  to  draw  attention  to  the  expression 
"  hereditary  (or  congenital)  deafness,"  as  a  term  devoid  of  precision. 
Science  no  longer  speaks  of  "hereditary  blindness,"  or  "  congenital  lame- 
ness.'' The  fact  is,  of  course,  that  we  are  here  faced  with  a  lacuna  in  our 
pathology.  What  and  where  is  the  inherited  lesion  which  induces  deaf- 
ness ?  In  short,  despite  several  suggestions  and  investigations,  this 
branch  of  otology  is  still  shrouded  in  darkness. 

With  regard  to  the  group  of  "congenital  deafness"  in  which  the 
family  history  shows  no  other  deaf-born  relatives,  but  contains  instances 
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of  divers  other  defects,  ineutal  or  physical,  the  author  I'linii.sh.'s  us  witli 
tlie  detailed  characteristics  of  several  families  which  may  belouj^  to  sucii 
a  type.  But  iii  order  that  the  siguificauce  and  value  of  these  family 
defects  as  correlatives  to  the  ear  defect  might  be  precisely  estimated,  it 
would  have  been  better  to  have  adduced  also  the  histories  of  au  equal 
number  of  other  families,  as  controls,  taken  at  random  from  the  same 
social  strata. 

Critical  considerations  such  as  these  seem  to  us  to  throw  a  large 
element  of  doubt  upon  the  value  of  the  statistical  method  of  inquiry  into 
the  tetiology  of  infantile  deafness.  Familial  statistics  iu  general,  for  that 
matter,  seem  at  present  to  be  still  under  the  cloud  of  the  recent  con- 
troversy between  Sir  Victor  Hnrsley  and  Prof.  Karl  Pearson. 

So  much  for  criticism.  It  is  with  very  different  feelings  that  we  turn 
to  those  other  sections  of  the  work  in  which  the  author's  own  observa- 
tions form  the  groundwork  of  his  conclusions.  In  the  section  upon  the 
influence  of  syphilis  upon  the  genesis  of  infantile  deafness,  for  example, 
every  reader  will  heartily  sympathise  with  the  author  in  his  impeachment 
of  a  civilisation  whose  sole  prophylaxis  consists  in  moral  suasion,  and 
very  little  even  of  that !  We  fear,  however,  that  the  remedies  proposed 
by  the  eugenists  would  be  rather  diflBcult  of  application  iu  this  slip-shod, 
easy-going  world  of  ours.  But  to  discuss  that  aspect  of  the  subject 
would  carry  us  far  beyond  our  present  limits. 

Another  section  of  the  work  wdiich  enlists  our  support  is  that  in 
which  Tearsley  pleads  for  the  better  education  of  the  medical  students 
in  the  prophylactic  ti'eatment  of  deafness.  It  is  no  exaggeration  to  say 
that  a  large  number  of  deaf  people  would  have  been  spared  their 
affliction  if  their  medical  attendants  had  been  trained  to  pay  more 
attention  to  those  infantile  disorders  which  lead  to  deafness  in  later  life. 

We  conclude  by  commending  the  point  and  force  with  which  the 
author  expresses  himself,  and  by  extolling  the  enthusiasm  which  he 
displays  in  his  labours  in  this  arid  corner  of  the  vineyard. 

Dan  McKenzie. 

Die  Untersnchung  der  oberen Lvftw^ge  :  Ein  Vortrag ziir  Einfiihriuui  indie 
Moderne  Rhino-Laryngologie fur  Aerzte  und  Studierende.     Von  Dr. 
P.  H.  GrERBER,  A.O.  Professor  und  Pirektor  der  Kiiniglichen  Uni- 
versitiits-Pohklinik  fur  Hals  und  Nasenkranke  zu  Konigsberg  i.  Pr. 
Mit   49    Text-Abbildungen    und    12    Abbildungen    auf   4   Tafeln. 
AVilrzburg  :  Verlag  von  Curt  Kabitsch,  1913.     Price  2  marks. 
As  the  title  implies,  this  is  an  inti-oductory  lecture  on  the  examination 
of  the  upper  air-passages  which  Prof.  Gerber  delivered  before  the   Vereiii 
fiir  ivissenschaftliche  Heilkunde  at  Konigsberg,  embellished  by  the  incor- 
poration of  a  variety  of  excellent  diagrams  and  photographs. 

The  author  disclaims  any  novelty  for  his  remarks  and  illustrations,  but 
the  successful  radiography  of  a  salivary  calculus  and  of  the  larynx — iu  the 
latter  case  a  sensitive  film  was  inserted  by  Kcthi  behind  the  larynx  in  the 
hypopharynx  and  oesophagus — is  surely  new ;  it  is  to  the  reviewer  at  all 
events.  Dan   McKenzie. 

Eye-strain   in   Every-day   Practice.      By   Sydney   Stephenson,   M.B., 

C.M.Edin.,    D.O.Oson.,   F.R.C.S'Edin.,   Ophthalmic   Surgeon  to 

the   Queen's    Hospital  .for    Children,    London ;  Editor    of    The 

Ophtliahnoscope.    Ophthalmoscope  Press,  1913.    Price  3*-.  M.  net. 

This  little  book,  consisting  of  a  collection  of  published  papers  and 

including  the  Middlemore  post-graduate  lecture  delivered  by  the  author 
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at  the  Eye  Hospital,  Birmiugham,  in  1910,  contains  an  amount  of 
information  which  should  prove  most  useful  to  the  family  physician.  In 
dealing  with  headaches  and  asthenopic  symptoms,  in  the  early  pages  of 
the  book,  attention  is  drawn  to  an  important  fact,  frequently  overlooked, 
that  errors  of  refraction  may  exist,  even  with  a  visual  acuity  represented 
by  f  as  tested  by  Snellen's  types. 

Later  on  (p.  34)  the  necessity  of  accustoming  the  eyes  to  the  wearing 
of  lenses  correcting  errors  of  refraction,  especially  astigmatism,  is 
emphasised  :  too  often  are  we  aware  of  glasses  being  thrown  aside,  tlie 
patient  being  convinced  that  they  "  do  not  suit,"  or  that  he  "  can  see 
better  without  them." 

There  are  chapters  an  "  Habit-spasm,"  "  Pseudo-papillitis,"  "  Eye- 
strain simulating  Grave  Cerebral  Lesions  "  containing  information  that 
should  prove  of  service  to  the  physician  confronted  by  cases  with  a  train 
of  symptoms,  answering  to  the  examples  given,  and  which  have  hitherto 
resisted  his  endeavours  at  alleviation. 

The  book  is  well  printed  and  easily  readable,  the  only  typographical 
error  noticed  being  in  an  expression  of  visual  acuity  on  page  54.  Should 
the  author  later  on  contemplate  a  second  edition,  we  would  suggest  his 
adding  to  the  list  of  headache  groups  on  page  14  those  of  nasal  origin — 
a  not  inconsiderable  number.  H.  H.  B.   Cunnimjham. 


ADDENDUM   TO   THE   CLINICS  OF   BRITAIN   FOR    DISEASES 
OF    THE    THROAT,   NOSE,    AND   EAR. 

Aberdeen  Dispensary  (Ear,  Nose  and  Throat  Clinic).     Inst.  1880. 
Medical  Officer.— 3.  Mackenzie  Booth,  CM.,  M.D.,  M.A. 
Out-patients. — Tuesday  and  Friday,  8.15  p.m. 
Operations. — Major  and  minor,  Wednesday,  3.15  p.m. 

We  very  much  regret  the  omission  of  Dr.  Mackenzie  Booth's  Clinic 
from  the  list  published  in  the  August  number  of  the  .Iournal  op 
Laryngology,  Rhinology,  and  Otology. 


NOTES   AND   QUERIES. 

Sir   StClair   Thomson  has  been  elected  an  houurary  member  of  the  Societa 
Italiana  di  Laringologia  e  Otologia. 


X.  Y.  Z.  writes :  "  Can  any  of  your  readers  supply  me  with  authentic  and  reliable 
information  aboixt  this  new  re-education  method  of  treating  deafness?  I  am 
constantly  being  asked  by  jmtients  whether  there  is  anything  in  it.  What  I  want 
is  the  opinion  of  some  reliable  man  who  has  tried  it." 


Vaccine  Treatment  of  Otorrhea. — In  the  medical  supplement  to  the  annual 
report  for  the  year  1912  of  the  Metropolitan  Asylums  Board,  Dr.  A.  Anderson 
reports  the  results  of  treating  thirty-seven  cases  of  otorrhcea  with  autogenous 
vaccines,  in  all  of  which  the  disease  had  i)roved  intractabl(>  to  local  treatment. 
He  found  that  the  number  of  successes  and  the  time  taken  to  cure  them  showed 
uo  improvement  on  the  average  of  cases  not  treated  by  vaccines.  The  great 
difficulty  in  the  vaccine  treatment  of  otorrhoja  lies  in  the  fact  that  the  predominant 
organism  cannot  readily  be  determined.— D.  M. 
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Department  of  (A.  Logan  Turner)  .  .       69,  234,  237,  281,  472 

Electricity,  the  practice  of,  etc.  (M.  Lennoyez)  (review)  .  .     219 

Electro-diagnosis  in  labyrinth  disease  (E.  Junca)         .  .  .25 

Enrouement  des  Chanteurs.  De  1'  (H.  Lavielle)  (review)  .  .617 

Erysipelas  and  meningitis  following  operation  on  nose  (L.  A.  Parry)       .     33<» 

following  mastoid  operation  (J.  S.  Fraser)       .  .  472 

Ethmoid  bone,  cancer  of  (Bouniuet)  ....      >23 

epithelioma  of  (Luc)  ....     213 

cells  of,  mucocele  of  (E.  Alles)  ....     610 

suppuration   of,   treatment  (Hajek,  H.  Lambei-t    Lack) 

(discussion)  ....  35,  84,  148,  1.52 

with  eye  symptoms  (J.  M.  Far(iuharson)  .     267 


Ethyl  chloride  anssthesia;  respiratory  stoppage  (J.  D.  Lithgow)  646 

Eustachian  tube,  diseases  of  (J.  Walker  Wood)           .                 .                 .  •^t»8 

examination  of,  by  naso-pharyngoscope  (E.  M.  Holmes, 

J.  Walker  Wood)       .....  "216,  .568 

zinc  chloride  injections  by  the  (Dimdas  Grant)  539 

Eye-strain  in  every-day  practice  (S.  Stephenson)  (review)           .  675 

Eye  symptoms  in  nasal  and  aural  disease,  cause  of  (W.  H.  Haskin)          .  ■')99 

Face,  chronic  redema  of  ,•  vaccine  treatment  (J.  R.  Drever)       .                 .  500 

Facial  nerve,  paralysis  of,  partial,  in  cerebello-poutine  tumour  (Spillerj^.  55 
French  Society  of  Laryngology,  etc..  Proceedings  of,  1912  321,  558,  605 
Frontal  sinus,  see  Sinus,  frontal. 

Fronto-ethmoidal  region,  epithelioma  of  (Luc)                             .                 •  -I*' 
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Galvano-cautery  punctuve  for  hypertrophied  tonsil  (H.  Tiller)  .     252 

Glanders,  pliaryngo-laryngeal  (Malm)  ....     325 

Goitre,  exoplitlialmic  (J.  W.  Crane.  W.  J.  Maedonald)  .     614 

Gout  in  upper  air-passages  (Thost)  .  .  .54 

Graves'  disease,  see  Goitre,  exoplitlialmic. 


Haemoptysis  from  laryngeal  lesion  (LeA-esque) 
Hartmann's  punch  forceps  (Dundas  Grant) 
Hay  fever  (W.  P.  Dunbar) 

gout  and  (Thost)  .... 

Headaches,  nasal,  vacuum  (G.  Sluder) 
Hearing,  jihysiology  of  (H.  Frey) 

"tests  for  (H.  Frey) 

Herxheimer  reaction,  see  Jarisch-Herxheimer  reaction. 

Hoarseness  in  Singers  (H.  Lavielle)  (review) 

Hogyes,  Prof.,  work  of.  on  eye  movements,  etc.  (M.  Sugar; 

Hyperostosis  cranii  (E.  D.  Davis) 

Hypophysis,  see  Pituitary  body. 
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667 

54 
273 
617 

53 

617 
333 
250 


Insanity  due  to  purulent  lal»yrinthitis   (?)  (Henderson.  Muirhead.  and 

Fraser)        .  .         '        .  .  .  .  .     626 

International  Congress  of  Medicine.  Seventeenth.  London.  1913.  Sections 

XV  and  XVI  .  .  .  47.  224.  278.  280,  451. 565 

Section     Rhiuology     and     Laryngology. 


Presidential  Introductory  address  (Sir  StClair  Thomson)  . 
through  foreign  spectacles 


Prizes  in  Otolog}^ 

Intubation  (C.  Jackson)   .... 
Iodine,  nascent,  for  lupus  (Pfannenstiel's)  (Logan  Turner) 


565 
621 
280 
663 
162 


Jarisch-Herxheimer  reaction  in  the  organ  of  hearing  after  treatment  by 

salvarsan  (K.  Theimer)             .....  225 
Jaw,  see  Maxilla. 

John  and  Elizal)eth  by  Jay  Gee  (review)       ....  336 

Jugular  bulb,  thrombosis  of,  recovery  (C.  E.  West)                                        .  95 

wounded  in  paracentesis  (C.  Liiders)  .                 .                 .  166 

Killian's  suspension  laryngoscopy  (W.  Howarth.  E.  D.  Davis)  .  541,  596 

Kuhn's  jier-oral  intubation  apparatus  (W.  G.  Howarth)  .     257 

Labyrinth,  see  also  Cochlea,  Semi-circular  canal,  and  Vestibular  apparatus. 

destruction  of,  compensatory  tonus  after  (Shaml)augh)  .     334 

disease  of,  electro-diagnosis  in  (E.  Junca)        .  .25 

in  early  syphilis  (H.  Frey)     ....     218 

—  Entziindungen,    Klinik    der    serosen,    etc.   (E.    Ruttin) 

(review)       .......     390 

microscopic  examination  of.  technique  (J.  S.  Fraser)     .  .     638 

suppuration  of,  see  Labyrinthitis,  purulent. 

symptoms  in  middle-ear  suppuration,  mastoid  operation  (J.  G. 

Connal)       .......     552 

trauma  of  (E.  Ruttin)         .  .  .  .108 


Labyrinthitis,  chronic  diffuse,  operation  (E.  A.  Peters)  101 

purulent,  pathology  of  (J.  S.  Fraser)  .  .     157 

chronic,  with  insanity  (D.  K.  Henderson,  W.  Muirliead. 

and  J.  S.  Fraser)       .  .  .  .626 

Labyrinthotoiny  for  vertigo  (E.  A.  Peters)  .  .101 

indications  for  (J.  G.  Connal)  ....     552 

Lachrymal  apparatus,  relations  to  nasal  sinuses  (Onodi.  Haas)  165,  331 

■ sac.  cystic  distension  of.  West's  operation  for  (Dan  McKenzie)  .     544 

Laryngeal   nerve,   recurrent,  paralysis  of  (de   Havilland    Hall.    Sir  D. 

Ferrier,  W.  Permewan.  and  discussion)  .  Q-i"?  et  seq. 
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iVoiii  ailiitiition  of  auricle  (E.  D.  Davis)  '  tji- 

followiiii;- endcx-arditis  (  K.  D.  Davis)                          '  (;•- 

from  unknown  cause  (E.  D.  Davis)                           '  (Us 

Laryngealen  Erscheinnno.en  i.einiultiplerSklerose,etc.(L.Retl.i)  (reviewi  5(  H 

Laryno;ectomj  in  two  stages  (Dan  McKenzie)                               'M.cMe\vj  oOb 

Laryngitis,  septic.  septictKmia  after  (A.  Abrahams)                        '                 '  it' 

Laryngoscopie  etLaryngologieoperatoireet  clini,,ue  (Tli.  Heryng)  (review)  '>oo 

Laryngoscopy,  snspension  (W.  Howarth.  E.  D  Davis)                               5  ^n« 

Laryngostomy,  after-treatment  (Molinie)     .  oo- 


—  for  typhoid  stenosis  (Sieur) 
for  tul)ercuhir  stenosis  (Pantet) 


214 
605 


Larynx,  see  also  Cords,  vocal,   ArytEcnoid. 

abscess  of  (Legillon)            .     '       '    .  ,,,.^ 

anatomy  of,  conipai-ative  (J.  Nemai)                 '                 '  '     ofl 

affections  of,  in  multiple  sclerosis  (L.  Rethi)  (review)  '     506 
''"llet  injury  to  (H.  J.  Davis)  "     Jq 

angeioma  of  (Joubert)         .                  .                                   '  '     fiOR 

cancer  of,  see  also  Epithelioma  of,  sarcoma  of 

(W.  S.  Syme)           .                 .                 ;  .„ 

diagnosis  of  (J.  G.  Connal)    .  %^j. 

cyst  of  (J.  M.  Farquharson)                 .                  .  '     ogg 

— treatment  of  (E.  A.  Peters  and  discussion)          '  '     koa 

deformity  of  (H.  Tilley)      .                 .  '^^* 

epithelioma  of  (Lnc.  H.  Tilley)                           '                 '  .>i3  o^j, 

in  a  young  man  (Sir  .stCIair  Thomson)  ~  '  '  oq  «. 

laryngectomy  for  (Dan  McKeuzie)       .                 .  54'> 

secondary  (Lannois  and  Mont  Charmont)  '     394 

iTTT^n'   n^'f  ^'^'^  ^^-  '^^"^•^'  P-  Watson  Williams.  G.  Seccombe 

Hett,  D.  Crosby  Green)    .  .  .  25L  260.  597  662 

,~ vocal  cord,    removal  by   internal   route,  non-recuireuce  ' 

(Cabouche)               ...  or,, 

fibro-myxoma  of  (F.  Furet)                   .                 .                  '  '     ojq 

foreign  body  in  (Uchermaim,  T.  Guthrie)                         '  4.Q  ."iS 

glanders  affecting  (Mahn)  ...  '  ^05 

hemorrhage  from  (Levesque)              .                .                [  '     ^^q 

infiltration  of.  for  diagnosis  (H.  Barwell)          .                 .  '     54g 

in  phthisis                 .                 .  '     gio 

keratosis  of  (A.  BrowTi  Kelly)            .                 .  '     972 

lupus  of,  healed  (W.  G.  Howarth)      .                .                ]  '     057 

membrane  of,  congenital  (G.  W.  Badgerow)    .                 .  "     siq 

traumatic  (J.  F.  O'Malley)     .                 .                 '  "     433 

neoplasms  of  (Fiu-et)                             .                 .  "     ojo 

infra-glottic  (Sir  R.  Woods)  ..."     509 

treated  by  seleniol  (C.  W.  M.  Hope)    .                 .  '     48h' 

papilloma  of  (E.  A.  Peters)                 .                                 .  317 

paralysis  of,  from  bulbar  lesions  (L.  Colledge)                 .  .     315 

from  disease  of  petrous  bone  (Dundas  Grant)     .  .     551 

pneumococcal  infection  of  (A.  R.  Tweedie)      .  I93 

pemphigus  (?)  affecting  (J.  Adam)    .                 .  '     554 

recuiTent  nerve  of,  see  Laryngeal  nerve,  recurrent. 

singers  nodes  of  (W.  G.  Porter)        ....     270 

stenosis  of.  chronic,  treated  by  drainage  tubing  (Schmiegelow)  .     "oO 

from  typhoid,  laryngostomy  for  (Sieur)               .  .     214 

syphilitic,  with  calcification  of  fascia  (T.  B.  Lavton)  487 


26." 


—  swelling  in  (W.  H.  Kelson)  ....     _,,., 

-  syphilis  of  (H.  Tilley,  F.  F.  Muecke)  315,  .59«j 

simulating  leprosy  (C.  W.  M.  Hope)    .  21o!  319 

tertiary,  treated  l)y  neo-salvarsan  (H.  Tod)  .     207 
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Larynx,  trauma  of  (W.  M.  Mollison) 

tnViercnlosis    of    (H.   Lewies.   H.    Tod.   S.   Hastings.    Jefferson 

Faulder.  W.  K.  Hughes)      .  .  .      103.  207,  264.  544 

alcohol  injection  into  nerve  for  (G.  Fetterolf.  Mnncli)    165 

apparently  aggravated  by  tuberculin  (E.  D.  Davis) 

epiglottis  amputated  for  (E.  D.  Davis) 

galvano-cauteiy  for  (H.  Tilley) 

Killian"s  suspension  laiyngoscopy  in  (E.  D.  Davis) 

laryngostomy  for  (Pautet)     .... 

terminal  treatment  of  (H.  Horn) 


typhoid  fever  and  the  (J.  H.  Bryan) 

Lehrbuch  der  Kranheiten   des  Ohres  und  der  Luftwege   (Denker  and 

Briinings)  (review)  ..... 

Leontiasis  ossea  (Jefferson  Faulder)  .  .  . 

Levicocyte  extract,  the  Hiss,  in  nasal  and  aural  surgery  (W.  H.  Haskin)  . 
Lingual  thyroid  operation  (W.  G.  Howarth) 

Lombard's  symptom  (Pope)  ..... 

Lung,  foreign  body  in,  pneiunonotomy  for  (Kellock) 
Lupus,  nasal,  iodine  treatment  (Pfannenstiel's)  (A.  Logan  Turner) 

radium  treatment  of  (Broeckhaert) 

Malleo-incudal  articulation,  physiology  of  (H.  Fre}')  . 
Mastoid,  emissary  vein,  thrombo-phlebitis  of  (Dan  McKenzie) 

operation,  after-treatment  (J.  D.  Lithgow,  J.  W.  E.  Ross,  W. 

Milligan)  .....     162,  589, 

bony  overgrowth  following  (H.  J.  Davis) 

boro-chloretone  jiowder  dressing  for  (Koenig) 

carotid  artery  injured  during  (C.  E.  West) 

•  ■ closure  of  Eustachian  tube  (Laurowitsch) 

epithelial  grafting  in  (C.  A.  Ballance) 
erysipelas  following  (J.  S.  Eraser) 

-  flap  for,  periosteal  (P.  Watson-Williams) 

-  periosteo-meatal,  new  (H.  E.  Jones) 

- skin,  double  (Watson  Williams) 

■  keloid  after  (A.  Logan  Turner) 

- lens  for  (Dan  McKenzie) 

-  narrowing  after,  treated  by  Hartmanns  punch-forceps 

(Dundas  Grant)      .... 

-  partial  (Dundas  Grant) 

(Botey's  method)  (Luc) 

-  post-mortem  specimen  of  (E.  D.  Davis) 

-  retractor  for  (P.  Hammond) 

-  scarlet  red  after  (T.  W.  E.  Ross) 

-  syringe  for  use  after  (Urban  Pritchard) 

-  process,  osteoma  of  (R.  S.  Coche.  Waggett  and  Davis)  103, 
suppuration  of,  see  Mastoiditis. 


Mastoiditis,  latent  (Mignon) 

simulated  by  myalgia  (F.  W.  White) 

suppurative,  pyrexia  in  (R.  Verel)     . 

Maxilla,  inferior,  removal  of,  prothesis  for  (J.  Leonhard) 

superior,  development  of  (J.  H.  Gibbs,  E.  G.  Seiliert) 

neoplasm  of  (J.  F.  O'Malley,  H.  J.  Davis) 

osteo-fibroma  of  (J.  Adam)   . 

osteomyelitis  of,  in  a  child  (Brown  Kelly) 

sarcomata  of,  treated  hj  radium   (P.  Watson 

and  N.  S.  Finzi)         .... 
Mayer  and  Meltzer,  Messrs.,  catalogue 
Meatus,  extenial  auditory,  bony  occlusion  of  (H.  J.  Davis) 
Medical  Annual.  The.  etc.  (review) 
Membrana  tympaui,  scald  of  (H.  J.  Davis)    . 
Meniere's  syndi'ome,  operation  for  (E.  A.  Peters) 
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263, 


Williams 
261, 
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Meningitis,  opidoiiiic-  roivhio-spinul.  ciUisinL,'  deafness  (H.  .1.  Davis) 

foUowiniJC  intni-nasal  opeiation  (L.  A.  Parry) 

otitic,  serous,  operation,  recovery  (E.  M.  Stockdale) 

treatment  of  (W.  Milli^'an.  E.  W.  Day)  (discussion)      24:2 

Sinus     Thrombosis   and  Abscess   of    tlie    Brain    (Jolin    Wylie) 

(review)       ...... 

surtrical  treatment  of  (J.  S.  Haynes) 

Meningocele  in  naso-pharynx  (H.  Kisch) 
Mica,  plate  of.  for  nasal  synechia?  (Moure)    . 

Microscopic  examination  of  turl)inal.  vital  staining  (T.  W.  E.  Ross) 
Migraine  and  sphenoidal  sinus  disease  (G.  Sluder) 
Mikulicz's  disease  (J.  Atkins(m)     .... 
Moure's  operation  (lateral  rliinotomy)  (Sir  StClair  Thomson)    . 
Myxoedema,  deafness  from  (H.  J.  Davis) 

Naris.  posterior,  .<ee  Choana. 

Nasal  conditions  in  relation  to  anaphylaxis  and  asthma  (J.  Matthews) 

Nasal  thermometry,  etc.  (A.  Brown  Kelly)   .  .51 

Naso-pharyngoscope.  the  (E.  M.  Holmes) 

Naso-pharynx,  chondro-tibroma  of  (A.  R.  Tweedie) 

fibroma  of  (Uchermann.  H.  Tilley)    .  .  .46, 

fibro-sarcoma  of  (W.  Milligan) 

■ meningocele  in  (H.  Kisch) 

■  neoplasm  of  (N.  Patterson)    . 

tuberculosis  of  (G.  W.  Badgerow 

National  Bureau  for  Promoting  the  General  Welfare  of  the  Deaf 

Neck,  abscess  of.  stee  Cervical  aljscess. 

sarcoma  of,  treated  by  seleniol  (C.  W.  M.  Hope) 

fascia  of.  calcification  of.  syphilitic  (T.  B.  Layton) 

primary  syphilis  of  (H.  J.  Davis)      .... 

Neo-salvarsan  for  congenital  syphilitic  deafness  (J.  F.  O'Malley) 

in  laryngeal  syphilis  (H.  Tod)  .... 

Noise-deafness  (Hoessli)  .... 

Nose,  and  accessory  sinuses.  History  of  work  done  in  Britain  (A.  Logan 

Tm-ner  a»d  W.  G.  Porter)        ..... 

angeioma  of  (Bar.  W.  H.  Kelson)     .  .     323,  487, 

artemia  salina  in  (Douglas  Harmer) 

cancer  of  (Walker  Downie)  .... 

see    also  Epithelioma  of.  sarcoma  of 

lateral  rhinotomy  for  (Sir  StClair  Thomson) 

catarrh  of.  from  distemper  organisms  (.'')  (Mackintosh) 

chondro-sarcoma  of  (H.  Tilley)  .... 

crustacean  in  (Douglas  Harmer)         .... 

deformities  of,  external  treatment  of  (Molinic) 

dennoid  of  (Brown  Kelly)  .... 

diphtheria  of  (N.  A.  Christie)  .... 

diseases  of,  dietetic  treatment  of  (C.  W.  Richardson) 

fractures  of.  treatment  of  (Garel)       ... 

lupus  of,  iodine  treatment  of  (A.  Logan  Turner) 

pathogenesis  (Albanus) 
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olfactory  fissure  of,  forceps  for  widening  (E.  Richter) 
operation  on,  followed  by  meningitis,  etc.  (Parry) 
after-treatment  (H.  Tilley) 


—  papilloma  of  (H.  J.  Davis,  Brown  Kelly) 

—  polypi  of,  involving   orbit   and  anterior 
Chamberlin) 

—  sarcoma  of  (H.  Tilley) 

—  septum  of,  angeioma  of  (Bar) 
bleeding  tuminir  of,  see  Angeioma. 

bony,  removal  of  (Glogan) 


ci-anial    fossa    (W. 


2")i>, 
B. 


—  cartilage  of,  defect  in  (Jefferson  Faulder) 
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Nose,  septum  of.  neoplasm  of,  congenital  (F.  Rose) 
— cedeiua  of  (J.  F.  O'Malley)    . 

snbmiicons  resection  of  (Ritter.  Sobetky,  Glogan) 

anaesthesia  (Sobetky) 

splint  for  (L.  M.  Freedman) 

suturing  in  (O.  A.  Lothrop) 

stenosis  of.  with  lingual  adhesion,  operation  (Bar) 

synechise  in,  treatment  of  (Moure) 

syphilis  of.  extensive  (C.  W.  M.  Hope) 

pi'imary  intra-nasal  (N.  Maclay) 

tertiary,  congenital  (J.  Donelan) 

ulcerative  (H.  Banvell) 


throat  and  ear,  disorders  of.  Vicious  circles  in  (H.  B.  Jamieson) 

(review) 

tooth  in  (Orleanski) 

Notions  pratiques  d'electricite,  by  (M.  Lermoyez)  (review) 
Nystagmus,  etc.,  work  of  A.  Hogyes  on  (M.  Sugar)     . 

(Esophagoscope,  telescopic  (D.  R.  Paterson) 

CEsophagoscopy  for  foreign  Ijodies  (H.  J.  Davis,  (juisez.  T.  Guthiie, 

C.  W.  M.  Hope,  D.  R.  Patterson.  C.  G.  Coakley)  .       209,  213,  218.  258, 
(Esophagus,  bougieing  the.  Death  from  (Lubet-Barbon) 

cancer  of  (A.  Logan  Turner)  .... 

external  operation  for  (J.  S.  Fraser,  A.  Logan  Turner) 


cast  of  epithelial  lining  of  (G.  N.  Biggs) 

direct  action  of  liquid  chloroform  on  (G.  N.  Biggs) 

mouth  of,  painful  fissure  of  (A.  Bronner) 

perforation  of,  by  foreign  body  (W.  Milligan) 

pouch  of,  operation  (W.  Milligan)     . 

stenosis  of,  partial,  rendered  absolute  (D.  McKenzie)     . 

symptoms  of,  from  cyst  of  epiglottis  (J.  Donelan) 

syphilis  as  cause  of  (Walker  Downie)  . 

stricture  of.  see  also  Stenosis  of. 

cicatricial  (W.  Hill) 

upi^er  end  of,  cancer  of  (A.  Logan  Turner)      .  t 

"  One  of  the  Old  Guard  "  (Chas.  Iredell)       . 

Orbit,  angeioma  of  . 

nasal  polypi,  affecting  (W.  B.  Ghamberlin) 

rode  ,t  ulcer  of  (H.  J.  Davis) 

Osteomyelitis,    diffuse    cranial,    from    nasal 


McKenzie.  R.  H.  Woods,  G.  Wilkinson) 

f»f  superior  maxilla  in  a  cliild  (Brown  KeUy) 


suppuration    (Dan 
6,  79.  112,  129, 


Oto-laryngological   Societies   of    Great   Britain   and   Ireland    (Dundas 
Grant)         ....... 

Otology,  British,  the  foundations  of  (Macleod  Tearsley) 

Otosclerosis,  pathology  of  (G.  Briihl,  J.  O'Malley)      .  .  ol6, 

pathology  and  treatment  of  (J.  C.  Beck) 

Ozsena,  see  also  Rhinitis,  atrophic. 

Pachymeningitis  intenia  punilenta.  otogenic  (N.  R.  Blegvad) 
Palate,  neoplasm  of  (H.  Tod) 

anomalous  coarse  of  (W.  G.  Howartli) 
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paralysis  of,  unilateral,  with  laryngeal  paralysis  (Dund 
soft,  epithelioma  of  (F.  Muecke)         . 

fibroma  of  (W.  G.  HoAvarth) 

papilloma,  sarcoma  of  (W.  G.  Howarth) 


Pansinusitis  (P.  Watson  Williams) 

Paracentesis  tympani.  luumorrhage  after  (C.  Liiders) 

Paracusis  Willisii  and  the  motor  car 

Parisian  Society  of  Laryngology,  etc..  Proceedings  of  the 

Pemphigus,  chroiiic  (E.  a!  Peters,  J.  Adam) 
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Pt'iiinuMistiers  treatment  of  nasal  hiiuis  (Li.-im  Tiini.M-)  l»i2 

Pluu-yni,'eal  asthma  (Chavaniie)       .  tlOtl 

cough,  treatment  of  (SiLrmund)  S.H 

Pharynx,  adhesions  of,  from  diplitheria  (J.  DonfUm)  iNjt,  o-i!*,  ')'Xj 
epithelioma  of,  H  i-ured  \>y  salvarsan  (J.  L.  Seales)           .  .     -^TH 

fibroma  of  (J.  M.  Darling)  .  .  .Ill 

glanders  affecting  (Malm)  .....     :V2i> 

lateral  eohimns  of,  inflammation  of  (H.  Tj.  Swain)  <)H"j 

Jnpns  of.  healed  (W.  G.  Howartli)  2oH 

pemphigus  affecting  (J.  Adam)  ....     .">5-i 

phlegmon  of  (F.  E.  Hopkins)  ....     (!tM 

pneumococcus  infection  of  (A.  R.  Tweedie)     .  .  VM 

suppuration  in  the  (G.  Radgerow)     ....     llO 

syphilitic  tdcer  of  (H.  Barwell)  ....     4!M> 

•  tuberculosis  of  (S.  Hastings)  ....     2H4 

Phonetics,  see  also  Voice. 

Pituitary    Body.    The,    and    its   Disorders,    etc.    (Harvey    Gushing) 
(review)       ....... 

cyst  of,  ojieration,  recovery  (J.  R.  Lee) 

development  of  the  (J.  E.  Frazer) 

diseases  of  the  (discussion)    .... 

—  functions  of  the  (McCarthy  and  Karsner) 

—  radiography  of  (T.  Thompson) 

structure  and  functions  of  (E.  A.  Schiifer) 

— —  surgery  of  (general  survey)   .  .  .  338- 

— (J.  Broeckaert) 

—  tumours  of  (C.  J.  Graham.  S.  Lodge)  .  .  374, 

—  eye  changes  from  (J.  H.  Fisher) 

—  operative   treatment   of    (W.    Hill,    C.    Graham. 

O.  Hirsch) ....      337.  360,  369,  371,  37'2,  375, 

fossa,  cyst  of.  operation  by  nasal  route  (C.  Graham) 


Pituitrine  preparations  for  haemorrhage  (J.  Donelan,  Dan  McKenzie)  353, 

Pneumonotomy  for  foreign  l)ody  (T.  H.  Kellock) 

Pneumococcus  infection  of  throat  (A.  R.  Tweedie) 

Post-nasal,  see  Naso-pharynx. 

Prescriliers"  Formulary,  The.  etc.  (T.  P.  Beddoes)  (review) 

Pterygoid  region,  otitic  abscess  of  (Dan  McKenzie)    . 

Pulmonary  embolism  following  diphtheria  (D.  Stewart) 

Pye"s  Surgical  Handicraft,  etc.  (W.  H.  Clayton  Greene)  (review) 

Radiography,  see  Skiagraphy. 

Radium  in  malignant  tumours  (W.  Freudenthal) 

lupus  treated  by  (Broeckhaert) 

sarcomata  treated  by  (Watson-Williams  and  Finzi)        .  -61 

Respiratory  passages,  upper,  gout  of  (Thost) 

history  of  diseases  of  (Sendziak) 

Retro-cricoid  region,  see  (Esophagus,  upper  end  of. 
Retro-pharyiigeal  abscess  (J.  D.  Lithgow)    . 
Rhinitis,  atrophic,  see  also  Ozaaia. 
paraffin  in  treatment  of  (O.  A.  Lothrop) 

sero-diagnosis  of  (Caldera  and  Gaggia) 

vaccine  treatment  of  (W.  G.  Porter)    . 

with  unusual  features  (C.  Horsford)    . 

hyperplastic,  redematous  (W.  Schiinfeld) 

membranous  (Forbes  and  Newsholme) 


Rhino-laryngology  in  Great  Britain,  the  History  of  (Sir  StClair 
Rhinology,  some  dental  aspects  of  (J.  H.  Gibbs) 
Rhinorrhoea,  spasmodic,  due  to  antrum  disease  (H.  Whale) 

high-frequency  currents  for  (Castex)    . 

Rhinoscleroma  (O.  Richards) 
Roughton,  E.  AV.  (obituary  notice) 
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Otological  Section     .  .       88.  242,  306,  478.  532 

"606."  see  Salvarsan. 

Salvarsan.  see  also  Neo-salvarsan. 

- — —  effects  of.  evil  (S.  L.  Olsho)                .                .  .  .275 

•  on  hearing  (H.  Frey,  K.  Theimer.  Olsho)  218.  225,  274,  275 

?  epithelioma  cured  by  (H.  L.  Scales)                 .  .  .     276 

in  hereditary  syphilis  (J.  L.  Bunch)                   .  .  .55 

in  nasal  syphilis  (C.  W.  M.  Hope)     .                 .  .  .254 

Jarisch-Herxheimer  reaction  after  (K.  Theimer)  .  .     225 


Scarlet  red  dressing  of  mastoid  operation  (T.  W.  E.  Ross)         .  162.  187 

Sclero- corneal  trephining,  etc.  (R.  H.  Elliott)  (review)  .  .     619 

Scottish    Otological   and   Laryngological    Society.    Proceedings   of   the 

157.  265,  551 
Seleniol  treatment  of  laryngeal  tumour  (C.  W.  M.  Hope) 
of  sarcoma  (C.  W.  M.  Hope) 


Semen,  Sir  Felix,  his  work.  etc.  (P.  McBride) 

The  Semou  Lectures.  1913  (P.  McBride) 

Forschungen  und  Erfahrungen,  1880-1910  (review; 
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Septum,  nasal,  see  Nose,  septum  of. 

Singers"  nodes,  see  Larynx. 

Sinus,  cavernous,  throml)Osis  of.  recovery  (Dan  McKenzie)         .  .       99 

treatment  of  (C.  A.  Ballance)  .                 .  .     561 

ethmoid,  see  Ethmoid,  cells  of. 

frontal,  curettage  of  (R.  H.  Woods)                   .                 .  .112 

mucocele  of.  suppurating  (H.  Barwell)                 .  .     547 

operation  on  (Geo.  E.  Davis,  A.  Iwanoff.  Luc)    .    560,  610,  611, 

during  coma(Guisez)                  .                  .  .     213 

Killian  (Sir  StClair  Thomson.  Luc)        .  205.  611 

complications   of    (Sieur   and    Rouvillois.  R.  H. 

Woods)        ......  105.  112 

—  frontal,  ojieration  on.  osteoplastic  (P.  Watson-Williams)  .     261 

—  ■ — •  suppuration  of.  coma,  operation  (Guisez)             .  .     213 

— -  lateral,  phlebitis  without  thrombosis  of  (A.  Cheatle)      .  .     537 

thrombo-phlebitis  of  (E.  M.  Stockdale,  C.  A.  Ballance)    1.  561 

—  diagnosis  of  (E.  B.  Dench)       .                 .  .     502 


thrombosis  of.  aseptic  (L.  Mahler)        .  .  .     106 

maxillary,  see  Antrum,  maxillary. 

sigmoid,  .sec  Sinus,  lateral. 

sphenoidal,  anat(nny  of  (V.  Loeb)     ....     166 

cancer  of (H.  Tod)  ....     206 

disease  of,  and  migraine  (G.  Sluder)    .  .  .     661 

suppuration  of,  with  eye  symptoms  (J.  M.  Far(iuharsou)      2(>7 

Sinuses,  nasal  accessory,  diseases  of.  and  genei'al  medicine  (Gibb  Wishart)  273 

orbital  coiuplications  of  (H.  Tilley)         .  .     561 

exposure  of  brain  from  (Onodi)  .  .  .     105 

and  lachrymal  apparatus,  relations  of  (Onodi)   .  .     165 

operations  on,  analysis  of  (J.  S.  Eraser  and  R.  Vcrel)     (^9.  158 

result  (E.  J.  Moui-e)  ....     526 

Skiagraphy  of  the  (A.  Logan  Turner  and  W.  G.  Porter) 

I  review)  .  .  .  .  .111 
suppuration   of,   endonasal   treatment   of   (Yacher    and 

Denis)  .......     558 

treatment  l)y  ionisation  (J.  C.  G.  MacNab)  .     642 

osteomyleitis  from  (Dan  McKeuzie)  6.  79.  129 

vacuum  lieadaches  from  (G.  Sluder)    .  .  .     273 

Sinusitis,  see  Sinus,  suppuration  of  ;  see  also  Pansinusitis. 

Sluder's  guillotine  (H.  J.  Davis)     .  .  .  .209 
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Suliglottic  angt'ioniM  f.Iouliert )        .  . 

tumom-  (Sir  R.  Woods) 

Susjiension  laryn-^'oscopy.  Killiau's  (W.  Howiirtli) 
Sypliilis.  hereditary,  and  salvarsan.  (J.  L.  Buiu-li) 
causing  deafness  (Kerr  Love  and  C.  H.  Browning) 
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159 


Temporal  l)one.  question  of  symmetry  (A.  H.  Cheatle) 

region,  deep,  abscess  of  (A.  Braun) 

Throat,  nose  and  ear.  diseases  of.  British  clinics  for  (Dan  McKei 

Practical  Guide  to  (W.  Lamb)  (review) 


izie) 
433, 


■  pneumococcal  infection  of  (A.  R.  Tweedie) 

streptococcal  infection  of  (H.  Tilley) 

Thyroid,  see  also  Goitre. 

gland,  adeno-carcinoma  of  (McCarthy  and  Karsner) 

physiology  and  patholog}'  of  (R.  Farrant) 

lingual,  operation  (W.  G.  Howartli)     . 

Thyrotomy,  belated  sequel  to  (H.  Tilley) 

for  fibro-myxoma  (F.  Furet) 

necrosis  of  cricoid  fifteen  years  after  (H.  Tilley) 

Tongue,  flexible  (E.  A.  Peters)        .  .  ."  . 

— •  gumma  of.  causing  dysphagia  (Jobson  Home) 

lupus  of  (H.  J.  Davis  1  .... 

Tonsil,  anatomy  of  (G.  S.  Hett)      .... 
and  sxipratonsillar  fossa,  the  significance  of  the  (D.  R.  Paters 

buried,  instrument  for  revealing  (H.  Tilley)     . 

cyst  of  (J.  B.  Layton)  .... 

embedded  see  Tonsil,  buried. 

enlarged  (?  neoplasm)  (H.  J.  Davis)  . 

successfully  treated  by  galvano-cautery  (H.  Tilley) 

enucleation  of.  l)y  guillotine  (P.  "Watson- Williams) 

epithelioma  of  (A.  R.  Tweedie) 

guillotines  (J.  Donelan.  J.  F.  O'Malley)  .  .     -lo-l 

■ Sluder's  (H.  J.  Davis) 

sarcoma  of  (A.  Logan  Turner.  X.   H.  Pike.  Biggs 


nd  Tu 
it) 

radium  treatment  (Watson-Williams  and  Finzi) 

seleniol  treatment  (C.  W.  M.  Hope)     . 

syphilis  of  (H.  J.  Davis) 

tuberculosis  of  (Dan  McKenzie) 

Tonsilla  Faringea.  Patologia,  etc.  (F.  Maltese)  (review) 
Trachea,  foreign  body  in  (Fleischer.  W.  K.  Hughes)  . 

keratosis  of  (A.  Brown  Kelly) 

neoplasm  of  (Marschik.  Sir  R.  Woods) 

papilloma  of  (F.  F.  Muecke) 

stenosis  of.  from  enlarged  bronchial  ghnids  (Guisez) 

from  tuljerculous  abscess  (B.  Kelly)    . 

Tracheoscopy  for  foreign  bodies  (Fleischer.  W.  K.  Hughes) 
Tracheotomy,  decannulation  after  (C.  Jackson) 
tnbe  in  lironchus  (G.  W.  Howarth.  J.  G.  Hunt) 

worn  for  eighteen  years  (H.  Tilley)  . 

Tympanoplasty  (H.  A.  Kisch) 

Tympanum,  see  Ear.  middle. 

Typhoid  fever,  laryngeal  stenosis  from  (Sieur) 

Turbinal  liody,  sen  also  Nose. 

inferior,  nerve  supply  of  (T.  W.  E.  Rtiss) 
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Untersuchung  der  ol^eren  Luftwege  (P.  H.  Gerber)  (review) 
Uvula,  adhesion  of.  to  posterior  pharyngeal  wall  (J.  Donelan; 
syphilitic  infiltration  of  (C.  W.  M.  Hope) 
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Vacc'iue  treatment  of  otorrlicea  .... 
Yagus,  nuclear  lesion  of,  causing  laryngeal  palsy  (L.  Colledge) 
Verletzungen  des  Olires  bei  Katastrophalen  Explosioueu  (1.  Hofer  and 

O.  Mantliner)  (review)  .... 

Yertigo,  aural,  non-suppnrative,  operative  treatment  of  (H.  E.  Jones) 

from  vestiljular  paralysis  (P.  D.  Kerrison) 

with  low  l)lood-pressure  (R.  Lake  and  A.  F.  Penny,  H.  J.  Davis) 

Vestibular  apparatus,  paralysis  of,  vertigo  from  (P.  D.  Kerrison) 
tests  (R.  Lake  and  A.  F.  Penny,  A.  Rejto) 

work  of  Prof.  A.  Hogyes  on  (M.  Sugar) 


Yicious  Circles  associated  with  Disorders  of  the  Thr 
(H.  B.  Jamieson)   . 

• in  Disease  (review) 

Vienna  Laryngological  Society,  Proceedings  of  tlie 
Vital  staining  of  inferior  turbinal  (T.  W.  E.  Ross) 
Voice,  see  also  Phonetics. 

production,  discussion   (W.   J.  Henderson,  W. 

Muckey,  H.  H.  Browai,  F.  E  Miller,  H.  Lavielle) 

X  Rays,  see  Skiagraphy. 
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